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FOREWORD

The national response to HIV/AIDS in India over the last decade has yielded encouraging outcomes in terms of
prevention and control of HIV. However, in recent years, while declining HIV trends are evident at the national level
as well as in most of the States, some low prevalence and vulnerable States have shown rising trends, warranting
focused prevention efforts in specific areas.

The National AIDS Control Programme (NACP) is strongly evidence-based and evidence-driven. Based on evidence
from ‘Triangulation of Data" from multiple sources and giving due weightage to vulnerability, the organizational
structure of NACP has been decentralized to identified districts for priority attention.

The programme has been successful in creating a robust database on HIV/AIDS through the HIV Sentinel Surveillance
system, monthly programme data reporting formats and various research studies. However, the district level focus of
the programme demands consolidated information that helps better understand HIV/AIDS scenario in each district,
to enable effective targeting of prevention and treatment interventions to the vulnerable population groups and
geographic areas.

Information collected and analysed during the extensive data triangulation exercise conducted during 2009-10
and 2010-11 and updated data from recent years has been the basis for this technical document on District HIV
Epidemiological Profiling. For each district it consists of a brief narrative report on the district background, the HIV/
AIDS epidemic profile of the district based on the updated information compiled from all the available sources, and
key recommendations based on the identified information gaps and areas for programme interventions. | strongly feel
that this document will be highly useful for programme managers at district, State and national levels.

| congratulate the efforts made by the National Technical Team, the State AIDS Control Societies, the State Coordinating
Agencies and all the district level personnel involved in the process. The support provided by UNAIDS, BMGF, PHF,
USAID, CDC, FHI 360 & WHO is highly valued and appreciated. | commend Dr. S. Venkatesh, Deputy Director General
(M&E), Department of AIDS Control and the officers of the Strategic Information Management Unit for coordinating
the process and finalizing the district factsheets.

Lov Verma
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PREFACE

The National AIDS Control Programme, in its different phases, has shifted its focus from national response to a
more decentralised response to HIV/AIDS, and there is a strong focus on district level planning, implementation and
monitoring of interventions for prevention and control of HIV. The programme is currently generating rich evidence-
based data on HIV/AIDS through a robust and expanded HIV Sentinel Surveillance system, monthly reporting from
over 15,000 programme units, mapping & size estimations, behavioural surveys as well as several studies, research
projects and evaluations.

In this context of the focus on decentralized planning and also increased availability of data, the Department of
AIDS Control had undertaken, for the first time, a project titled “Epidemiological profiling of HIV/AIDS situation at
District and Sub-district levels using Data Triangulation”. This exercise was conducted in two phases in 25 states
(539 districts) with the objective of developing individual District HIV/AIDS Epidemiological Profiles by using the Data
Triangulation approach. Triangulation of the available information, namely Epidemiological data, Programme data
and District Vulnerabilities data, into a meaningful framework helps to explain and improve the understanding of HIV/
AIDS scenario in the district.

The major outcomes of this exercise were systematic compilation of the available data for a district at one place,
identification of information gaps for effective strategic planning at district level, and development of a framework
for re-prioritisation of districts under the programme. The other key achievements were institutional strengthening,
capacity building of programme staff in data analysis and data use, and involvement and ownership of staff of service
delivery units in the entire process.

This technical document is a compilation of the HIV epidemic scenario in each of the nine districts of Delhi. Each
district profile consists of a snapshot on the district background, the HIV epidemic scenario based on the updated
available information on HIV Sentinel Surveillance, monthly programme data and key vulnerability factors, and the key
recommendations to provide direction for future action. This document would be useful to a wide audience including
the HIV programme managers and policy makers at all levels, as well as for researchers and academicians as a quick
reference guide to the HIV/AIDS scenario in the districts.

Aradhana Johri
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Glossar

1. ART Centre: Free first line and second line Anti-Retroviral Treatment (ART) is provided to clinically eligible PLHIV at
designated centres across the country. As soon as the persons are detected to be HIV positive at ICTC, they are referred
to the ART centre for pre-ART registration. At the time of registration, all the baseline investigations are done including
CD4 count. If these persons are clinically eligible for treatment, they are started on first line ART. Otherwise, PLHIV
are followed up every six months for CD4 count. The number of PLHIV on ART mentioned in the document refers to
those on first line ART at NACO-supported ART centres. Another 30,000 PLHIV are estimated to be receiving ART in
the private sector.

2. Blood Safety: Under the Blood Safety programme, Blood Banks across the country are supported by NACO and
voluntary blood donation is strongly promoted to ensure that every blood unit collected is screened and is free from
HIV and other infections.

3. Community Care Centres (CCC): CCC have been set up in the non-government sector with the objective of
providing PLHIV with psychosocial support, counseling for drug adherence and nutrition, treatment of opportunistic
infections, home-based care, referral and outreach services for follow up, besides tracing patients lost to follow up and
those missing anti-retroviral drugs as per schedule.

4. Condom Promotion: The condom promotion strategy under NACP focuses on two aspects: ensuring availability
of and creating demand for condoms. There are two channels of condom supply by the Government, namely free
and socially marketed. Under the programme, free condoms are distributed to High Risk Groups through TI projects
and service delivery outlets such as ICTCs, STI clinics, etc. Under the Targeted Condom Social Marketing Programme,
condoms are provided at subsidized rates for HRG as well as general population through traditional and non-traditional
condom outlets, rural outlets, and outlets at Tls and truck halt points.

5. Core Composite TI: Targeted Interventions providing HIV prevention services to more than one High Risk Group.

6. Counseling and Testing Services: Integrated Counseling and Testing Centre (ICTC) is a place where a person
is counseled and tested for HIV on his/her own volition (Client-Initiated) or as advised by a health service provider
(Provider-Initiated) in a supportive and confidential environment. These centres are the entry points for reinforcing
HIV prevention messages and linking HIV positive people to HIV care, support and treatment services. There are
several contexts for providing HIV testing services - voluntary counseling and testing, prevention of parent to child
transmission, screening of TB patients and diagnostic testing of symptomatic patients.

7. Drop-in-Centre (DIC): DIC is a platform to provide PLHIV psycho-social support, linkages with services counseling
on drug adherence, nutrition, livelihood and legal issues. They have been set up in the high prevalent districts and are
managed primarily by PLHIV networks.

8. High Risk Groups (HRG): Populations with high risk behaviour for contracting HIV, include Female Sex Workers
(FSW), Men who have Sex with Men (MSM) and Injecting Drug Users (IDU). The other risk groups identified as Bridge
Population (between the General population and HRG) include the Single Male Migrants and Long Distance Truckers.

9. Link ART Centres: In order to facilitate the delivery of ART services nearer to the homes of beneficiaries, the Link ART
Centres (LAC), located mainly at ICTC in the District/Sub-district level hospitals, were set up and linked to nodal ART
centres within accessible distance.



10.

1.

12.

13.

