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FOREWORD

It is my pleasure to present the building blocks of a “Handbook for Indid’, carried out
within the joint UNESCO/UNAIDS Prgect “A Culturd Approach to HIV/AIDS
Prevention and Care ”. As such, this document materidizes in its firg verson the
expected pilot project.

Actudly, after the publication of the overdl Handbook on the subject, no congstent st
of methodologica concepts and tools had been developed a the nationd leve in any
region of the world. The choice of India for this premiere was together fascinating and
chdlenging, to test the vdidity of the culturd gpproach.

In this respect, the present achievement is dl the more impressive that in India, diversty
is the mogt prominert feature of culture, a the level of the Union as well as in its various
regions, dates, lage dties and socidd, linguidic, spiritud and reigious communities It
provides further evidence of the fruitfulness of conddering culture as the core redity, not
only in devdopment generdly spesking, but dso in regponding to an goparently such
gpecific issue as HIV/AIDS. | hope it will be consdered both as an example for other
countries and the initid phase of a natiiond drategy which cdls for a dgnificant follow-
up within the project.

In addition, | should like to emphasze that, as a pilot project, this publication reflects
fully the Director-Generd’s indructions concerning UNESCO's drategy in HIV/AIDS
preventive education, as regards customizing the message and taking culturd factors into
account while impinging on socid redities This is the key prerequiste for appropriate,
efficient and sustainable effort, in order to ensure that UNESCO's activities are coherent,
effective and visble

In this sense Handbook for India will represent a new dep in the implementation of
UNESCO' s misson in the world mobilization againgt the epidemic.

Mounir Bouchenaki
Assgant Director Generd for Culture
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GLOSSARY OF LOCAL TERMS

Arogya
Ayurveda
Babu
Charpai
Dhanda
Dot

Gotra

Jati

Khel

Kismat
Mahila mandal
Magti

Mela
Panchayati raj
Paraya dhan
Patita
Pradhan
Purdah
Sarvodaya
Sddha
Swasthya
Taluk

Unani

Free from disease

Indian systlem of medicine

Used as anorth and east Indian Hindu courtesy title
String cot

Business (in this context it means sex work)
Friendship

Clan

Caste

Play

Fate

Locd women's group

Fun

Fair

Locd sdf governance

Someone <2 s property

Fdlen women

Community leader

The Hindu or Mudim system of kegping women secluded
People s movement in mid-twentieth century
Indigenous sysem of mediicine

Hedth

Adminidrative jurigdiction within adidrict
Greek system of medicine
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LIST OF ABBREVIATIONS

AIDS Acguired Immune Deficency Syndrome

FGD Focus Group Discusson

HIV Humean Immunodeficiency Virus

ICPD International Conference on Population and Devel opment
IDU Intravenous Drug User

IUD Intra Uterine Devices

MM Men who have sex with men

NACO Nationa AIDS Control Organizetion

NGO Non-Governmental Organization

PHC Primary Hedlth Centre

PLWH/A People living with HIV/AIDS

RMP Registered Medicd Practitioner

STD Sexudly Trangmitted Disease

STI Sexudly Transmitted Infection

UNESCO United Nations Educationd, Scientific and Cultural Organization
UNICEF United Nations Children's Fund



PART ONE

[- METHODOL OGICAL BACKGROUND OF THE HANDBOOK

Within the framework of the UNESCO/UNAIDS joint project “A culturd goproach to
HIV/AIDS prevention and cae’, and on the bass of the generd methodologicd
Handbook dravn up by CLT/CPD/CRM on the subject, the UNESCO Office in New
Delhi ensured the daboraion of an Indian Handbook for teking a culturd approach to
HIV/AIDS prevention and care. It had to teke full consderation of current cultura
references and resources which could be identified and mohbilized in the various facets of
Indian culture, seen in its entirety and rich diversty. The assessment and investigation
dudies were daborated on well-differentiated cases and gtuations. The lessons learnt
from this ressarch were shgped into condudons and recommendetions in order to
illugrate the common trends as wdl as the dgnificant diversties. These were reflected
when daborating the methodologica proposd's on the topics listed below.

Concerning the objectives and target audience of the Handbook, as daed in the overdl
teems of reference of the UNESCO/UNAIDS Project, teaking a culturd approach in
HIV/AIDS prevention and care means that choices in action methods, as wdl as the
overdl impulse needed to improve the effidency, rdevance and sudanability of
activities caried out - a dl levels and in dl types of organized dructures — need to be
basad on the population’s culturd references and resources.

The Indian Handbook, as an innovative publication devoted to the culturd approach of
HIV/AIDS prevention and care in India provides a criticd summay of the results of
research dready caried out in dl rdaed fidds and suggests a series of methodologicd and
pedagogicd proposds on the topic. It can now sarve as a bads for discusson, further
reflection and action for different actors. policy makers, researchers, planners and project
devdopas, NGO's, ec. in fidds such as medicine and hedth, socid deveopment,
population and education palicies, |EC, €.

At a further phase, depending on avalable financing, a pecdized publicaion for
precise taget groups as wdl as traning workshops and pilot projects could be
developed on the basis of the present overadl Handbook.

Beyond documenting the research caried out, deveoping the Handbook dong the
culturd gpproach needed severd key issuesto be investigated:

One of the most important aspects of the project was its consderation of people
and dakeholders cultural  references, as regards traditions, rdigious bdiefs
conceptions of hedth and disease, life and death, sexud norms and practices, as
interrdlated components of their generd systems of world representation.

Specid  dtention was pad to those culturd aspects linked to vadue sysems
knowledge and know-how, which ae — or could be - wused as resources to
motivate people in quedioning their ssxud and non-sxud behaviours linked to
HIV/AIDS prevention and care. This helped them evauae the risks entailled by
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this behaviour in catching and trangmitting the virus and, on this basis, recognize
the necessty of changing ther practices and giving a higher priority to
HIV/AIDS, linked to ther culturd and daily life conditions.

Another crucid aspect in the raionde of the project is that the traditiond vadue
sysgems and behaviour norms dill active in pilgrimage and worship  centres, and
rurd popular cultures are increesingly faced with, and more or less destabilized,
and digntegrated by the migration flows to big cties While the rurd areas are
dill living with thear own norm and life modds, in these urban  centres
adolexents and even children ae brutdly impeilled by the chdlenges of
aurviving in a hodile environment, that can be economicdly and culturdly
degtructive, though apparently permissve and cregtive. Thus a specific issue like
HIV/AIDS has to be understood in the context of dramatic and rgpid change. This
change often comes in the shegpe of mutations from the rurd, traditiond and
popular sysems to modern urban structures with sophidicated societd systems
that offer dedtabilizing new conditions of life, basad on ruthless individudigtic
competition and the loss of spiritud and ethical references.

It pays soecific atention to enlightening the role of the most representative
rdigious bdief sydems attive in India namdy Hinduism, Idam, Janiam,
Buddhism, Chridianity, in their various agpects, as wdl as siritud convergence
projects and new syncretic piritud movements. Other more focused subjects
were dso researched in depth: role of the family in rdaion with infected and
gck people in interaction with the hedth and medicd sysem, differentiated
goproach to the group refered to as “young people’, tribd populations etc.
Contacts and didogue will be deveoped to this effect, in order to give an
accurate account of ther importance and potentid influence on peoples inhibited
rules and attitudes.

On this bass, the Handbook assesses the present Situation in its first part and proposes a
st of methodologicd and pedagogica proposds deding with the  following ativities in
its second part:

Strategy building and project design;

Culturdly-appropriste  information,  education, communication processs  and
contents;

Traning curriclla and modules for civil sarvice, hedth and education personnd,
media professonds public adthorities a dl levds socdd and  economic
asociaions and movements, incdluding trade unions, business and entrepreneurs
asocidions,

Senstizing palicy and decison-mekers;

Building/grengthening partnership with traditiond, rdigious ehicd and culturd

dakeholders,
Collecting and processing data, networking data bases and specidized research
centres,
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Formulating more targeted further research needs and generd terms of reference
for sample pilot projects.

[I- STRUCTURE OF THE HANDBOOK

The present report has been defined as a fird sep towads preparing a Nationd
Handbook for care and prevention of HIV/AIDS based on a culturd approech to the
problem. Clearly this is a huge task and the current sudy, as noted above, marks only the
beginning of the process Given the complexity of the culturd scene in India, the report
has been concelved as conssting of components at three levels of aggregation.

There are five sections The fird introductory section deds with the background and
extent of the epidemic and the rationde for a culturd approach.

Section Il provides the macro perspective and an andyss of the genera culturd practices
and norms of relevance in the Indian society.

Section 1ll presents the indghts derived from the fidd-based Sudies that covered a
soectrum of the population. At one end are the specid groups who are paticularly
vulnerable to HIV infection, i.e ‘women in prostitution’. Two groups bdonging to this
caegory tha were dudied are the Devadas community in Karnateka and the Bedia
Community in Rgashan. At the other end ae the sdect maindream groups, such as
adolescent boys, married women and migrant labourers interviewed in Dehi. In between
are the groups who do not follow mangream culturd practices and yet, by ther sheer
numbers have lage aess of interaction with maindream population, with implications
in the soread of HIV/AIDS. Two examples of such structures reported in this document
ae MSMs and dreet children, both from West Bengd. Drug usars from Delhi dso form
apart of the framework.

Section IV draws upon the macro perspective to derive some culturdly conditioned
beliefs and practices that are of relevance in the care and prevention of HIV/AIDS.

Section V' dedswith Lessons Learnt and Recommendations induding the Condusion.

[11- METHODOLOGICAL CHOICES

1- Objective of the study

This sudy has been undertaken to provide the badc dructure of a handbook for the
prevention and care of HIV/AIDS in India, in a manner that is sendtive to the culturd
divedties in the country and ther cudd dgnificance in formulaing inditutiond
preventive and care-giving drategies
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The study seeks to undergtand the culturd factors that hep or hinder prevention and care
of HIV/AIDS within the different vulnerable groups and diverse cultura contexts.

2- Methodology

Various methods of quditative research have been used for the Sudy. These ares

Desk-Based Research - The dudy is bassd on avalable sscondary information on
cultural  attitudes towards sexud behaviour, gender rdations and life-thregtening
infections.

Field Studies - The desk-based research is supplemented with data collected by the
ISST team in rdevant culturd practices and norms in specific communities perceived
tobea highrisk from HIV/AIDS in different parts of India

Following methods have been followed to collect deta from the fidd:

Cae Studies - Interviews and life higtories of individuds have been recorded with a
view to underdanding the whole process of soddization of individuds in thar
respective environments with emphass on ther atitudes, way of life, culture of sex,
family relations and acceptance within the community.