14.

PLHIV Networks: Networks of HIV positive persons have been formed at the national, state and district levels. Such
networks act as platforms for People Living with HIV/AIDS (PLHIV) to share their concerns, and seek support and legal
aid. They address stigma and discrimination-related cases among their members and also provide social support for
those isolated by their family and community. The networks are encouraged to advocate and promote the utilisation
of HIV related services.

Prevention of Parent to Child Transmission (PPTCT): Mother to child transmission of HIV may take place during
pregnancy, during childbirth or through breast feeding. To prevent this, under the PPTCT programme every pregnant
woman visiting antenatal clinics or visiting hospital at the time of delivery is tested for HIV infection. A pregnant
woman found positive for HIV infection is closely followed up to ensure institutional delivery. At the time of delivery, the
pregnant woman and the new-born baby are given a single dose of Nevirapine to prevent mother to child transmission
of HIV.

Red Ribbon Clubs: Red Ribbon Clubs (RRC) formed in colleges provide a forum for students to come together to
share information on HIV/AIDS and safe behaviours, to discuss related issues and also motivate them to participate in
voluntary blood donation.

STI/RTI Services: Sexually Transmitted Infections/Reproductive Tract Infections increase the risk of HIV transmission
significantly. STI/RTI services are aimed at preventing HIV transmission and promoting sexual and reproductive health
under the National AIDS Control Programme and the Reproductive and Child Health programme of the National Rural
Health Mission (NRHM).

Targeted Intervention: Targeted Interventions (Tl) are peer-led preventive interventions focused on HRG and bridge
populations, implemented by Non-Government Organisations and Community-based Organisations in a defined
geographic area. They provide prevention services such as behavioural change communication, condom distribution,
STI/RTI services, needle and syringe exchange, Opioid substitution therapy, referrals and linkages to health facilities
providing HIV/AIDS services, community mobilisation and creating enabling environment.



Introduction

The National AIDS Control Programme under the Department of AIDS Control has a strong focus on district level
planning, implementation and monitoring of interventions for prevention and control of HIV/AIDS. This approach requires
consolidated information for each district to understand the HIV epidemic scenario and to identify programme areas for
priority attention.

During the past few years, greater information related to HIV has become available for a substantial number of districts in
the country in the form of monthly programme reports, mapping and size estimations of risk groups, data from HIV Sentinel
Surveillance, behavioural surveys research studies, and etc.

In view of this context, the Department of AIDS Control had undertaken a project titled “Epidemiological Profiling of HIV/
AIDS Situation at District and Sub-district Level using Data Triangulation”/"District Epidemiological Profiling (DEP)" in 25
states (539 districts) in two phases during 2009-10 and 2010-11.

The exercise of District Epidemiological Profiling involved two broad components — Descriptive Analysis and Data
Triangulation. The former part is guided by thematic areas and describes the ‘what, who, when & where" of the HIV
epidemic, while the latter ‘Triangulation” part explains the ‘how and why’ of it by synthesizing data from multiple sources
into a meaningful framework. The available epidemiological data, behavioural/ vulnerability data and programme data for
the district level were compiled and analysed to get a comprehensive picture of the HIV/AIDS epidemic scenario, in order
to guide programme decisions appropriately in each district.

The important outcomes of the District Epidemiological Profiling exercise included the generation of reports describing the
HIV profile and programme response in each district, identification of information gaps for planning strategic information
activities, capacity building of district level personnel in data management, institutional strengthening and fostering linkages
between programme units and academic institutions for addressing strategic information needs in the programme.

This technical document consists of the epidemiological profile summary along with the available updated information
for each district of the State. Each district summary highlights the key epidemiological features of the district and key
recommendations based on these findings. The document would be useful to programme managers, academicians and
researchers as a quick reference for the HIV/AIDS situation in a district.

District HIV/AIDS Epidemiological Profiles: Delhi | 1



Methodoloc

Framework of District Epidemiological Profiling (DEP): DEP has two broad components — Descriptive Analysis and
Data Triangulation.

Table 1: Components of District Epidemiological Profiling

Components Guidin
of District What it Does? g Action To Do
o Elements
Profiling
Descriptive Describes Themes Analyse Data & Descriptive Section of
Analysis (What? Who? When? Describe the Themes District Report
Where?)
Triangulation Explains Questions Triangulate Data & Synthesis Section of
(How? Why?) Answer the Questions District Report

Descriptive analysis of different datasets is organized into the following four thematic areas (Fig. 1):
1. Current state of HIV epidemic (levels, trends, differentials and burden of HIV; profile of PLHIV)

2. Drivers of the epidemic (size and profile of risk groups; vulnerabilities — STI, risk behaviour, Migration, contextual
factors/regional vulnerabilities)

3. Programme response and gaps
Information gaps

Drivers of Programme
Epidemic Response &

Current .
Information

State of

el o DISTRICT
PROFILE

Fig. 1: Thematic Areas of District Profiling
Epidemiological Framework of HIV/AIDS Scenario in the District

Data Triangulation may be of information on same data element from different data sources or of information on
different data elements. Triangulation may be done in the time plane or geographical plane.Triangulation synthesizes
the data on the following three elements to explain the inferences arrived at in the descriptive analysis and provides
answers to the programmatic questions.

1. Information on HIV and STls in different population groups (epidemiological data)

2. Information on vulnerabilities (mapping and behavioural data on Risk Groups, district vulnerabilities)

3. Information on programme response (programme data)

2 | District HIV/AIDS Epidemiological Profiles: Delhi



Concept of Data Triangulation: Data Triangulation is an Analytical Approach that synthesizes data from multiple
sources to improve the understanding of a public health issue and guide programmatic decision-making to address the
issue (Fig. 2). By putting different bits of information from different sources into a meaningful framework, it explains and
improves the understanding of HIV/AIDS scenario in the district. By providing answers to vital programme questions,

it helps in taking effective decisions for planning and implementation of HIV prevention and control efforts. It helps to
understand the gap between need and programme response and also helps to identify the information gaps that hinder
effective planning.

TRIANGULATION

Fig. 2: Conceptual Framework of Data Triangulation
Synthesis of Epidemiological, Behavioural and Programme Data

The basic principle of Data Triangulation is “to analyse and interpret a dataset in the light of information emerging from
other datasets, so that the synthesis offers a better understanding of the issues than what will be inferred from a single
dataset.” Triangulation involves compilation, examination, comparison and collective interpretation of data from
multiple independent data sources, followed by reasonable explanation of facts pertaining to the issue under consideration
(Fig. 3). The explanation is aimed towards developing a comprehensive picture of the issue, building an epidemiological
framework that depicts the possible interplay among various factors and answering some pre-specified questions.

Data From i 18 N 4 C&l:ltﬂlreet.e
Multiple Compilation |8 Examination | Comparison Ll CdogllebIe :

Sources Interpretation Explanation Framework;
Answers

Fig. 3: Schematic representation of processes involved in Data Triangulation
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Other key features of the process of Data Triangulation are as follow:

1.

2
3.
4.
5

It gives importance to every bit of information

It helps overcome limitations and biases inherent in each dataset

It adds value to each dataset and improves their utility

It gives high importance to quality analysis of data and undertakes thorough quality checks and validation
Indicates the level of reliability in any inference or conclusion

Table 2: Data Sources used for District Epidemiological Profiling

Thematic areas for HIV Epidemiological

Profiling

HIV Levels, Trends and Differentials

Major Sources

HIV Sentinel Surveillance (HSS); Integrated Biological &
Behaviroual Assessment (IBBA); ICTC data; PPTCT data; Blood
bank data; NFHS-III; Any other HIV prevalence studies

STI Levels, Trends and Differentials

Behaviroual Surveys (IBBA); STI Clinic data; Targeted Intervention
(TI) data; NFHS — Il & Ill; DLHS — I, Il & III; Other Behavioral
studies

HIV burden in the district

HIV estimations

Size Estimates of General Population and Other
Risk Groups

Census Population Projections; Mapping of HRG; Tl data

Profile, Turn-over & Migration of key risk groups

HSS; IBBA; BSS; Mapping of HRG; ICTC data; STI Clinic data; Tl
data; Other Studies on High Risk Groups; DLHS

Size & Patterns of Migration among General
Population

Census data; Mapping of Migrants; Population Council studies;
Other studies on migrants

Risk Behaviours and Prevention Practices among
key risk groups and general population

BSS; IBBA; DLHS; Tl data; Mapping of HRG; Other published/
unpublished data

Profile of PLHIV

HSS; IBBA; ICTC data; PPTCT data; ART data; Positive person
networks; Blood Bank Data; NFHS-III; Any other HIV prevalence
studies

District Vulnerabilities

Local Knowledge; Open sources such as Wikipedia; District
Websites; State Government Websites; etc.

Programme Response

Programme reporting through CMIS

4 | District HIV/AIDS Epidemiological Profiles: Delhi




Process of District Epidemiological Profiling: The process starts with identifying a broad set of important, actionable
and appropriate questions that the programme wants to find answers to, in a given region, and revisits and refines the
questions at every step of the process. The process of DEP has the following steps:

1

2
3

4
5.
6.
7
8
9.
10.
11.

12.
13.

Understanding thematic areas and questions for District Profiling and Triangulation
Review of data sources and assessment of data availability in the district

Decision on themes to be described and questions to be answered for the district
Compilation of secondary data

Quality check for completeness, correctness and consistency

Data validation, adjustments and filling data gaps

Preparation of data tables with clean data for analysis

Data analysis, interpretation and inferences; describe thematic areas

Data Triangulation (hypotheses building; answer triangulation questions)
Preparation of district and State reports

Discussions and consultation with SACS, local experts, district level programme managers and service delivery
functionaries on draft reports

Presentation and discussion of draft reports with the National Technical Team
Finalisation of District Epidemiological Profile reports

Important Outcomes of District Epidemiological Profiling include:

~N o s W =

Cleaning and validation of programme data (since 2004)

Systematic compilation of all data related to HIV for each district at one place for routine use

District reports describing the profile of HIV epidemic and programme response in each district
Development of framework for re-prioritisation of districts under the programme

Prioritisation extended upto Sub-district/Block level with high priority blocks identified

Identification of information gaps at district and state level for planning strategic Information activities

Capacity building of district level programme managers and staff of service delivery units in handling and analyzing
data, enabling them to understand the importance of the data they generate and the need for ensuring its quality, and
appreciate the use of data for programme review, decision-making and effecting improvements.

Enhanced understanding among the programme managers of HIV epidemic and response in the state and different
districts

Better use of data in developing District and State Annual Action Plans

. Institutional strengthening (building state level resource pools) and fostering linkages between programme units and

academic institutions for addressing Strategic Information needs in the programme

District HIV/AIDS Epidemiological Profiles: Delhi | 5



Specific Notes on Fact sheets

10.

1.

12.

Each district fact sheet has two parts: a narrative part consisting of background along with a map, HIV epidemic
profile and key recommendations, and a tabular part consisting HIV levels and trends, PLHIV profile, block-level details,
vulnerabilities and programme response. While the narrative part gives an overview of the district HIV/AIDS profile, the
table provides detailed information about the HIV/AIDS scenario in the district.

‘Background’ gives a brief overview of the district with respect to its geographic location, key demographic information
like total population with male-female distribution, literacy status — based on 2011 Census. The section also describes
the district characteristics or contextual factors that makes it vulnerable to spread of HIV.

‘Epidemic profile” describes the thematic areas mentioned above (under the data sources) for each district based on
available information.

From DLHS-III, percentages of ever married women aged 15-49 years who have heard of HIV/AIDS and RTI/STI have
been taken as awareness indicators among women for HIV and RTI/STI respectively.

‘Key recommendations’ is the final section of the factsheet where ‘Triangulation” of data is attempted to highlight the
key programme priorities for the district based on the HIV epidemic profile and programme gaps. Any future potential
for spread of infection, if indicated by any information or results, is highlighted and appropriate action to address the
situation is suggested. On the basis of this analysis, recommendations for improving existing programme, and the need
for initiation of new programmes, etc. are highlighted. The recommendation section also highlights information gaps,
if any.

Data on ANC utilization mentioned in the table refer to the proportion of women who received at least three or more
antenatal checkups (Data source: DLHS-III).

HIV positivity rates among HSS-ANC, PPTCT and Blood Bank attendees are used to represent levels and trends of
HIV Infection among general population. Level is interpreted as high (HIV positivity >1%), moderate (HIV positivity
between 0.5-1%) or low (HIV positivity < 0.5%). HIV trend is interpreted as rising, stable or declining.

HIV positivity rates among HSS-HRG, HSS-STD and ICTC general clients disaggregated by sex and nature of client
(direct walk-in and referred) are used to represent levels and trends of HIV Infection among high risk groups and
vulnerable population. Level is interpreted as high (HIV positivity > 10%), moderate (HIV positivity between 5-10%)
or low (HIV positivity < 5%). HIV trend is interpreted as rising, stable or declining.

Positivity at HSS, PPTCT, Blood bank and ICTC sites is presented only for those years where the sample size is valid i.e.
HSS-ANC: > 300 tested, HSS-HRG/STD: > 187 tested, ICTC (male + female/direct walk-in + referred): > 600 tested,
PPTCT and BB: > 900 tested.

HIV positivity among PPTCT and ICTC attendees at sub-district level wherever data is available is presented under
block level details.

Size, demographic and risk profile of PLHIV in a district is inferred from three data sources: ICTC data, ART Registration
data and data from the PLHIV Network in the district.