Focus Group Discussons - Discussons were hedd with sdected communities and
groups with the objective of learning more about ther culturd beliefs, atitudes, thar
treatment-seeking behaviour and their atitudes to lifethreatening illness

Key Informants Interview - Inditutiond caregivers, NGO personne, opinion leeders
were interviewed o that more indght could be ganed on the behaviour of the
community, the types of ongoing prevention programmes and ther impact if any on
the community.

3- Samplefor fidd studies

In respect of the culturd diversty of the country and the time frame, an atempt has been
mede to focus on communities from different regions The sample sdected includes both
mandream communities and people outsde the popular manstream culture including
culturaly diginct ethnic groups. Four locationscommunities have been sdected from al
over the country:

The raionde behind the choice of these groups and their role in the Sructure of the
handbook.

» Sdected communitiesin Delhi: locd people and the migrants
» Culturdly digtinct ethnic groups. E.g., Bedias of Bharatpur, Rajasthan
» The Men who have Sex with Men (MSM) community and Street Children in

Calcutta

17



» TheDevadas community of the Bellary didtrict, Kar nataka

The sdection of locaions and community groups for the dudy is indicative but not
representative of the culturdly diversty present  in India The sdection has been made
after conaultations with the advisory committee and the Ddhi office of UNESCO, ad
after areview of the field conditions and consderations of logigtics

4- Field investigation

In Dehi, discussons were hed with adolescent girls and maried women from both

stled and migrant communities. Focus group  discussons were dso hed with migrant
mde workers and adolescent boys from the lower-income groups and lower middle-
income groups.

In Cdcutta, two interviews and a focus group discusson were conducted with the MSM
community. Two focus group discussons and three interviews with sreet children were
organized.

Vidts were made to the Bedia community in Rgasthan and the Devadas community in
Kanataka for data on sex workers. Two focus groups and severad discussons were
conducted with sex workers and other members from both Bedia and neighbouring
communities in the Bharatpur didrict of Rgaghan. In the Bdlary didrict of Karnataka,
three focus group discussons were hdd with femde members of the Devadas
community. Another FGD was conducted with the non-Devadas communities in the
same area.

In Ddhi, one discusson was conducted with exdrug users and two key informant
interviews were held with activigs rehabilitating drug users.
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PART TWO

[. INTRODUCTION

It is sad tha in India language changes every five miles There are eghteen officid
languages and hundreds of didects India is a largdy rurd country and its economy is
dill primarily agriculturd. Approximatdy 75 per cent of the populaion of one hillion
resde in rurd aess The politicd entity is divided into 35 dates and union territories thet
ae further divided into didricts Some of these dates are larger than many European
countries. Each dae has a different language and script, and includes numerous didects.
The people bdong to diverse ethnic groups. Indiads sprawling landscgpe ranges from
mountains and extended plains to desarts and the peninsular coads In addition, India has
had a long hisory of successve waves of sdtlers and invaders, with an impeact on this
vast and culturdly diverse subcontinent.

A cuturd gpproach to HIV/AIDS (Human Immunodeficiency VirugAcgquired Immune
Deficiency Syndrome) care and prevention haes to ded with a st of complex issues It
has to teke into account the diversty in religion, language, vaues and socid laws that are
pat of peoples lives in India This handbook takes up some of the issues that ae
comprised in the culturd matrix and are rlevant to the HIVV/AIDS epidemic.

1- Background and extert of the epidemic

At the beginning of the millenium, an edimaed 3.7 million adults and children were
living with HIV in India With such a huge populaion, even low prevadence rates mean a
huge number of people living with the virus It is esimaed that the largest number of
HIV postive individuds resde in India The firg HIV podtive cese in India was
reported  in Chennai in 1986. The mgority of AIDS cases then gradudly extended to 3
sates — Maharaghtra, Tamil Nadu and laer Manipur. The stuation at present is worse,
with HIV cases sporead across dl dates At the end of 1999, an edimated 1.3 million
women were living with HIV in India Due to acute under-reporting, and due to the
secrecy surrounding the infection, the exact number of HIV cases is not known in many
dates. States are diversdly hit by the epidemic :  while some Sates report few cases of
HIV infection, others have reached a high adult HIV prevadence of two per cent and
above in the generd population.

In India eghty per cent of the cases of infection are sad to originate from  sexud
relaions , the rex ae due to intravenous drug use, blood transfusons and mother to
child transmisson. In recent years, the pattern of the spread of HIV has changed. It is no
longer confined to urban areas, it has spread to rural areas as wdl. In the earlier years of
the epidemic, HIV wes lagdy prevdent among individuds practicing ‘highrisk
behaviour and unsafe sex, with multiple sexud patners mosly sex workers  truckers,
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homosexuds, and intravenous drug users. Now, the epidemic is Soreading in the generd
populaion. A growing number of orphans and widows live with the virus.

2- Rationalefor a cultural approach

The preamble to the Mexico Dedlaation of Culturd Policies of UNESCO, daed 1982,
defines culture as ‘a st of didinctive spiritud and materid, intelectud and emationd
characteridics, which defines a society or socid group.  ‘Culture in this sense

‘encompasses ways of life, the fundamentd rights of the person, vdue sysems and
beliefs’

T. Scalett Epgein defines culture as inclusve of behaviourd norms of the society and an
inventory of solutions. She suggests that the “success of developmentd projects depends
on changes in sodd behaviour that are often deeply rooted in traditiond culturd norms,
without an underdanding of which it is unlikdy that necessasy and socidly desrable
behaviour changes can be expected to take place.” (Epstein, 1999)

The acknowledgement of the culturd dimensons of devdopment would, therefore,
entall basng the theory and practice of development within a culturd gpproach, a the
levd of ‘drategy, inditutiond action, programmes, projects or fidd work! (UNESCO,
2000).

The two mgor documents published by UNESCO in this perspective are respectivedy
“Change in Continuity: concepts and tools for a culturd gpproach to deveopment”
(UNESCO, 2000) and the overdl publication “Summary of country assessments and
project desgn handbook” based on the culturd gpproach to HIV/AIDS prevention and
care (UNESCO/UNAIDS, 2000).

Recent research: HIV/AIDS and diversity, societa and cultura components

Broad epidemiologica peterns of the incdence and prevdence of HIV conced the
condderable locd, regiond and culturd variety in socid practice and sexud behaviour
in India It is quite likdy tha HIV prevention programmes based on epidemiologica
paterns have had little impact on the soread of the virus. Current programmes of
prevention that are targeted a gpedfic sodd ‘high-risk’ groups such as sex workers,
truck drivers, intravenous drug users (IDUs) may for these reasons miss out on the
vulnerability of others who may be equdly & risk.

A recent dudy conducted by ISST on “Gender Dimensions of HIV/AIDS (2000) dso
corroborates the fact tha the prevaling socio-culturd festures have Sgnificant
implications on the goread of the HIV epidemic in India Culturd practices and codes
play a very sgnificant role in rdaion to HIV/AIDS in India — both podtive and negative.
For example, girlsearly age of marriage in many pats of India makes them biologicdly
more vulnerable. Cultura redrictions on discusson reding to sex  result in perpetuation
of ignorance, often leading to avoidable vulnerdbiliies Having rdaions with multiple



sexud patners for men, which leads to highrisk behaviour, is ignored by society and
conddered as part of maeness and a necessary initiation in sex.

Neverthdess, there is the inditution of the family. The Indian family can play a
ggnificat role in prevention, and it provides the essentid support for  HIV pogtive
members, irregpective of the socid odraciam they might be facing. Smilarly, the
traditiond vaue sysems could form the bass of more effective methods of prevention
and care. Culturd influences on inditutiond care need to be examined as wel. Past
experiences of AIDS control and prevention projects highlight that care and prevention
efforts are more likdy to be sugtained if they are integrated into the exiding community
dructures. Programmes need to be updated within ther continuum SO0 as to teke into
account the needs of the target group to better ensure the requisite behaviour change.
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[I. SOCIO-CULTURAL CONTEXT: ASSESSMENT FROM A MACRO
PERSPECTIVE

1- Societal organization
a) Family and Kinship

A discusson on the cultura approaches to prevention and care of HIV/AIDS in India
necessarily darts with the family. Family is the basc unit of socid organization. This is
where the socidization process begins, where behaviour and roles are taught and, gender
norms are defined. Moreover, the family provides a support dructure for the affected
individua and thus assumes gregter importance in the absence of sate-gponsored wdfare.
It is dso important to examine the family’s role with reference to the mode of soread of
HIV/AIDS . Sexud activity is the mode of trangmisson in nealy 75% of the cases and
the infection is goreading vey rgoidy among monogamous single patner maried
women who have been conddered till now as a lower risk category. Hence it is
necessxy to examine the family dructure in India and its implicaions in HIV
transmisson and care of the infected.

The family in India has to be viewed as pat of awider kinship sysem . Even the Indian
nucler family exiss in a nework of formd and informd ties with other families It
needs to be dressed that there is no sngle modd of family and kinship Structure in India
Different family dtructures hae emerged from different types of lineage systems,
paterns of resdence and the types of mariage practised by vaious communities in the
country. They have aso been influenced by religious ideology, patterns of production,
socid divisons in the socety, ecology and environment, vaious behaviourd norms and
cultura concepts of man and woman. Different family and kinship sysems confer
different types of rights and entittements on individuds on the bass of s, age ad
marita daus. This often determines the right of membership in a family, and access to
family resources, division of labour and gender relations.

The mogt common family dructure in India is that of petrilined descent (successon and
inheritance passes from father to son) with patri-virilocal resdence (after marriage the
woman lives with her husband in his father’s house). This sysem is culturdly ided and
has had a drong influence on the vdues and bdiefs and on gender condructions
Femdes and mdes have different datus in patrilined socidies. This is reinforced by the
fact tha men cary the lineage forward, while women move out to become part of ther
maritd homes. Inheritance laws of dl reigious groups in India ae grongly patrilined
where the mae members of the family are entitled to inherit property thus exduding the
femde members patidly or completdy. Patrilined joint families are prevdent, mogly
among communities engaged in trade and who own land. Joint family may exis without
property. Smdler joint families are found among traders, atisans, agriculturits and even
urban sarvice dasses. In the absence of property the joint family functions collectively to
pool resources and labour.



Along with patrilined descent, matriliny (where inheritance and successon are passed in
the femde line from mother to daughter) is dso practised in some communities.
Matriliny is confined to a few aeas of the country as compared to the predominance of
patriliny across regions and rdigions. Matrilined communities are found today in the
southwestern part of India and in the northeastern areas. The type of resdence in
marilineal communities varies While some ae uxorilocd (when the hushand days in
the wifeés home), othes may be vidting husbands, whereas a few have neo-locd
residence (the couple sets up anew home) and others follow viriloca residence.