Information on major vulnerabilities that are influencing the epidemic/high risk behaviour i.e drivers of the epidemic
is included under the “vulnerabilities” section. It includes:

a. Size and Profile of HRG
b. STls — levels and trends
Migration patterns

d. District Vulnerabilities/ Contextual Factors

6 | District HIV/AIDS Epidemiological Profiles: Delhi



13.

14.

15.

16.

17.

18.

19.

Information on size and profile (demographic or sub-typology) of HRG is available from mapping data. Size of HRG
as a proportion of the districts population has been stated wherever available, for comparison purposes. The Taluks/
Blocks with high concentration of different HRGs have been given under block level details, wherever available.
Targeted Intervention (TI) targets and coverage of HRG population are also mentioned, wherever available under
“HRG size”.

Based on CMIS-STI data, number of episodes of STI/RTI managed using syndromic approach and VDRL/RPR test results
for syphilis in the district are given under “STI/RTI".

Wherever possible, an attempt has been made to describe the male out-migration patterns in the district based on
Census 2001 data. The table also includes the proportion of male migrants going to other states (inter-state) along
with top five destination districts.

The section on programme response describes the number of facilities offering HIV services under NACP-III and
services provided in the district till 2011. This covers both prevention interventions and care, support and treatment
interventions.

The number of Tls mentioned in the document includes only NACO-supported Tls. Migrant Tls include source, transit
and destination Tls.

The district wise factsheets include updated information till 2011. Therefore, the districts newly created after 2011
have not been shown as separate districts.

All maps used in this document have been prepared from the Survey of India.

District HIV/AIDS Epidemiological Profiles: Delhi | 7






District Map of Delhi







Central Delni

Background:

Central Delhi is bound by Yamuna River on the east and by the districts
of North Delhi to the north, West and South West Delhi to the west, New
Delhi district to the south and East Delhi to the east across the Yamuna. It
has a population of 5.78 lakhs with a sex ratio of 892 females per 1,000
males, and a female literacy rate of 82.60% with an overall literacy rate
of 85.25% (Census 2011). Central Delhi has many tourist attraction spots
like Jantar Mantar, Birla Mandir, Red Fort, Jama Masjid, etc.

Central Delhi District Legend

HIV Epidemic Profile:

e Based on 2011 data, the level of HIV positivity was low among the
PPTCT (0.14%) and Blood Bank (0.28%) attendees, with a stable
trend.

e According to 2008 HSS MSM data, HIV positivity was moderate among MSM (7.60%), and the trend could not be determined due to lack of
data in the previous years.

e In 2011, HIV positivity among ICTC attendees was moderate among male (6.37%) clients and low among female (2.69%) clients. It was also
low among referred (3.46%) clients but high among direct walk-in (10.88%) clients. The HIV positivity trend declined for male and female
clients, whereas, a rising trend was observed for referred and direct walk-in clients.

e As per mapping conducted in 2006, FSW (1,377; 42.74% of total HRG) was the largest HRG in the district, followed by MSM (1,095; 33.99%
of total HRG) and IDU (750, 23.28% of total HRG).

e |n 2011, the syphilis positivity rate among ST clinic attendees was 2.66%.

e In 2009, of the 191 PLHIV registered at the Anti-Retroviral Therapy (ART) centre; 73% were on ART, 49% were illiterate or had a primary
education and 16% were married.

e According to DLHS-IIl data, HIV and RTI/STI awareness rate among women was 89.2% and 50.8%, respectively.

e In 2011, five targeted intervention sites were operational in the district.
Key Recommendations:
e Carry out differential analysis of direct walk-in clients (representative of vulnerable populations) owing to rising HIV positivity among them.

e There is a need to understand the dynamics of HIV transmission among FSWs, IDUs and MSM either through initiation of HRG sites for HSS or
further analysis of ICTC/ART data.

e Since the largest HRG was FSW, better assessment of the size and profile of clients’ population, including migrants and truckers will further
improve the understanding of district vulnerabilities.

o |mproved data availability of migration will give better insight to district HIV vulnerabilities.

District HIV/AIDS Epidemiological Profiles: Delhi | 11
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Fast Delhi

Background:

East Delhi District is bound by Yamuna River on the west, North East ‘ .
. ] L. East Delhi District

district to the north, Ghaziabad district of Uttar Pradesh state to the —

east, and Gautam Buddha Nagar district of Uttar Pradesh to the south. ||~ wmeer

It has a population of 17.07 lakhs, a sex ratio of 883 females per 1,000 || . . rorme) sucesce
males, and a female literacy rate of 84.55% with an overall literacy rate
of 88.75% (2011 Census). East Delhi accommodates a large population
of migrants from different parts of the country.

HIV Epidemic Profile:

Based on 2011 data, the level of HIV positivity was low among PPTCT
(0.12%) and Blood Bank (0.25%) attendees, with a stable trend in last
three years.

In 2011, HIV positivity among ICTC attendees was low among male (2.35%) and female (0.71%) clients, as well as among referred (1.06%)
and direct walk-in (2.30%) clients, with an overall stable trend in the last five years among all.

As per 2010 HSS data, the level of HIV positivity was moderate among MSM (8.84%), but the trend could not be ascertained due to lack of
previous years' data.

In 2011, the syphilis positivity rate among ST clinic attendees was 0.89%.

As per mapping conducted in 2006, FSW (7,027; 59.99% of total HRG) was the largest HRG in the district, followed by MSM (2,656; 22.86%
of total HRG) and IDU (2,030; 17.33% of total HRG). Among the FSWs, majority were home-based (62.48%).

In 2009, of the 144 PLHIV registered at the ART Centre, 3% were 15-24 years of age and 84% were on ART.

The HIV and RTI/STI awareness rate among women was 81.8% and 41.8%, respectively (DLHS-III).

In 2011, HIV transmission through needle/syringe accounted for 21.21% of the total transmissions in the district.
In 2011, there were five FSW Tls, three MSM Tls and two IDU Tls in the district.

There were 10 ICTCs functional in the district and they tested a total of 40,021 clients in 2011.

Key Recommendations:

Initiate Sentinel surveillance sites for all types of HRG considering large number of FSWs and IDUs in the district.

There is a need to understand the dynamics of HIV transmission among MSM and FSWs, and focus on FSW-MSM sexual network. The dual risk
that is posed due to high rate of infection among MSM and the district being a migrant destination and having large number of FSWs.

Strengthen prevention efforts through Tls, considering moderate HIV prevalence among IDUs and high rate of HIV transmission through needle/
syringes.

Focus on outreach efforts to cover hard-to-reach sub-groups, such as home-based FSWs.

Need to assess the size and profile of FSWs client population, including migrants and truckers in order to improve understanding of district
vulnerabilities.