Women in matrilined communities have a higher daus than those in  patrilined
communities. An important difference between marilinea and peatrilined communities in
India is tha in matilined communitiess men as wdl as women, rean thar rights to
property, while in patrilined communities women are excluded from rights of property.
In teems of the HIV epidemic, women in parilinedl societies have very little access to
resources when they themselves or their families are affected. Even those women, whose
maritd or natd families own propety or are engaged in trade, do not have independent
access to resources. Theoreticdly, women in matrilinel communities en joy a better
podtion as they have access to propety. However, how much of this trandaes into
actuad control over their property is another matter .

b) Caste System

The family has ds0 to be viewed in the context of the caste sysem in India The caste
system is a didinctive fegture of the Hindu society. It refers to the divison of society into
numerous hierarchicadly placed hereditary caste groups. The cades are endogamous
(marry within the caste group) and accept food cooked only by members of ther own
cagtes or those above them in the socid hierarchy. Each of these cagtes is associated with
a traditiond occupation that is passed down the generations. While the caste system is a
sdd divison of Hindu sodety, gmilar divisons ae dso found in other rdigious
groups.

The notions of purity and pollution are an integrd pat of the case sysem. This
ideology categorises cades, occupdtions, tasks food, and bodily emissons as pure or
paluting dements All bodily emssons ae conddered defiling. Smilarly, cades
associated with funerds, cleaning toilets, removing carcasses, efc, are dso consdered
unwholesome. As occupations are traditionally associated with certain castes, people of
other castes do not like to underteke tasks that are condgdered polluting. In the past
hundred years though, the caste sysem has changed a lot. Mariage with persons of other
cagtes is becoming acceptable especidly in the urban aess and there is a gradud
weskening of notions of purity and pollution.

The hierarchicd cagte sysem in India has a crucid socio-economic as wel as culturd
dimengon. One of the main features of rurd India is the presence of numerous, srong,
land-owning cagtes who enjoy high datus and widd power over other cagtes, in particular
(? scluded cadtes, landless labourers and numerous smdl serving castes. Dominant
cases ds0 have a tradition of resorting to violence when they find it necessary to enforce



ther rights over land or other human beings. According to sociologidts that anyone who
wants to change or improve living conditions in rurd aess in any way has to ded with
leaders of the dominant caste as they control access to the people.

c) Marriage

Marriage in India is a universd inditution. For Hindus mariage is an essentid reigious
duty. Maitd dliances amongst Hindus is determined by various factors. Frg of dl it
has to be as much as possble within the same caste group {ati) but outsde the lineege
and gotra.

The Hindu Marriage Act of 1955 made monogamy the rule for dl Hindus Previoudy
evay Hindu man was dlowed many wives, though in practice only a very smdl
percentage, mogly the very wedthy and poweful traders and wariors practised
polygamy. Very often the ingbility to have a child or to have a son was the reason for
taking a second wife.  Polyandry is rare exogpt among  some communities living in the
Himdayas and a few cades in North and South India . Mog of these communities
practice fraterna polyandry where the husbands ae brothers Monogamy is rapidly
becoming a soddly prefered norm even among these communities  While Chridian
men are forbidden to have more than one wife, Mudims men are dlowed four wives as
long as dl ae treated equdly. However, the actud incidence of polygamy is very low
among these two rdigious groups. Chrigians and Mudims are dso divided into cade-like
groups based on perceived recid and culturd differences, region, and the Hindu castes
from which they converted. These criteria play an important role in the sdection of a

SPOUSE.

In northern India, village exogamy is practised. In peninsular India there used to be a
preference for cross-cousn mariage where the gil maried her faher's sger's son.
Some communities dso practiced mariage with other rdatives such as the maternd
uncle.

For dl patrilined families mariage is an important factor of socid security in old age.
The son is looked upon as the one who will provide security during old age. A girl is
married and sent to her husband's house, while the son  brings his wife home and looks
after his parents.

In India, mariage is regarded as the dedtiny of dl women . Though there is no rdigious
compulson to get women maried in Idam and Chridianity, nor in Hindusm, it is
deemed necessay for dl women. Though differently, men in India ae adso under
societd pressure to get married Marriage confers on both men and women the satus of
an adult.

The legd age for mariage for boys is 21 years and for girls 18 years however it is not
drictly followed. Even today in rurd aress and in urban dums mog girls ae maried a

an exlier age . A girl's mariage is reaed to puberty and a desre to control her sexudity.
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Though the age a firg mariage is rigng conagently many dill mary beow the legd
age.

Mean Age at Marriage

Y ear Female Male
1951 154 199
1961 16.1 22.3
1971 17.1 22.7
1981 179 23.3
194+ 19.4 -

1996* 19.4 -

Source: Figuresfor 1951, 1961, 1971 and 1981 are from simulate mean age of marriage based on Census

data; 1994 and 1996 data are the mean age at effective marriage based on the Sample
Registration System. (Manpower Profile India Yearbook, 2000)

Marriage and girlsSwomen's gatus.

In dmog dl communities in India, a very high vdue is placed on the virginity of the
bride & firgs mariage. After ataning pubety, a girl's movements are under condant
upervison lest she acquires the reputation of being a ‘loose character’. For a  woman
being maried is conddered auspicious Mariage is vary dosdy linked to  women's
fertility and sexudity. In fact, women's sexudity is expressed through mariage.
Subsequently after marriage, there is dso a lot of pressure on women to give birth to a
0N as soon as possible in which case her datusrises.

At mariage a woman in the patrilinea sysem joins the husbands kin. Even if a couple
sts up a new resdence, it is more a viriloca resdence than a neolocd residence.
Marriage for a woman does not mean mere incorporaion into her husband's family it is
a tota subordination to the maritd family. The bride is under the control of the mother-
inrlav in maters relaing to everyday activities, household chores, mobility and use of
resources. Control over resources and authority are in the hands of the males. The clout a
woman widds in her maitd family is determined by her age, her husband's order of
birth in the family, his gatus within the family, his economic daus and aso by the daus,
influence and support of her own natd family. A young maried woman, more 0 if
recently married, is condantly under pressure to avoid bringing discredit to her nad
family. Women are dso under the threst of being sent away to their natd homes, where
they may not be wecome Coupled with this is the soddisation of girls that indils in
them the idea that the natd home is only a temporary home and tha ther future is in thar
maritd home Mog families view a daughter as someone ds2's propety (paraya dhan,
bringing up a daughter is like watering your neighbour’'s tree). Women thus live with a
greet feding of insecurity in their maritd homes.

Girls are  brought up to bdieve that marriage is ther degtiny and they have to put up with
whatever kigmat (fate) has in dore for them. They are under the dictates of the marita
family. The daughter-inlaw is very often trested as property of the family. In red terms
this means that mos maried women have very little control over resources, mohility,
leisure time and even their own body.
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These vadues and rdaed behaviour drengthen  gender discrimination in the manitd
family egpecidly when someone has any sarious hedth problem . The wife has to act as
the main caregiver, which is her prime duty, even if she hersdf is ill. In many cases her
maitd family desarts her, if she is undble to put in her share of work. A woman is
srioudy gigmatised as a widow and if the husband dies of AIDS rdaed illness the
maritd family often sees her as a bad omen. She is often sent back to her natd family and
sometimes sheis not dlowed to take her children.

Widowhood amongs Hindus is drongly associaed with inauspicdousness. Common
belief was that that widowhood was brought about due to dSns committed in a previous
life. Divorce and widow remariage, though traditiondly forbidden to peatrilined upper
caste women, were practised among lower and some middle castes. Today, however,
among upper caste widows, remariage has gained acceptance to some extent, espedidly
in urban aress. A widower on the other hand faces no such difficulties. He can marry any
number of times. He is not conddered inauspicious. Widow remariage is practiced
among other rdigions though it becomes difficult in al cases when the widow has
children.

The practice in some parts of Northern India was for the widow to marry her husband's
younger brother, though marriage with the husband's dder brother was not unknown.
This practice is known as levirae. The children born from such a union are congdered as
the married coupl€’s children and not as the dead man's children as in some parts of
Africa. Mariage of a widower with his wifé's younger sster (a sororate) occurs in most
parts of the country, .

The inditution of marriage with associated defined marriage rules and conventions often
results in a Stuation where individuds have to give in to societd pressure. The rules of
marriage such as cross cousn mariage, levirate and sororate sometimes play a negdive
roe in tems of HIV. Despite knowing ther HIV daus, individuds are forced to marry
under socid pressure. On the other hand, widows whose husbhands have died of HIV
rlaed illnesses but  are themsdves HIV negaive, face a lot of socd digma and, in
soite of the growing acceptance of widow remariage they find it very difficult to get
maried again. This is compounded by the fact tha women in drong patrilined systems
such as thosein India, have very little access to resources.

As communities and families nove up the socid hierarcchy, they adopt some of the
lifestyles of the upper cdasses and castes Amongst Hindus, it is manifeted by
withdrawing women from the workforce, increedng rituas and adopting the prectice of
giving dowry ingead of bride price Amongs Mudims, purdah is a mark of datus and
upward mobility, whereas in poorer families necessty prevents segregetion. Thus in
certain cases as their family status improves, women are more segregated. .  However
anongsd both Mudims and Hindus women with western education and employment
opportunities in the urban upper and middle dasses are moving out of segregation.
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2- Culture and Sexuality

Sexudity hes different meanings for different people in different contexts Sexudity is a
comprehersive concept that encompasses the physcad capacity for sexud pleasure as
wdl as pasondised and shared socid meanings atached to both sexud behaviour and
the formaion of sxud and gender identities Sexud behaviour and atitudes are
condituted within complex politicd, sodd, economic and culturd contexts Sexudity is
undersood as a complex socid condruct that has different meanings within different
communities and societies, and one that has diverse expressons within and across age,

gender and socid class.
a) Women

An important aspect of sexudity in patrilined India is the control exercised over women's
sexudity. It becomes most evident & menarche. Here begins  segregation of girls . They
are withdravn into the house and a cose watch is kept on ther movements Seduson
and segregation are dlosdly linked with idees of femae chadtity, modesty and femininity.

As mettioned ealier, a woman's sexudity is mediated through mariage in most
communities in India While there is a premium placed on the virginity of the bride a
firsg marriage, the same is not true for the man. After marriage a woman is expected to be
faithful to her husband while digressons by the man are overlooked.

Sexud activity and behaviour is conddered to be the man's domain, and a womean is not
expected to take the initiative. A woman is not supposed to know about sexud méters or
dse she is labdled as ‘loos? and suspected of infiddity. She should reman ‘innocent’
and know nothing about her body, contraceptives, and sexudity. Cultural norms do not
dlow a woman to show desre or quedtion sexud behaviour of her partner. Sexud
activity for women is conddered a duty for procrestion and to fulfil her husband's
wishes A woman who ressts or expresses unwillingness to fulfil her husband's desres is
threstened with desartion. Thus, a women is rendered more vulnerable, due to lack of
knowledge and lack of control over her body, to sexud violence within mariage and
STlsinduding HIV.

b) Men

While there is drict control over femde sexudity the same is not true for mades. There is
no pressure on men to reman virgins till marriage, nether is there a big sigma attached
to premarital sex for men. Studies from dl over the country reved tha sexud activity &
high among adolescent boys. Between 12-25 per cent of patients a sexudly trangmitted
diseases (STD) dlinics are in ther teens. The firs encounters are mostly with sex-workers
or with other boys.

At the same time men with other sexud orientations ae under very drong socid pressure
to get married and procregte. This results in a Stuation where homosexud men are forced
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into a heterosexud  union through marriage  while continuing  ther  homosexud
activities.

The soddistion of the man in Indian society tekes a different path from a woman's.
Here the man has to prove his manliness and sexud desre, otherwise he would not be
conddered drong. A vidt to a sex-worker by a man before marriage is ignored by the
society. This acceptance is rooted in a generd notion that the man has to be
knowledgesble about sex, 0 as to lead the woman who should be innocent about sex and
sexudity. The man isviewed as sexudly powerful and awoman as sexudly passve.

For any programme to succeed a degper underdanding of sexudity is necessxy to  pin
down people's sexud attitudes and  the reasons behind them. The whole gamut of kinship
dructure, sysems of mariage, and ideologies about gender and sexudity shape the
concept of sexudity within a society, and should therefore be integrated in this process of
underganding. Each of these sysems dructure sexud reations differently, and the
differences are compounded when it involves people of different gatus and with unequa
capacities to negotiate for safer sex. These processes and sexud interactions, therefore,
have grave and differing consequences for the vulnerahility of different groupsto HIV.

3- Culturally conditioned beliefsand their implications

The entire world of sexudity and HIV/AIDS is shrouded in mystery for the average
Indian people. To this environment were added hundreds of myths and ‘fdse bdiefs on
sexudity and HIV/AIDS that were nurtured by the development of the disease.

Many of the rdigious and mythologica notions in India have been interpreted in different
ways a different points of time Mog of the time texts ae interpreted  with little
knowledge, which may add different dimensons dtogether. People often have a tendency
to condruct socid prescriptions for themselves on the bads of these interpretations. Due
to the lack of scientific knowledge, people eesly derive unscientific, cause and effect
equations  Young boys grow up with numerous misconceptions and  guilt  about
medurbation. They bdieve in the knowledge they acquire from their peers. The absence
of dearly-defined, trangparent and socidly-accountable sexuad mores, and the prevaence
of fostered myths and secrecy, spdl disasrous implications not only  for the soread of
HIV/AIDS in India, but dso in the way it is confronted.

The table below ligs a st of culturdly conditioned beiefs and myths that have provided
fertile ground for the formation of culturaly conditioned beliefs regarding HIV/AIDS.

a) Bdiefs
General Assessment Implications
Sex isataboo subject Misconception on s, sxudity, lack of
(Sex should not be discussed openly across| knowledge on  sexud  organs,  sexud




genders and age groups)

Sex within marriage is perceved as
aduty for procregtion

Any woman engaged in any kind of sex
outdde mariage, is a patita (fdlen
woman)

Masturbation
loss of memory.

leeds to impotency and
- AIDSisnot our problem.

Femde ignorance of sexud matters is a
sgn of purity

intercourse and sexud activities

Narowing down the space for
discusson on sex and sexrdaed
matters

Lack of podtive language on sex. Sex
is within the invisble redm, and vey
often thee ae no commonly avaladle
gopropriate terms to even discuss sex
and sexud behaviour in the public arena

Vey litle inte-spouse discusson  on

fertility regulation
? Vidting sex workers by men is accepted
by the society

? Sex workers ae regarded as public
property. Socid hatred for sex workers

? Ungudified practitioners flourish

? Guilt feding leading to depresson

?  Lack of urgency regarding the epidemic
amongst people and policy mekers

?  Reproductive hedth of women is not a
matter of importance

? A culture of slence and tendency to hide
sexud problems

‘Masturbation leads to impotency and weakness, because one drop of semen is
equivalent to forty drops of blood.. Still, all of us masturbate, knowing that it is
bad for health. Masturbation deforms the penis. People who masturbate frequently,
suffer a lot in their married life', said an adolescent boy in one of the focus group

discussions in Delhi.




b) Myths

HIV and AIDS are the same thing

HIV/AIDS can be contracted only through vagind sex

Touching and kissng an infected person spreads HIV

Sharing food soreads HIV, so do mosquito bites

If your home and environment are dlean you will not contract HIV
People not suffering from any STIswill not contract HIV

According to the upper and middle dasses, HIV/AIDS is prevdent only among dum
dwelers and lower classes, as they frequent sex workers. According to the lower
dass and dum dwelers, HIV/AIDS is contracted by the rich, as they have the money
to frequent sex workers

Sex workers and some women are resarvoirs of dl sorts of STls. If one avoids them,
then one will not get HIV/AIDS

Thereis no need to practise safe sex with known or expensive cdl girls, asthey are
clean and safe

Sex with virgins cures STIs, including HIV

If you urinate immediately after sex, you won't get any STIs

Sex isessentid to release body heat which accumulates after long hours of driving
Condoms are unhygienic, because the semen collectsiin it and touches the penis
Use of condom reduces sexud pleasure

Injections are the answer to every illness

Pure women (loyd to the husband and his family) do not get HIV/AIDS

A hedthy looking person will not have HIV

HIV can becured if detected early.

[11- SOCIO-ECONOMIC ISSUES

In India as wdl as a the internationa level, sarious socio-economic unbaance among
populations impacts heavily on vulnerability and risk in rdaion to HIV/AIDS. In this
repect, poverty, unemployment and lack of education are crucid aspects of the overdl
crigs which shapes the factua background to the disease.

1- Poverty and unemployment

Globdly the HIV epidemic is mog important in Africa, which is one of the poorest
regions of the world. However, there is no evidence to suggest any direct correation

30



between the epidemic and poverty. Many of the countries affected are the richer countries
of sub-Saharan Africa An examination of the gtudion in India dso does not throw light
on any such link. On the other hand, the states of Maharashtra and Tamil Nadu, where the
epidemic firs goread , are among the more indudtrialized Sates.

, While India as a whole has the third highest GNP in Asa (before Corea, Indonesia and
Russa) the GNP pe capita is only US$ 440, dightly above UN ddfinition of extreme
povety. Thus high naiond PNB, rich indudry, busness and wedthy minorities do not
necessxrily entall eqgua didribution of riches but can, on the reverse, aggravate the
impoverishment of aready underprivileged mgorities.

Yd, incdence and paterns of spread do indicate a complex readionship with poverty,
and factors dosdy relaed to poverty may lead to a kind of risk behaviour or make people
more vulnerable asfar as HIV/AIDS is concerned.

India has the dubious diginction of beng a country with the largest concentration of
people living below the poverty line A broad feature of the Indian labour market thet
may be of rdevance in the present context is the high degree of mobility obsarved in the
lower rungs of the market as a result of a high level of digparity in regiond development,
manifesing itsdf in dgnificant regiond differences in job opportunities. This has given
rse to much rurd-to-urban migration, both within and outsde date boundaries much of
which iscrcular migration.

Thousands of young men migrate from rurd to urban aess in search of employment.
Very often it is the men who migrae leaving thar families behind. It has been found dl
over the world that circular migration has led to increase in the soread of HIV/ AIDS. As
these young men leave ther wives behind, they often form partnerships and relationships
with other women in urban aess which might even be linked to peer pressure
Unemployment may aso lead to other types of risk behaviour such as substance abuse.

Povety is directly rdaed to nutritiond datus and hedth seeking behaviour. This is
epecidly rdevant with respect to STls. The poor in India have low nutritiond datus tat
mekes them vulnerable to many types of infections and diseases modly due to deficiency
of Vitamin A and iron, which afects the immune sysem. This mekes them more
vulnerable to  contracting STIs including HIV. The poor dso have less access to hedth
care and therefore many of the STIs reman untrested. In this respect, it is worth noting
that in the poorest households women have the dice loaded agangt them in terms of food,
access to hedth care, a heavy workload and various culturd taboos and redtrictions. For
many poor women, sex work is often the only means of eaning a livdihood and
maintaning the family. In these Stuaions poor women become vulnerable to HIV/AIDS
not only because they have multiple partners but dso because they are unable to bargain
for safe sex with their clients.
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2- Education and literacy: women’sinequitable Stuation

Education is often viewed as the panacea of dl socdd and economic problems affecting
the country. It is used as one of the indicators for measuring socid development. It is
believed that universd education is necessay for the economic devdopment of the
country. Education is deemed to have a pogtive corrdation with population control,
decreese in maternd mortdity, child survivd and so on. In the gender debate, education
of women aso leads to enhancement of women's satus.

Education for dl is endrined in the Conditution of India Artide 45 of the Directive
Principles of State Policy dates, ‘the State shdl endeavour to provide within a period of
ten years from the commencement of the Conditution, free and compulsory education
for dl children until they complete the age of fourteen years’ Ye, today, India is far
from achieving the god of universd dementary education.

The causes for such high illiteracy are varied. Many of the differences across regions are
because education is under the purview of individud Sates. An important dement is the
lack of schools in many aress in Spite of progress made. According to a survey, in rural
aess 94 pa cent of the population has a primary school within one kilometre but only 57
per cent of the populaion has a middle school within one kilometre. Apat from this are
the socid bariers to access education. Due to secluson of girls many parents are
unwilling to send ther daughters to schools, which are further away. In poor families
girlsarethefirg to be withdrawn from school in times of crises.

In dl regions literacy rates are much lower for women than for men. According to the
Human Development Report of 1998, only five countries have a femade-mde literacy gap
gregter then India Bhutan, Syria, Togo, Madawi and Mozambigue. And no country has a
gap larger than the state of Rgjasthan.

The other problems faced ae lack of infrastructure in schools and lack of  basic
requirements for running a primary school. The qudity of education is aysnd in many
government-run schools. A low dudent teecher ratio, a Stuaion where a sngle tescher
has to handle multiple dasses regularly and absconding teachers add to the problem.