District HIV/AIDS Epidemiological Profiles: Delhi | 13
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New Delhi

Background:

New Delhi is situated within the metropolis of Delhi. It has a population of
1.33 lakhs with a sex ratio of 811 females per 1,000 males, and a female ||**==?
literacy rate of 84.83%, with an overall literacy rate of 89.38% (Census || e
2011). New Delhi is known as the microcosm of India and is the leading
world’s top global cities with strengths in the arts, commerce, education,
entertainment, fashion, finance, healthcare, media, professional services,
research and development, tourism and transport that all contributing
to its prominence. The metropolis has the highest urban spread in the
country with a total area of the city being 1,482 km.

HIV Epidemic Profile:

New Delhi District

~—— Major Roads

Based on 2010 HSS-ANC data, the level of HIV positivity was low among the ANC attendees, with a stable trend.

According to 2011 data, the level of HIV positivity was low among the PPTCT (0.25%) and Blood Bank (0.32%) attendees, with a stable trend
among Blood Bank clients and a declining trend among PPTCT attendees over last three years.

In 2011, HIV positivity among ICTC attendees was moderate among male (5.94%) and low among female (4.09%) clients. It was low among
referred (4.35%) and moderate among direct walk-in (7.61%) clients. A decreasing trend was observed among all of the ICTC attendees.

As per the mapping conducted in 2006, FSW (1,425; 49.09% of total HRG) was the largest HRG in the district, followed by MSM (954; 32.86%
of total HRG) and IDU (524; 18.05% of total HRG).

In 2011, the syphilis positivity rate among ST clinic attendees was 1.56%.

In 2009, of the 82 PLHIV registered at the ART centres; 62% were on ART, 56% were illiterate or only had primary school education, and 45%
were married.

The HIV and the RTI/STI awareness rate among women was 82.5% and 48.6%, respectively (DLHS-III).

As per ICTC 2011 data, parent to child transmission of HIV was high at 7.29% of the total route of HIV transmissions in the district.
In 2011, there were only three Tl sites in the district; with one Tl site for each type of HRG.

A total of five ICTCs were operational in the district, testing a total of 28,713 clients for HIV in 2011.

Key Recommendations:

Analysis of risk profile of positive individuals needs to be done to determine associated factors, considering the moderate level of HIV prevalence
among direct walk-in clients.

The number of Tl sites in the district needs to be increased for strengthening prevention strategies, which is necessitated by the presence of large
size of HRGs and moderate level of HIV positivity among ICTC attendees (vulnerable population).

Either through initiation of HRG sites for HSS or further analysis of ICTC/ART data, there is a need to understand the dynamics of HIV transmission
among FSWs, IDUs and MSM.

Strengthen PPTCT program in the district, considering higher rate of HIV transmission from parent to child.
District vulnerability understanding can be improved with information on typology and profile of HRG population.

District HIV/AIDS Epidemiological Profiles: Delhi | 15
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North Delhi

Background:

North Delhi is bound by Yamuna River on the east and by the districts [ North Delhi District
of North West Delhi to the north and west, West Delhi to the southwest, |
Central Delhi to the south, and North East Delhi to the east across the
Yamuna. It has a population of 8.83 lakhs with a sex ratio of 871 females || « serorss/stocsos
per 1,000 males, and a female literacy rate of 81.92% with an overall
literacy rate of 86.81% (2011 Census). North Delhi houses some of the
prominent landmarks of the city like the Delhi University campus, Azadpur
Mandi, Jama Masjid, Red Fort and Inter State Bus Terminal. As one of
the prime districts of Delhi, the northem region of the city is also famous
for many old markets. Since North Delhi harbours the Delhi University
Campus, there is an influx of students from all over the country for higher
education.

HIV Epidemic Profile:
e Based on 2010 HSS-ANC data, the level of HIV positivity was moderate (0.75%) among the ANC clients and showed an increasing trend.
e According to 2011 data, level of HIV positivity among PPTCT (0.15%) and Blood Bank (0.29%) attendees was low, with a stable trend.

e According to 2008 HSS-FSW data, the level of HIV positivity was moderate among FSWs at 5.69%, and a trend could not exhibit due to lack of
consecutive data points.

e As per 2010 HSS-IDU data, HIV positivity was extreme high among IDUs at 34.94%, with a rising trend.

e In 2011, HIV positivity among ICTC attendees was low among male (2.93%) and female (1.52%) clients, and also among referred (2.33%) and
direct walk-in (2.59%) clients. All ICTC attendees represented a declining trend.

e As per mapping conducted in 2006, FSW (9,754; 58.36% of total HRG) was the largest HRG in the district, followed by MSM (4,236; 25.34%
of total HRG) and IDU (2,724; 16.30% of total HRG). Among FSWs, majority were street-hased (56.72%).

e |n 2011, the syphilis positivity rate among ST clinic attendees was 1.63%.

e |n 2009, of the109 PLHIV registered at the ART centre, 3% were 15-24 years of age, 95% were on ART, 64% were illiterate or only had primary
school education.

e In 2011, HIV transmission through needle and syringe (6.57%) and homosexual (9.94%) were major routes of HIV transmission in the district.
e The HIV and RTI/STI awareness rate among women was 84.2% and 51.8%, respectively (DLHS-III).

e In 2011, there were only nine targeted intervention (Tl) sites in the district, which was not enough to cover more than 16,000 individuals
identified as being at high risk.

Key Recommendations:
e Increase the number of Tl sites in the district due to the presence of large number of HRGs and moderate to high HIV positivity among them.
e Socio-demographic analysis should be done to ascertain risk factors, considering rising prevalence among ANC and IDU attendees.

¢ Need to focus on IDU-FSW sexual networks and address the dual risk that is posed due to the high rate of HIV infection among IDUs, with the
district having a large number of FSWs.

e Owing to high rate of HIV transmissions via homosexuals, and parent to child route, analysis of ICTC, PPTCT and ART data are needed to
understand the profiles of these clinic attendees.

o Efforts needs to be made to increase early detection of HIV positive people, as well as strengthen immediate referrals to ART Centres upon
confirmation of positivity.

District HIV/AIDS Epidemiological Profiles: Delhi | 17



uswom ueubaid g su
wan1ad = dd, (006 <49 Pue 006 <LDLdd ‘009 <DLDI ‘£8L <ALS/OYH-SSH ‘00€ KINV-SSH) Plje st azis ajdwes alaym sieak 1oj Ajuo pajuasaid eyeq ¢ ‘fj| SH1Q :324N0S ; 'sNsua) | 107 . ‘3|qel!