A very important issue is that of the content of education and what education is meant to
be. For the planners education is meant to endble the population to know the three ‘R'S
(reeding, writing, arithmetic), but wha is equaly important is the curriculum, especidly
in view of the HIV/AIDS epidemic. In a sudy done in Ddhi, it was found that years of
schooling had a pogtive corrdaion with knowledge about HIV/AIDS, patly because it
was pat of the curriculum, dthough that did not mesn an increee in autonomy or
decison making power.

Most schools are  4ill unwilling to teke a proactive dep in incdluding sex-educaion. This
is because of the stigma attached to ‘sex’ and unwillingness on the part of the teachers to
discuss these issues.



3- Current health carestuation
a) Health Infrastructure and access to health care

The concept of hedth varies from culture to culture. Standards and concepts of hedth are
geographicdly, culturdly and hidoricdly varigble, as they change over time in response
to changing socio-economic and culturd petterns and dso to prevaling sysems of hedth
cae. In the traditiond Indian sysems of medicine there are two terms used for hedth:
arogya, which dgnifies recovery from ill hedth and swasthya, which is not a mere
absence of diseases, but a podtive date of wdl-being. The latter is a preferred concept.
The definition of swasthya is closer to the WHO definition of hedlth.

The demand for hedth care is congantly increesng with devdopment and increasing
public avareness. In India, three levels of hedth problems are prevaent:

- hedth problems associated with underdevel opment
- thediseases of the affluent
- environmenta and behaviourd threats among dl populaion groups.

Inda has a widesread hedth dedivery sysem. Public, privte and voluntary bodies
provide hedth care. Along with the dlopathic sysem, other sysems of medicines such as
unani, ayurvedic, homeopathy, siddha, etc are practiced. There are 85 hospitd beds and
110 doctors per one lakh' population. However there is a very strong urban bias visble in
the delivery of hedth care. 80 percent of the government hedth care and two thirds of the
private practitioners are in urban areas while 70 per cent of the populaion resde in rurd
aress. 80 per cent of the doctors are in the private sector and 60 per cent of them practice
systems other than dlopathy .

Government hedth sysem:

There is a wide soread network of the government hedth sysem al over the country. At
the centre, the Minisry has three verticd line depatments the depatment of Family
Wedfae concerned with populaion dabilizetion programmes,  reproductive and  child
hedth; the depatment of Hedth, which deds with medicd and public hedth, drugs
control, food adulteration, research and education; and the depatment of Indian Systems
of Medicine and Homeopathy. In rurd aess there is one community hedth centre for
every 120,000 , one Primary Hedth Centre (PHC) for every 30,000 , and a sub-centre for
a population of 5000. Each sub-centre has one femde and mae multi-purpose worker
and links the community to the hedth care sysem. One trained doctor and a number of
paamedics daff the PHCs. While the governmert hedth sysem is presant in every
digrict, it is grosdy inadequate and unevenly distributed.

It was only after the International Conference on Population and Development (ICPD) in
Caro that reproductive hedth as a concept and ideology was acknowledged. The
government tried to integrate the reproductive hedth sarvices in the PHCs but most
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government programmes have generdly ignored the fact that reproduction tekes place
through sexud relations, which are conditioned by broader gender rdions.

On the curative Sde, there has been margind growth of hospitals and PHCs across dates,
and there is an absence of referrd sarvices. In mgority of the dates, there has been no
sgnificant increase in hospitdls and beds between the mid-1980s and the early 1990s
The margind increese is inadequate to meet the growing demand for services Shortage
of medicines and drugs is adso rampant. A mgor falure of the public hedth sysem has
been the insengtive and impersond attitude of doctors and other caregivers within the
system.

Access and demand for hedth care:

One of the prerequistes for good hedth is access to hedth cae. Access to hedth
includes three components location access, economic access and socid access. Even
today, a large number of people in India are unable to access hedth services due to
economic, socid and locaion reasons. Access is dso integraly rdated to cost of hedth
care. Hedth sarvices have been extended to PHCs and sub-centres in rurd aress, yet this
strategy has hed only partial success in reaching adequate hedlth services.

There is meager information on the cost of hedth care in India and how the extensve
public hedth care ddivery sysem is utilized. The demand for hedth care is of two types
one for in-hospitd treatment and the other for out of hospitd trestment. Codts dso
depend on who provides hedth care, government or private hospitds. Inpatient care
requires inditutiond infragructure facilities At the dl-India leve, 60 per cet of the in-
patients get trested & government hedth care inditutions. The proportion is Smilar in
both the urban and rurd sectors Broadly 80 per cent or more of in-patients receive
treetment from the public hedth care sysem in the less devdoped dates like UP and
Orissa while the corresponding proportion is 40-60 per cent in the more developed Sates
like Kerda and Maharashtra. Higher proportion of in-patients being trested by the public
care sysem in the backward dates is not an indication of its accesshbility or its efficiency.
For example, Orissa has 40 beds per lakh populaion and U.P has 4550 beds per lakh
population. This dealy indicates that government hedth infrastructure is grosdy
inadequate in these daes. The higher utilization of the public system aso reflects the
poor development of the privaie hedth care system in these dates. High levels of poverty
and low incomes presumably redrict the demand for private hedth care. There are some
differences in the patern of utilization of hedth care facilities between the rurd and the
urban sectors A dightly higher number of in-patients are treated in public hospitds in the
urban sector, reflecting their urban locations and easier access.

Dominant forces, often caste-based, present in locd society may want hedth care
diverted in a certain direction and might even prevent care from reaching others.

The burden of home care has dways been on the woman. The woman has the least access
to hedth care, due to her low gdatus in the maritd family. This is related to both culturd
idess as wel as unavaldbility of hedth sarvices The problem is compounded by the



lack of femde doctors whom women can vigt. This problem is more acute in  rurd aress
than in urban centres. In the absence of a female doctor, women find it difficult to get
physcaly examined by a mde doctor. Mog of the time made members accompany her
to the doctor, and she is unable to communicate her hedth problems openly. Mogst of the
time, therefore, she resorts to self-medication or treditiond curative methods.

Avalable sudies in India indicate that HIV postive women do not receive the same care
and support as men. In many cases, the pogtive maried women, whose husbands have
died of HIV reaed illness were ether turned out of ther maritd homes or denied proper
hedlth care.

b) Reproductive health, STI’sand HIV/AIDS in India

Reproductive hedth issues in India and globdly have emeged from the women's
movement and from a citigue of populdion policdes by the wamen's movement.
Reproductive hedth was brought centre stage by the ICPD in 1994, not just in India but
dso dl over the world when the governments of the world agreed to address issues of
women's hedth induding reproductive hedth, education of girls and empowerment of
wormen.

Reproductive hedth issues have a specid dggnificance for HIV/AIDS in India as
heterosexud transmisson is the most common route. It is wel edablished that where
heterosexud  trangmisson is the route, HIV soread is more  likdy from man to women
then vice versa. Different estimates show the trangmisson from man to women is 1.5 to 4
times more efficient than from woman to man for physiologica reasons.

It is dso wdl known that the efficacy of transmisson increeses when one or both
patners are suffering from sexudly transmitted infections (STIs). Ledon, inflammation
or any other damage caused by STI facilitates the tranamisson of the virus during sexud
intercourse. In this regard, women ae & a grester risk for both biologicd and socid
reasons.

There is no large-scde data avalable on the incidence of STls, even though STIs were
the third mogt important group of diseeses in the country, next only to mdaia and
tuberculoss (TB). The daa avalable from sexually trangmitted disesases (STD) dinics,
even though from a predominantly mae populaion, shows that the inddence is quite
high. Women report less a STD dinics due to culturd taboos redrictions on mobility,
non-avalability of user-friendly services, lack of resources, lack of support from the mde
patner and adso because most STIs are asymptometic in women. The few sudies on the
incddence of STIs in women that have been caried out by NGOs in sndl community
stings show an daming scenario. One study showed that up to 70% of the women
screened in a community were found to have one or more STI.

Studies dso show an interesting difference between patterns of STIs between north and
south India A higher number of men reported sexworkers as the source of infection
among mde patients visting STD dinics in the South as compared to the North. This has



been linked to a grester degree of urbanisation in the south. Studies in northern India
show adightly higher percentage of sex with relatives and friends.

Studies dso show tha between 40 to 60 per cet of pdients vigting STD dinics in
vaious pats of India report having picked up the infection from sex-workers. Sex-
workers in cities are known to have, on average, dout seven partners during he course
of a night. Studies ds0 show that sex-workers suffer from one to three STIs. But they

lack the knowledge about cure and prevention of STIs and are unable to demand condom
use from ther clients.

The reasons for such a high incidence of STIs are not difficult to understand. There is
ignorance among the generd population about the causes early symptoms and even
about STls. Apat from this is the lack of trestment and diagnodtic facilities for STIs. The
problem is very acute in the rurd areas where the government-run primary hedth system
isthe only hedth care available.

Men:

Patient dtendance & STD dinics is predominantly mde from the economicdly low-
income draa, while men from middle and upper drata avoid reporting to STD dinics
owing to digma Mog prefer to go to privae practitioners who may nether have
soecidisad traning nor diagnogtic fadlities to ded with STIs and many dso end up with
unregistered medica practitioners. 30 to 40 per cent of mde patients vigting STD dinics
ae recidivigs Mde patients @& STD dinics show a great ded of reuctance to bringing
ther wives or sxud patnes for examination. Amongst women patients vigting STD
clinics, there is a high percentage of young married women between 14 — 25 years of
age. Unmarried adolescent girls are totdly Ieft out of any sort of treatment.

Many women suffer dlently due to ignorance and aso because they fed that it is normd
snce mos women suffer from the same problems. Another important reason is the
‘culture of dlence over issues regarding sexudity and reproductive hedth. There is a
drong sigma associated with STls. The result is that women never spesk about these
issues for fear of being labdled as ‘loose’. The more tangible fear is tha of being
suspected of infiddity by her husband and maritd family if it is known that she suffers
from any ST irrespective of the fact that she may have contracted it from her husband.

Women:

Among women, problems of the reproductive tract dso aggavate the gtuations.
Inflammation and trauma caused by frequent and difficult deiveries intra uterine devices
(IUDs); induced abortions, etc. are ds0 the cause of many infections of the reproductive
tract. Apat from STIs sexud trauma, forceful penetration and early age of women
engaging in sexud activity dso lead to damage of the vagind lining and this increases
the posshility of transmisson of the HIV infection to women, in the case of an dready
infected partner .



Among women, due to biologicd reasons < many STls,  which cause
lesonginflanmation, may reman asymptomdic or may cause vague, nongpecific
symptoms and therefore may go undetected. In addition, for anatomica reasons,
diagnoss is a complicated process involving internd  examination and laboratory tedts
which makes diagnogs difficult. Prenatd and gynaecologicd dinics in many public
hospitds that are more accessble to women do not have diagnodic fadlities for STls
The problem is mog acute in rurd arees, which lack any sort of heath care let done
treatment of STIs.

While there is a generd lack of hedth services for the trestment of STIs the Stuaion is
worse in rurd pats of the country. It is dso especidly bad for women who find it very
difficult to get access to STl treatment. A lack of femde doctors, especidly in the rurd

areas, compounds the problem.

[V-ACTION TAKEN TO DATE

1- Community Organizations
a) Panchayati Raj

The panchayati raj inditution (PRI) in Inda is an age-od inditution of locd <df-
governance through which people can paticipate in decisons and activities concerning
ther own wdfare. Panchayat literdly means an assembly of five dders who lead the
adminidraive, judicda and devdopment activiies of ther villages This is the only
vehide for rdevant and participatory development. The locd dructure of governance i.e
the PRI can indeed take on the task of making the hedth care sysem a the grassroots
more accessible and more transparent. There have been a number of successful attempts
a using the panchayats as the mgor channes for hedth service delivery. However, there
have been objections to the functioning of the PR sysem: the powerless are kept out of
the dructure, it drengthens the traditiond strongholds of power. In spite of this efforts
ae engaged to gdrengthen the sysem. Decentrdized planning is replacing the top-down
goproach  and  incdudes wider involvement of nontgovernmentd  and  community
organizations. The edablishment of effective twoway referrd systems between the
community leve and various leves within the hedth sarvice sysem is citicd for
effective implementation of preventive and curative hedth services The panchayati raj
provides an opportunity for mobilizing community leaders mahila mandals (locd
women's groups), and village hedth workers to organize themsdves for emergency
refards. However, they have yet to define ther roles in implementing hedth
programmes and developing links with government and NGO indtitutions.

b) Non-governmental organizations (NGOs)
The roots of voluntary action in India as a concept can be traced back to the function of

socid inditutions in the medievd period. The ealies NGO efforts were motivated by
rdigious zed, like the missonay adtivities in educdion, hedth and nutrition, economic
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assdance ec. Socid reform movements againg socid prgudices by rdigious groups
dso emerged in the early pat of the 19" century. The Sarvodaya movemet in the mid-
twentieth century made the maximum impact after independence. Many NGOs darted
work in different aeas with hedth interventions tackling issues of  employment,
educetion, and agriculture. From the late 70s the idea of peoples participation begen to
emearge, and chaity orientation gave way to emphass on sdf-rdiance In rurd fidd
projects, village hedth workers were locdly sdected, traned and employed for hedth
savices. During the 80s, the NGO movement became dronger and NGO representatives
were given a place & the policy levd and the women's movement was a its peek.
Empowerment, commitment and participation were the key Srategies.

NGO fidd projects working in the area of hedth have different orientations and dl the
projects provide knowledge borne out of actud experiences. An important lesson from
most of these NGO experiences is that mog of the hedth problems of the community can
be tackled by members of the community itsdf, if provided the necessary knowledge,
encouragement, training of locad workers and support. The inter-persond reationships
that NGOs mantan with the communities have dways been the motivating factor
towards effective implementation of devdopment programmes, unlike the impersond
atitude a dl leveds of the public hedth sysem. Sengtivity to culturd and socid factors
sems to be the key to effective hedth care Openness and communication with the
community is vitd. This indudes granting due respect to traditiond hedth practices and
atempting to incorporate folk remedies Only a person familiar with members of the
community, ther language, lifestyles, hedth beiefs and practices, is ale to influence
hedth behaviour. NGO experiences dso teech that community-level hedth services need
an adequate referra system.

There have been many non-governmentd organizations that have had successful hedth
intervention programmes in different areas. These programmes have been successful
because they do not view hedth as an independent paameter but as an integrd
component of a canplex s of sodo-economic, culturd and  politicd  factors
Participation by the community has been an essentia ingredient of NGO programmes.

¢) NGO responses and deficiencies in HIV/AIDS prevention and care

Responses

With the inceesing number of HIV cases in Indig, the shortcomings of the exiding
public hedth dructure have been very much in focus A number of NGOs have dated
work on providing support to people living with HIV/AIDS dong with  community
outreech prevention programmes. These are organizations that are directly providing care
and, counsding to the podtive person and the family. A number of exiding NGOs have
integrated  HIV/AIDS prevention programmes within  ther other  development
progranmes. Severd NGOs are atempting to change the negdtive aititudes of people and
their misconceptions aout HIV/AIDS in the generd public and among injecting drug
users, sex-workers, and truck drivers These programmes am to promote safer sex
through community-based interventions. School  children and  universty  dudents are



reached through extracurricular activities Universty Taks AIDS programme is one
such dtempt to get across to the youth and promote postive attitudes and hedthy
lifestyles NGOs are ds0 reaching out to children in schools through educationd sessons
on HIV/AIDS and sexudlity.

The importance of desgning interventions for HIV/AIDS prevention among women in
the generd population has begun to be recognized only recently. Efforts are being made
to rase awaeness provide information, and drengthen women's capecity through
empowerment processes. A broad picture of the range of HIV/AIDS interventions
focusng on women indude interventions desgned to empower women, interventions
addressing the problems of HIV/AIDS, interventions employing a need basad approach
and HIV/AIDS prevention in the context of reproductive hedlth.

Deficiencies

Despite these efforts, the mgority of the nongovernmentd inditutions providing hedth
savices are located in urban aess, though there are severa examples of successful
referrd sysems in the NGO sector. Very few NGOs provide comprehensive programmes
and drengthen referrd links. The number of STD services and dinics around the country
needs to be increased, and problems of STDs have to be integrated into the reproductive
hedth package. Blood screening fadlities are not being utilized by many of the hospitas.
There is a high demand for provisons of care inditutions like care homes, hospices The
dae has spoken about hospices, which need to be deveoped and implemented through
NGOs with the involvement of people There is a need for professond support in care
and counsdlling people living with HIV/AIDS (PLWH/A).

2- Government Support

Soon dfter reporting  the first few HIV/AIDS cases in the country, the seriousness of the
problem was recognised and the Nationd AIDS Control Organizetion (NACO) was set
up. Survellance centres with HIV teding facilities have been st up dl over the country
to te and report HIV infections. The am of the NACO is to edtablish a comprehengve,
multisectord  programme in India tha would: prevent HIV trangmisson, decrease
morbidity and mortdity assodaed with HIV infection and minimize the Soco-economic
impact resulting from HIV infection.

The naiond plan dso induded improving the levd of knowledge amongs medicd
pesonnd, to ensure HIV free blood awx blood products through blood sHety
programmes, running public information  campaigns on  condom promotion  and
progranming, sarvice deivery, STl trestment, counsdling and tesing centress NGOs
were encouraged to integrate HIV/AIDS activities within their ongoing programmes
indead of setting up exclusve AIDS prevention projects. Efforts were dso made to
promote collaboration with the Depatment of Youth Affars and Sports through the
Universties Tak Project, a peer educdtion progranme for colleges. HIV/AIDS
prevention is one of the services provided under the broad area of reproductive hedth,



contraception, mother and child hedth care, safe abortion, reproductive hedth infections
and sexud hedith.

Fadliies and traned manpower for sex counsdling were found to be inadequate,
paticulaly for handliing counsdling for HIV/AIDS., Counsdling was essentid  before
and dfter test resllts especidly in hdping infected and affected persons to cope in
changing to safer behaviour by those who were a risk; and for those who had doubts,
queries, or fears regarding HIV/AIDS. Some successfully targeted interventions were
initiated for the prevention of HIV/AIDS,

Although the drategic plan was comprehensve, implementation was not essy. The
programme didn't do as expected and was unable to generate a sense of urgency. It
became difficult to reech out to diverse culturd groups in the country. Denid perssted
even as the reported number of cases tested pogtive for HIV — exceeded 66,000 which was
actudly  underestimated as per UNAIDS. Denid impeded the implementation of the
programme. The conclusons were that infection in surveyed ‘risk groups (sex-workers,
MSM, truck drivers, IDUs etc) was increesng rapidly, which strengthened the prevailing
digma and negative fedings about the risk groups and renforced the notion that
HIV/AIDS is redricted to those ‘risk groups. These countered efforts to make
HIV/AIDS everybody’'s concern. Confronted with this intengfied denid, the approach
that ‘everyoneisatrisk’ did not ring true in the minds of the generd public.

Absence of consensus and inadequate supply

Another mgor difficulty ill is tha more than a decade into the epidemic and after a
number of years of survellance, there Hill seems to be no consensus on the epidemic.
There are widdy different etimates on the magnitude of the problem. Although the
cregtion of awareness about HIV/AIDS was a primary god, the overdl awareness in
various sctions of the populaion gill remans very low. This was manly due to the
culturd sengtivity and inhibitions that hindered open discusson about sexudity and dso
limitations of the gpproach, the methods and materids used for information, education,
and communication. Not enough dtention has been given to monitoring the qudity of
materid produced and even less to assessing the impact of different materids, media and
goproaches. Mogt visud maerid faled to make the link between what was seen as blood
borne disease and the use of condoms. The socio-culturd context, vaues, customs and
socid daus, socidization process and concept of sexudity were not adequately explored.
Progranme gaff did not undersand how dl these affect interpersond communications,
sexud decisorrmaking, sexud practices and behaviour.

Vaious methods have been devised to implement these plans but the gods have not been
achieved and there are 4ill wide ggps in knowledge among medicd practitioners and a
low level of awareness among the public. In populaions where awareness is high due to
the various intervention progranmes there hasnt been much interndisaion of this
knowledge and therefore, it has not trandated to behaviour change. Focus has been more
on prevention programmes, interventions and care have not been a priority.



The mgor problem is one of adequate supply. Inditutiond care by the public and
voluntary sectors is very low and inadequate and does not meet the demands of the
people seeking trestment. Smdl fragments of the population i.e the organized sector
have some sort of security cover under various government acts and provisons. As most
of the workforce does not come under the organized sector, government's security
savices do not reach them. Increesingly materidisic and sdlf-seeking professonds have
replaced the breed of professonds who were respongble for the initid achievements in
Public Hedth. A lot has to do with didortion of vaues and work ethics in these
caegivers. The expendve curaive medicd sarvices provided by the private sector
caeing to the urban dite is very discriminatory, and more such inditutions are needed in
the rural settings and in the urban dums.