[BIBURD) ¢ PaISA} Jaquinu = [N ‘dA1sod
e 10U eleq - 'azis a|dwes ajenbapeu)

86l | 9LLL | L10T - - - - : SIB[INO Wopuo) ] ] ] ] ] ] ] ] £107 1D1dd
| | | l - - - - sanua)-ul-doig ‘Y@ yuoN '3NMSOd %
- - | l l - - - S31IU) 3Je) "WWo) R i R B B R R . . ) D101
3NISOd %
1l 1l - - - - - . sqn|) uogary pay 58
l l l ! : : : : SHOMIBN AIH1d - - - - ; : : . g oy | NI -O¥H ON
- - - - - - - - Seljua) [YV Ul S67E .
5 5 5 5 - - - - o) 1Y 1yq oy | VS -D¥H ON
z z z z z z 4 z D 1LS . . . . . . . . 10z o
g oy | M3 D¥H ON
3 v v % ¥ v v £ $yueg poojg
SOLDI
€6/SY | 1659V | LLEOT | 769SL | 9LOWL | €¥OLL €998 - ; =
1 palsa) [el0] ore | e81 | 159 | 60 76'6 i _mmwwo uw
0l 6 b 6 6 8 9 ¢ SDI umousun | PIUD O abulfs | uoisnysues] | [enxas |enxas
. . . . . . - . sIL-dwio) U0 1 Juereq | jeipoan | poojg -OWoH -01318H
! ! ! ! | l l l siLNal
14 14 14 € = 4 14 l SILINSIN = = = = = (YN) N1d
¥ ¥ g v = - = = SILMSH € 6l 79 € G6 (601) L4V
; padIoAIq] 10 )
110z | 0L0Z | 6007 | 800Z | £00Z | 900T 5007 | 1007 oN avopyy, | PP np3 sif Y0
¥ . & % |'wid Y75l % e
%
€91 08l 16§ 869 | Auamsod sijiydAs o
Clice] 80y L0€7_ | ez | pareansaposids ON| Fecso1 0ozzlL | 9618 | O6vZ | 6909 | 69 /8T€ - N UM
L0z | oloc 600¢ 800¢ 657 | L6T | 00T | 06T | 0St 09'S 09'9 = dd Pang dLDI
1L4/1LS -
| | _ 99191 | oisyl | 6€6v | S99€ | 8/vv | 60ZE 43: N e ——
es | 6L0€ 69'LL paulelN %| | €€z | €8 | oze | 089 | ozolL | o0€6 019 - dd
el | Zris YR T sikcz>op| | Lzz6 | 0896 | ovov | SsiLv | owse | sive 65C€ - N D)
" %796l | %2295 5L | €61 | ozz [ otz | ovv | ogs 08¢ - dd
siopalu| BENBEN] .vmmwg 199115 R_.: omo.t mmww 14! K Nwwo NN@ mmmm - IN Se d1OI
) . ] ) . fepuony | 219nC0 %0 €67 | vwe | 09z | ors [ os8 | o058 088 - dd
- '%G5°9 -paseq ABojodAL 6vC 057 | 0S¢ 05¢ 0S¢ 0S¢ N
YN yaueg pyIoIg - _ _ - - - NAI-SSH
-s10p3u| |, , 767 0v'0€ | 00°0¢ 08'8l 08'¢CC 09°L1 dd
fog | L8EL| %BTEY : - - - . - m
_ -IYpoy | -paseq awoy = - - - - " INSI-SSH
0 000€ 005 abelano?) weibolyd N 9r7 Loz . . 057 N
uoljelbiw-1no a1els-Iaiul 1oj sPLsIp G doj WN vN VN 18618 weibold N 695 | 96 . . 008 oy MS4-SSH
i i i i uonelbiw ) ) . dod 12101 © . . . . . . N
2101 40 9% L€0 870 (I d [e10] % - - - - - - by QLS-SSH
‘dod .
) ) ) S ocol | vecr 9686 OyH (o101 05| | 90VES | 16095 | vZLLL | 78991 | 6/€9L | 6EW/L | zedbL IN -
_ U_m T 620 | 620 | 860 | 90 | €0 | zvo 800 - dd
LOlE (900Z| | 6888l | 18861 | 967 | €ovv | 68VE | €vLE 1507 = N
: : : : _ vTLe 9gTy 5.6 ) .
10 ON budden) 13925\ ™51 | 10 | zz0 | 060 | 620 | 010 510 - dd Lldd
DN || eS| e 00 oor | 00w 00 00 00 AN
[IEN) nai NS MS4 .
“enul | -eau | - L0 050 | S0 0 570 050 +dd INVZSSH
snsua) 1007 ‘UoneibI 3[ejA 9ZIS DY¥H Loz | ooz | 600z | sooz | ooz | 900z 5007 007

% 7L UONRZIINN DNV ‘%{6'18 - oeia aewad ‘(uoneindod 1yj2a 40 %/Z'S) 817'€8'8 Uonejndog pLIsIg

Delh

18 | District HIV/AIDS Epidemiological Profiles



North-East Delhi

Background:

North East Delhi is bordered by the Yamuna river on the west, Ghaziabad
district to the north and east, East Delhi to the south and North Delhi | pistrict
district to the west across the Yamuna. It has a population of 22.40 lakhs ~ [[egena

with a sex ratio of 886 females per 1,000 males, and a female literacy rate | .... _—

of 76.51% with an overall rate literacy rate of 82.80% (2011 Census). 5 Sl e Bk
The three important administrative sub-divisions of North East Delhi are
Seelampur, Seema Puri and Shahdara.

HIV Epidemic Profile:

North East Delhi

Based on 2010 HSS-ANC data, the level of HIV positivity was moderate
(0.50%) among the ANC clients, with a rising trend.

According to the 2011 data, the level of HIV positivity was low among PPTCT (0.13%) and Blood Bank (0.26%). A stable trend was observed
for PPTCT attendees, and a declining trend was seen among Blood Bank attendees.

As per 2010 HSS-FSW data, the level of positivity was low among FSWs at 0.40%, with a stable trend. According to 2007 HSS-MSM data, the
positivity level was high at 30%, and the trend shown was stable.

In 2011, HIV positivity among ICTC attendees was moderate among male (6.19%) clients and also among direct walk-in (6.23%) clients.
However, positivity was low among female (1.90%) clients as well as among referred (2.37%) clients, with a decreasing trend among all.

As per the mapping conducted in 2006, FSW (5,523; 65.69% of total HRG) was the largest HRG in the district, followed by IDU (1,620;19.27%
oftotal HRG) and MSM (1,265;15.05% of total HRG). Among the FSWs, majority were home-based (67.62%) followed by brothel-based
(21.79%).

In 2011, the syphilis positivity rate among STI clinic attendees was 2%.

In 2009, of the 42 PLHIV registered at the ART centre, 93% were on ART, 50% were illiterate or only had a primary school education and 10%
were 15-24 years of age.

In 2011, HIV transmission through needle/syringe usage accounted for 9.62%, and MSM accounted for 6.72% of the total route of HIV
transmissions in the district.

The HIV and RTI/STI awareness rates among women was 83.6% and 38.1%, respectively (DLHS-III).
In 2011, there were five Targeted Intervention sites exclusively for FSWs, two for IDUs and one for MSM in 2011.

In 2011, there were eight ICTCs, two Blood Banks, two STI clinics and one ART Centre operational in the district.

Key Recommendations:

Conduct socio-demographic analysis of ANC attendees to understand the risk factors for HIV epidemic among general population.