HIV/AIDS in India is dgill a hidden infection. Caregivers forget professond ethics and
cary ther own biases to their workplace. The reaction to HIV among hedthcare workers

is often dependent not on wha they know about the virus, but what they beieve they
Know.

This reaction includes an exaggerated fear of contagion and an indinctive categorization
of the infected person. The key role of hedthcare workers and dl intervention
programmes should be to ascertain the nature of the prevailing mythica frameworks and
to provide an dternative narrative based upon rationd truths and sound ethica principles.

V- SEXUAL SOCIALIZATION, HETEROGENEITY AND POWER
EQUATIONS. FIELD DATA

Sraegicdly, HIV/AIDS prevention and control progranmes  ae now principaly
oriented towards target groups for severd reasons. There is evidence that these groups are
more vulnerable to the virus than the generd population and given the large populaion of
India, target programmes for smdler groups are more vigble.

However, it needs to be noted that dl the groups and communities sudied, whether
practicing high-risk behaviour or otherwise, are not isolated groups, but are in congant
interaction with each other.  Fidd data indicates that the interaction between the various
communities blur the boundaries between lov and highrisk groups Lack of
infradructure in teems of hedth care, educaion, and employment combined with
patriarchy increases the vulnerahility of al sectionsin the society.

In this sudy, the data has been collected from groups and communities who are viewed
as practicing ‘highrisk behaviour as wdl as those who are conddered & “low risk”.
From the discussons, it appears that the low risk groups are represented  in some low
income communities in Ddhi. . Treditiondly, MSM, sex workers, and intravenous drug
users ae among those conddered as practicng hightrisk behaviour. Street children have
been induded as a highly vulnerable group.
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1- Settled and Migrant Communitiesin Delhi

The  “mandream” community is becoming increesngly wvulnerable to HIV/AIDS in
India due to a lack of knowledge awareness and unprotected multi-partner sex. The
postion of women in society, socidisation of boys and girls, segregetion, the culture of
dlence and the taboo on discussons  about sex contribute to the increased vulnerability
of the low-risk groups The ISST dudy on Gender Dimendons of HIV/AIDS in 2000,
reveds tha even the dngle patner maried women ae vulnerable though generdly
conddered leagt atrisk .

Our fidd dudies with maried women, adolescent boys and migrant workers confirm
daming trends of high risk of HIV/AIDS among these maindream groups. Discussons
with workes of an NGO warking in the low-income groups in Ddhi, further
corroborated the gopdling date of hedth care in Ddhi dums and the resulting risks of
HIV/AIDS.

Due to inceedng unemployment in rurd aess, migrant andlor seesond  workers
conditute a large pat of the labour force in most Indian dties This group, though an
integrd part of the maingream workforce, happens to be a very high-risk group, due to
long separation from their wives and the resultant risk-prone sexua behaviour.

Focus group discussons were conducted in a community with lower midde dass
populaion and squatter dum settlements. The locad people are the  proprietors and let out
rooms to the migrat populaion. The migrant populaion is manly compossd of
rickshaw pullers smdl-scde indudrid workers talors and  workers in the informd
sector from Haryana, Bihar, U.P. and Rgasthan.

a) Socialization and sexuality

A grl gas married soon after puberty. As soon as a girl darts mengruating , the parents
look around for a groom. Mogt of the girls reported that their mothers had said you have
grown up now and you have to behave yourself. Sometimes a girl might be able discuss
issues related to sexudity with her elder Sgter or perhgps a agter-inlaw. If she asks too
many questions about her body or aout sexudity dshe is ridiculed. Soon she gets to
understand the culture of silence.

The daughters-in-law in a family never st on the charpai or cot. They st on the floor, as
they ae not dlowed to gt a the same levd as ther mothes-in-law. This custom
demondrates the subordinate status of daughters-in-law in the family. They dso keep a
ful or patid vel when they wak in the neghbourhood and cover ther faces
completedly when a man passes by. Mothers-indaw, on the other hand, do not have to be
veiled and joke with the men of the neighbourhood.

In most cases, the girl is maried to an older boy. This makes the newly wed bride
vulnerable, as her older husband might have had premarita sex.
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‘Men also go to sex workers before marriage. If he does not get married in time, he might
take the ‘wrong’ path’, says an aged participant of afocus group discusson in Ddhi.

Moreover, it is generdly accepted that men in the Indian society have to prove ther
manliness on the firg night of the marriage. In many cases, the man vigts sx workers
before marriage to gain practicad knowledge on sexud intercourse. Due to low condom
use, there is an increesed risk of getting infections, which could be trangmitted to  the
bride.

Typicdly, boys ae given more freedom than girls thus adolescent boys may get
exposed to sexud risks a an ealy age Moreover, sexud outlets are often accepted for
growing boys and youth as a necessty. A lot of emphess is dso placed on the boy's
"character” as wdl, and many parents exercise a certan degree of control over their son's
actions. Girls are often viewed as evil and respongible for luring boys.

‘Adolescent boys might visit sex workers. We can't keep tabs on where they are
going. But if we get to know then they'll get a sound thrashing. We keep an eye on
the young girls. Girls are equally responsible for luring boys. Why should we always
blame boys? Parents should therefore keep an eye on their children...”

‘IT we feel there is something obscene on the television then we don't allow our
children to watch it. Children who are sensible won't watch these programmes'...

*Couples should change their sleeping arrangements. If the children are grown up
and are capable of understanding what's happening, then the child should not sleep
next to his or her parents.’

Source: Focus Group Discussions with married women in Delhi.

Whether accepted or nat, it is a fact that adolescent boys are initiated to sex early in life,
mogily through vidts to sex workers or friends of the same or different sex.

‘Many of our friends visit sex workers. Boys have a curiosity for sex workers as
they hear stories from older boys and also want to experience sex... in the peer
group, it is related to prestige and status . Friends laugh at the boys who do not
have any experience in sex, says a 17 year old boy'.

‘Homosexual and bisexual activities are not unknown to boys in our community.
Sometimes, older boys and men force younger boys to have sex.

Source: FGD with adolescent boys in Delhi

Vidting sex-workers is  common among  migrant labourers Due to long separations from
their wives, they tend to visit sex workers. Thisis often under peer influence.




‘People do visit sex workers, available in the G.B. road area (red light district of
Delhi), ...even here in our locality, women are available’, said a participant in the FGD
who is a migrant. ‘Otherwise, what can a person do when his wife is not with him?’
says another.

Source: FGD with migrant labourers in Delhi.

b) Women's health

The common illnesses  within the community were identified as fever and influenza For
illness women prefer vidting private doctors. There are a number of private doctors
across the dum. In contrast they do not like to take advantage of free sarvices from the
government  digpensaries, mainly because the doctors ae impolite and dso ther
medicines ae of poor qudity and thus not efficacious. In addition, government doctors
do not give enough time to listen to the patients and privacy is not ensured.

People fed more comfortable with private doctors. At times they even get injections
when medicines don't work. They sad that they prefer going to lady doctors for certan
illnesses, which they are unable to discuss with mde doctors. For common allments and
illness they don't mind mae doctors. They sad that the doctors boil the needles before
reusng them. At government dispensaries they are not concerned about the mothers
hedth but place greater emphass on children's vaccingtion and family planning. Before,
these digpensaries would a least  didtribute iron teblets but now they no longer hand out
tablets.

Wamen fed ther children need more atention and cae, “we don't need to spend
unnecessarily by getting ourselves treated. During frequent fever and illnesses we (also
husbands) use self-medication.’

If the woman of the house fdls ill she has to do dl the housework irrepective of her
illness. If sheisunable to get up the husband says sheisjust making afuss,

No one had ever used ord contraception. A few had used copper -T and a few others had
got themsdves operated after 45 children. Only one woman admitted that her husband
was usng condoms as a means of contraception because he sad she was dready wesk
and contraceptives had dde effects Men think that the use of condom is very
inconvenient, and therefore, they don't want to use them Some women felt that it tears
easly henceitisusdess.

Another said that ‘if men were gentle and loving the condom wouldn't tear so
easily”. It is believed that “it is always better for the woman to get herself
operated. If the man gets himself sterilized and if in spite of it the woman
conceives, she gets labeled as having a bad character. Vasectomy isn't always
successful”.

Source: Focus group with married women in Delhi slums.




c) HIV/AIDS awareness among men and women

Women from the sdected group had never heard about HIV/AIDS on teevison. Despite
an avareness workshop which was hed in the dum for a couple of days very few were
able to tdl the modes of trangmisson. Mog sad tha they didn't know wha the
preventable measures were. Not much of the awareness-generding progranme had been
interiorised by the members. Responses like, ‘“Hum to achchi jagah mein rehte hai.
Yahan pe yeh sab bimari nehi hai’ (We dl say in cleen places. We don't have these
diseases around here) were given by anumber of women.

Boys sudying in schools know dout HIV/AIDS. In many schools, where NGOs have
conducted programmes on sex educdtion they ae awae of HIV/AIDS. One boy
confessed that he had used condoms. The awareness in boys who study in schools where
no such programmes have been implemented is very low. They have heard of HIV/AIDS,
but do not know of the modes of tranamission.

During a FGD, migrant labourersmentioned that dl of them had heard about HIV/AIDS.
They know it is a killer disease, which may be tranamitted from sex workers They adso
know that a ‘used needl€ may tranamit it because it is ‘dirty’. They sad that, the doctor
should use a new syringe and needle for each injection . When they were asked if they
check this when they vist hospitads or private doctors, they sad that sometimes they
forget to check, and sometimes it is not & al possble to check because the doctor
prepares the syringe and the medicine behind a curtain. When the question was asked,
“Did you ever ask the doctor or the pharmacist, if the syringe is new or sterilized?”, one
of them sad, “Never. The doctor may scold me Nobody like us (illiterate and poor)
dares to ask this question.”  When people vidt a doctor for a serious hedth problem, it
seems they are more concerned about getting the medicine than about knowing whether
the syringe has been Serilized.

In the FGD with migrant workers, one person said that, “people do visit sex
workers, sometimes on G.B. road or even here in nearby areas.. even in the
neighbourhood women are available.” The question was asked, “ Do they use
condoms?” The answer was, “No 1 have not heard of condom use by any of our
friends. | heard educated people use condoms. (Humne suna hai ki pade-likhe log
nirodh istamal karte hai. Hum to nehi karte....Bahut dikkat hota hai. Fisal jata hai). I
have tried this long ago once with my wife. It is a bit difficult, because it slips”.