Carryout disaggregated analysis of HSS-MSM data to better understand the profile and network dynamics of MSM.

Owing to moderate HIV positivity in ICTCs in 2011, carry out differential analysis of direct walk-in clients (representative of vulnerable
populations).

Strengthen prevention efforts through the Targeted Interventions, considering large number of IDUs and high rate of HIV transmission through
needle/syringes.

Improve the coverage of PPTCT programme with the expansion of facilities for HIV counseling and testing.
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North-West Delhi

Background:

North West Delhi is bound by Yamuna River on the northeast, North Delhi | North West Delhi
s . . L District
district to the east and southeast, West Delhi to the south, Jhajjar district
of Haryana to the west, Sonipat district of Haryana to the northwest and ||~ »s==os
north, and Ghaziabad district of Uttar Pradesh to the northeast across the ——
Yamuna. It has a population of 36.51 lakhs with a sex ratio of 862 females
per 1,000 males, and a female literacy rate of 78.76% with an overall
literacy rate of 84.66% (2011 Census). This district of Delhi is famous for
its popular shopping malls as well as trendy entertainment zones. This
region of the city has the largest number of economic enterprises.

HIV Epidemic Profile:
e Based on 2010 HSS-ANC data, the level of HIV positivity was low among the ANC attendees, with a declining trend.

e According to 2011 data, level of HIV positivity among PPTCT attendees was low (0.25%) and moderate among the Blood Bank (0.42%), with
an overall stable trend among both.

e As per 2010 HSS data, the level of HIV positivity was low among FSWs (2%) and low among MSM. FSWs represented an overall rising trend
and MSM showed a rising trend till 2008 with a sudden drop to zero percent in 2010.

e In 2011, HIV positivity among ICTC attendees was low among male (3.53%) and female (1.33%) clients, and also among referred (1.76%) and
direct walk-in (3.24%) clients, with an overall stable trend for all ICTC clients.

e As per mapping conducted in 2006, FSW (11,994; 65.23% of total HRG) was the largest HRG in the district, followed by MSM (3,201; 17.41%
of total HRG) and IDU (3,193;17.36% of total HRG). Among FSWs, majority were home-based (90.85%).

e In 2011, the syphilis positivity rate among STI clinic attendees was 0.81%.
e |n 2009, of the 409 PLHIV registered at the ART centre; 95% were on ART, and 65% were illiterate or only had primary school education.
e The HIV and RTI/STI awareness rate among women was 82.6% and 39.6%, respectively (DLHS-III).

e In 2011, route of HIV transmission through needle/syringe and homosexuals accounted for 11.89% and 7.35%, respectively, out of the total
route of HIV transmissions in the district.

e In 2011, there were a total of 16 ICTCs providing HIV testing facilities in the district.
o Considering large number of IDUs, FSWs and MSM, there were eight Tls exclusively for FSWs and three each for IDUs and MSM.

Key Recommendations:

e Efforts need to be made to increase early detection of HIV positive people, as well as strengthen immediate referrals to ART Centres upon
confirmation of HIV positivity.

e An HSS-IDU site may be established in the district due to high HIV transmission through needle-syringe and focus on IDUs for wider programme
coverage and outreach.

e Strengthen efforts and improve counseling towards assessing route of HIV transmission at the ICTCs since the unkown route of HIV transmission
accounted for 9.51% of the total HIV transmission in the district.

e |tis necessary to strengthen PPTCT program coverage in the district, as parent to child HIV transmission rate was high in the district.

o Improved assessment of the size and profile of FSWs client population, including migrants and truckers, will help in understanding of district
vulnerabilities. Focus on the outreach efforts for home based FSWs to keep HIV prevalence among them at low level.
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South Delhi

Background:

South Delhi is bound by Yamuna River to the east, Faridabad district of [ south Delhi District
Haryana to the southeast, Gurgaon of Haryana to the southwest, and  [fogeme
South West Delhi to the west. It has a population of 27.33 lakhs with a
sex ratio of 859 females per 1,000 males, and a female literacy rate of ||+ sorfowne sk e
80.99% with an overall literacy rate of 87.03% (2011 Census). South
Delhi is a vast area in the city of Delhi with many important locations.
It is also well known for its economic, historical, cultural and social
significance. Chanakyapuri in South Delhi is home to all the international
embassies in India.

HIV Epidemic Profile:

“—— Major Roads.

Based on 2010 HSS-ANC data, the level of HIV positivity was low at 0.25% among the ANC clients, with a stable trend in the past few years.
In 2011, the level of HIV positivity was low among PPTCT (0.19%) and Blood Bank (0.30%) attendees, with a stable trend over the past years .

In 2011, HIV positivity among ICTC attendees was at moderate level among male (6.18%) and direct walk-in (8.82%) clients. It was low among
female (3.39%) as well as among referred (3.27%) clients, with a gradual declining trend among all the ICTC attendees.

As per mapping conducted in 2006, FSW (9,843; 68.17% of total HRG) was the largest HRG in the district, followed by IDU (2,613; 18.10% of
total HRG) and MSM (1,983;13.73% of total HRG). Among FSWs, majority was home-based (56.35%).

In 2011, the syphilis positivity rate among STI clinic attendees was 1.02%.

In 2009, of the 258 PLHIV registered at the ART Centre; 6% were 15-24 years of age, 83% were on ART, and 43% were either illiterate or only
had a primary school education.

In 2011, the major route of HIV transmission was the ‘unknown route” accounting for 9.13% of all the HIV transmissions in the district.
Among women, the HIV and RTI/STI awareness rate were 78.5% and 43.5%, respectively (DLHS-III).

A total of ten Tl sites were functional in the district in 2011.

There were 11 ICTCs and 45 Red Ribbon Clubs operational in the district during 2011.

Key Recommendations:

Carryout socio-demographic analysis of ICTC clients to assess the risk profile of HIV positive individuals.

Considering large number of HRGs in the district, there is a need to establish a mechanism for understanding the dynamics of HIV transmission
among HRGs, either through initiation of HRG sites for HSS or further analysis of ICTC and ART data.

Assessment of the size and profile of FSW clients will help in understanding district vulnerabilities, since FSW was the largest HRG in the district.
Also, hard to reach sub- groups like home-based FSWs may be targeted for preventive interventions.

Expand coverage of HIV counseling and testing in the district to detect positive cases at early stage.

There is a need for more data related to mapping of HRGs, profile and pattern of migration and truckers for better understanding of HIV
vulnerability of the district.
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South-West Delhi

Background:

South West Delhi is bound by the districts of West Delhi to the north, [south West Delhi
Central Delhi to the north-east, New Delhi and South Delhi to the east, | District
Gurgaon district of Haryana to the south, and Jhajjar district of Haryana ||

to the west. It has a population of 22.92 lakhs with a sex ratio of 836 |~ Raenss
females per 1,000 males, and a female literacy rate of 83.07% with an
overall literacy rate of 88.81% (2011 Census). An important aspect of
the South West Delhi is both the airports of Delhi - the Indira Gandhi
International Airport and the domestic airport are stationed here. To the
south of this district is Dwarka, which is the biggest Asian colony.

HIV Epidemic Profile:

In 2011, the level of HIV positivity was low among PPTCT (0.11%) and Blood Bank (0.12%) attendees, with a stable trend for PPTCT attendees,
and a decreasing trend for Blood Bank attendees.

As per 2010 HSS data, the HIV positivity was low among FSWs (0.40%) and IDUs (1.61%), with a stable trend among IDUs but due to non-
availability of data among FSWs, a trend was not determined.

In 2011, HIV positivity among ICTC attendees was low among male (0.30%) and female (0.59%) clients, and also among referred (0.23%) and
direct walk-in (0.54%) clients, with a stable trend for all the ICTC attendees.

As per 2006 mapping, FSW (6,154; 67.84% of total HRG) was the largest HRG in the district, followed by IDU (1,613; 17.78% of total HRG)
and MSM (1,304; 14.38% of total HRG). Among FSWs, majority were street-based (50.25%) followed by brothel-based (29.74%).

In 2011, the syphilis positivity rate among STI clinic attendees was 1.44%.

In 2009, of the 207 PLHIV registered at the ART Centre; 86% were on ART, and 49% were either illiterate or only had a primary school
education.

According to 2011 ICTC data, 26.17% routes of HIV transmissions were classified as ‘unknown’ routes in the district.
The HIV and RTI/STI awareness rate among women was 82.0% and 33.7%, respectively (DLHS-III).
A total of seven Tl sites were operational in the district in 2011.

In 2011, there were 15 ICTCs functional in the district.

Key Recommendations:

Vulnerability factors in the transmission of HIV needs to be analysed from ICTC and ART data, even though there was a low level of HIV epidemic
in the district.

For better insight to district HIV vulnerabilities, availability of data regarding profile and pattern of migration and truckers is recommended.
Strengthen counseling at ICTCs to assess vulnerability factors.

Expand coverage of HIV counseling and testing services in the district to detect positive cases at an early stage and strengthen immediate
referrals to ART Centres upon confirmation of positivity.

There is a need to characterize and profile the IDU population to understand their networks and interactions with the other HRGs.

Considering the large number of MSM in the district, HRG site for MSM group may be established to provide additional information for better
HIV epidemiology.
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West Delhi

Background:

.. L. . West Delhi District
West Delhi is bound by the districts of North West Delhi to the north, —
North Delhi and Central Delhi to the east, South West Delhi to the south, |~ ==

and Jhajjar district of Haryana to the west. It has a population of 25.31 ||+ seroxs s ek
lakhs with a sex ratio of 876 females per 1,000 males, and a female
literacy rate of 82.50% with an overall literacy rate 87.12% (2011
Census). People across the city come here and visit specialized markets
in the region.The region encompasses many renowned schools, colleges
and cinema halls.

HIV Epidemic Profile:

Based on 2011 data, the level of HIV positivity was low among PPTCT (0.21%) and Blood Bank (0.26%) clients, with a stable trend.

As per 2010 HSS data, the level of HIV positivity was low among FSWs, but moderate among MSM at 7.36%. While FSWs showed a stable trend
of HIV positivity, a rising trend was observed among MSMs.

In 2011, HIV positivity among ICTC attendees was low among male (2.80%) and female (1.54%) clients and also among referred (1.20%)
clients. Direct walk-in clients had a near-moderate HIV positivity level (4.46%). The ICTC attendees showed a declining trend among male and
referred clients but female and direct walk-in clients represented a stable trend.

As per mapping conducted in 2006, FSW (8,524; 69.25% of total HRG) was the largest HRG in the district, followed by IDU (2,106; 17.11% of
total HRG) and MSM (1,679; 13.64% of total HRG). Among the FSWs, majority were home-based (73.39%).

In 2011, the syphilis positivity rate among ST clinic attendees was 5.54%.

In 2009, of the 742 PLHIV registered at the ART centre; 93% were on ART, 64% were either illiterate or only had a primary school education
and 21% were married.

In 2011, HIV transmission through sharing needle/syringe accounted for 11.04%, parent to child HIV transmission was 6.15% and homosexual
transmission accounted for 5.05% of the district’s route of HIV transmission.

The HIV and RTI/STI awareness rate among women was 78.5% and 56.6%, respectively (DLHS-III).
A total of nine Tl sites were operational in the district in 2011.

In 2011, there were eight ICTCs in the district. A gradual rise in the number of clients tested at ICTC has been observed over the years.

Key Recommendations:

Carry out differential analysis of HSS-MSM data and direct walk-in clients (representative of vulnerable populations) to assess HIV vulnerability
factors.

An effort needs to be made to expand coverage of HIV counseling and increase early detection among positive people with immediate referrals
to ART Centres at confirmation of positivity.

An HSS-IDU site may be established, considering large number of IDUs and the high HIV transmission rate through needle-syringe in the
district.

Strengthening of Tl interventions for MSM population is necessitated by higher HIV transmission rate through homosexual route.

There is a need to understand the profile and dynamics of ICTC attendees and their spouses at PPTCT centres and strengthen PPTCT programme
in the district.

Strengthen efforts towards counseling, to assess route of HIV transmission at the ICTCs, since the route of HIV transmission was unknown in a
large proportion of HIV positive individuals.
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The National AIDS Control Programme has a strong focus on district level planning,
implementation and monitoring of interventions for prevention and control of HIV. The
Programme is generating a rich evidence base on HIV/AIDS through a robust and expanded
HIV Sentinel Surveillance system, monthly reporting from programme units, mapping and
size estimations, behavioural surveys as well as several studies, research projects and
evaluations.

In this context of increased availability of data and the requirement of decentralized planning
at the district level, a project titled “Epidemiological Profiling of HIV/AIDS Situation at District
and Sub-district Level using Data Triangulation” was undertaken by the Department of AIDS
Control in 25 states (539 districts). The objective of this exercise was to develop district HIV/
AIDS epidemic profiles, by consolidating all the available information for a district at one
place and drawing meaningful inferences using Data Triangulation approaches.

This technical document is an outcome of the data triangulation process and consists of
a snapshot on the district background, and on the HIV epidemic profile of each district
based on the available updated information, thereby giving an overview of the HIV epidemic
scenario in each of the districts of the State.

This document would be useful for the HIV programme managers and policy makers at all
levels to help in decision making, as well as for researchers and academicians as a quick
reference guide to the HIV/AIDS situation in the districts.

/
Né‘ CO
India’s voice against AIDS
Department of AIDS Control

Ministry of Health & Family Welfare, Government of India

6th & 9th floors, Chandralok Building, 36 Janpath, New Delhi-110001
WWW.Naco.gov.in