They reveded more about ther sexud behaviour. While chaiting during leisure time, the
issue of sex comes up very often. Someone says he knows a woman in a nearby area
who is avaldble for sex though she is not a sex worker. Men do not have to use condoms
for intercourse with a known woman. The reasons are, (1) they think that, as she is not a
brothel based sex worker, she has little chance of contracting HIV; (2) If she has
contractedHIV/AIDS, it would show on her face (Agar koi aisa bhayanak bimari ka
shikar ho jaye to dekhne se hi pata chal jayega). It should be mentioned here that they do
not know the difference between HIV and AIDS. One of them said, “many of our friends




try to keep relations only with few women. They do not go to an entirely unknown worman
at G.B. road (red light area of Delhi) or elsewhere, unless somebody, who knows, takes

them.”

Sometimes people suffer from STIs, even if these are just a few. Generdly, they prefer to
go to ayurvedic heders or to privae doctors. Somehow, people bdieve that ayurvedic
medicines hed these diseases quickly. They dso fed that it is eeder to mantan privecy,
with an ayurvedic heder. They prefer to go to a private doctor, basicdly an unregistered
medica practitioner because they bdieve. They think it is eeser to tdk openly to a
private practitioner on these maters . They are not comfortable gang to hospitds. That

means the loss of awhole day’s wage.
Source: FGD with men, women and adolescent boysin Delhi.

A positive woman in her marital family

Asha is a 32-year old H1V positive widow with two children. After her husband died
of AIDS-related illness, she was asked to get herself tested. Presently, she is
suffering from loss of appetite and weakness.

Asha along with her husband was living in an extended family. After her husband’s
death, she continues to stay with her in-laws. According to her, she is being treated
well by her in-laws. “They were taking better care of me than they did for their
son”. She feels this might be due to the guilt feeling that their son's wrong doings
had brought her to this state. She came to know that her husband had relations
with other women outside marriage. She says, ‘It's not possible for an ordinary
Indian woman like me to leave her husband, so 1 never thought of it. Moreover, 1|
had to take care of him/

During the interview, Asha's mother mentioned that her son-in-law frequently fell
ill and her daughter took all the responsibilities of care and treatment. She went on
to say that, ‘during his last days in the hospital, most expenses were borne by us. I
used to carry food for him regularly. From his family only his younger brother and
one of his uncle were with him, even his own parents refused to see him when he
was on the death bed.” After his death, Asha was sent back by her in-laws, they
didn't want to take up her responsibility and the fear of infection was very high.
Then after a lot of discussion with her in-laws the point was driven home that, ‘she
got the infection from your son, it was no fault of hers, why won't you keep her
with you.

They accepted that Asha and her children stay with them.
Source: 1SST's study on Gender Dimensions of HIV/AIDS, 2000.




d) NGO Effort

The fidd workers of an NGO in Ddhi informed that one essentid way for preventing
HIV tranamisson was effective trestment of STls, which  ae prevdent in the
community. They were involved in mobiligng the community to atend the dinic. There
were individud counsdling and group discussons on reproductive hedth problems were
a the dinicc The number of dients (manly women) dtending the STD dinic is
increesing. It is a difficult task to motivate men to atend . Mot men are unwilling even
to ligen. The fidd workers remarked that sexud activities were quite common among
adolescents.

In smdl group discussons with married women, it emerged tha women nether had the
courage nor the opportunity to tak about metters rdaed to sex with their husbands . One

woman rightly questioned, ‘how do we ask our husbands to use condoms?’

2- Female Prostitution

Prodtitution is not dways subject to crimindizaion ; in some cultures the practice may be
regarded as a sacred rite. In those societies where prodtitution and related behaviour are
cimindized, it is typicdly the proditute rather then the dient, whose behaviour is
regulated, reflecting double standards of sexud mordity.

In ancient India, this ingtitution was not only recognised but gave access to a certan
socid datus. Proditutes could wield a great ded of power through ther reationships
with noblemen and aidocras Today, it is an outcaste professon. Yet incressng
incidences of proditution and expandon of red light arees suggest that the professon
enjoys the paronage of the sociely. Growing mde dominance, deditution of women,
indudtridization have led to the commercddizaion of the traditiond inditution,
sanctioned by socid and rdigious cusoms for cetan cedes Trafficking in girlSwomen
is one of the lowest forms of violation of human rights today, where women and girls are
20ld like commodities and ironicdly it is a highly profitable indusry. There are new
entrants into this professon everyday. These ae women who ae victims of socid
oppresson and poverty. A large number of sex workers are descendents of old traditiona
and rdigious groups — like the Devadass in North Karnateka and South Maharaghtra,
Basavis in Andhra Pradesh, temple dancers in Orissa, etc. There are dso other
communities who have been sending thelr deughters into prodtitution for generaions like
the Nats and the Bedias of Rgasthan. Women enter into this professon in two ways

Voluntary proditution, where women adopt it voluntarily due to lack of any other
means of liveihood, the family may be apaty toit;

Women who are forced into proditution through rdigious and customary practices,
kidnapping, rape and sale of their bodies through intermediaries.
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a) Progtitution and women'’s overall satus

Prodtitution should be viewed in the context of the overdl dStudion of the Satus of
women in India Beddes economic ressons old culturd and reigious practices,
patriarchy, socidisation processes and superditions are important factors that need to be
undersood. There ae vaious other socio-psycho-gtuationd factors and moativations
behind a girl or woman wanting to continue with sex work. Women in progtitution have a
vay low daus in most societies, perhgps one of the wordt in India They are labelled as
‘randi  or “bad women” and the vectors of HIV and other sexudly tranamitted infections.
The palice, the pimps and the dients dike, harass them and mogt of the time they have to
give in to the demands of the dients who do not want to use condoms. They have no
dternative snce ther subsgence needs are being met through this professon but the
price they have to pay is horrendous.

It is difficult to edimate the number of proditutes in India The avalable etimates of
Devadass ae mere conjectures. A survey conducted by Ghosh and Das in the red light
aress of Cdceutta in 1987 among 6,698 femde sex workers found that the average number
of clients per worker per day was 2.7, and the rates for both short-time and night vigts
vaied condderably in different areas. About 37 per cent of the sex workers reported that
they were either forced by family members or others or had been lured into progitution
with fadse promises of a job. About 59 per cent were reportedly abandoned by ther
husbands. 30 per cent were domestic hel pers before becoming sex workers.

On the other hand ‘cdl girls ae women who practice proditution a a hotd or ther
client's resdence. They usudly do not identify themsdves with the sex workers. Their
rates are on the higher sde and they have the option of choosing therr dients. They are
mosily linked to upper dass progtitution.

b) Laws regarding progtitution

The objective of the Suppresson of Immord Traffic in women and girls Act (SITA,
1956) was not to do away with proditutes and proditution but to inhibit or abolish
commercidised vice, namey the traffic in persons for the purpose of proditution as an
organised means of living. An underlying assumption in the STA is tha proditution is a
‘necessry evil’ tha provides an outlet for uncontrolladble made sexudity. Though SITA
did not am to punish proditutes, it gave enough power to police and other government
agencies to terorise, harass and financidly exploit them. The Immord Traffic Prevention
Act (PITA), 1986, is a uniform legidaion goplicable to the entire country and is an
amendment of the STA (1956). It does not confine proditution only to the act of a
femde offering her body for hire, but recognizes sexud exploitation or abuse of a mde or
a child for commercid purposes. The man thrug of PITA is the enhancement of
punishment and cregtion of new categories of offenses The objectives of the Act are two-
fold: it recognizes the abuse of power by the police during rads and prohibits mae police
officers from meking a search of femade sex workers unless accompanied by femde
police officers; and secondly it seeks to draw women away from proditution through



ther rehabilitation in Protective Homes which should prepae them for ganful
employmert.

Agang this background, two short fidd dudies were conducted in two different
communities where women ae involved in proditution. These were the Devadass of
Karnataka and the Bedias of Rgasthan.

c) Devadasis (sacred prostitutes)

The cult of dedicating girls to a dety, cdled Devadass, is prevdent in some pats of
Inda A "Devadas’ means a woman dedicated to, literdly a dave of, a daty, whose
duties comprise a combination of ritud and community entertainment to assat pogtive

fertility and prosperity.

Religious prodtitution has been in practice in severd parts of southern India since the third
century AD. Prepubety girls from poor low-caste homes are dedicated through an
initiation rite, to the daty in the locd temple during full moon. The sysem of dedicating
women to a temple is a religious act to gppease the deity. Sometimes even before menarche
dhe is auctioned for her virginity, “the deflowering ceremony” becoming the privilege of
the highest bidder. Ydlamma is represented as the principd Goddess who is worshipped,
but recent research has shown tha other daties such as Meenakshi, Jagannath and Hanuman
are aso propitigted in this manner. On account of being maried to a God or Goddess
“Devadass’ are cdled “Nitya Sumangdi” (for ever married).

However, in the areas where the system/cult is prevaent, they cal themsdves “Basavi” |,
“Jogeti”/ “Jogin”, “Devdi” , “Nakin” and a times "Sule’ (progitute). All these terms
have sexud connotations — ether of cdlibacy (asin Jogin) or of prodtitution (asin Sule).

Severd factors ae sad to be respongble for the origin and exisence of divine progitution
in India The fact that temples require whole-time devotees to serve them was a primary
factor. This, in turn, led to the belief that women thus dedicated would appease the Gods and
would ensure fertility of women beonging to that culture. Hence they developed their own
daus, roles and rituds, whereby they paticipated in rdigiousauspicious ceremonies in the
community. Over time, the cusom encouraged exploitetion of one section of society —
especidly the poor families in the lower castes — by others usng religious sanctions to
gratify mae desre.

Some other factors that could have led to this sub-culture may be:
The custom of dedicating girls to temples emerged as a subgtitute for human sacrifice,
with the am of appessng Gods and Goddeses and thus securing ther blessings for the
community asawhole.

Itisarite to enaure fertility of the land and an increase of human and animd populion.

It ispart of the phdlic worship, that has existed in Indiafrom early times.
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Probably sacred proditution orang from the cusom of providing sexud hospitdity for
drangers, and if the mortd wives of a daty offered such hospitaity, prosperity was
bound to result.

The Devades cult represents licentious worship offered by a section of society,
subservient to the degraded and vested interests of apriestly class.

The Devadas system is a custom ddiberaidy created to enable exploitation of lower
caste peoplein India by upper castes and classes as.

- The upper castes have influenced the egtablishment of an order of proditutes who
are licensed to carry on their profession under the protective shied of rdigious belief.

- The establishment of such system due to poverty ensures that upper class maes have
accessto low caste women to satisfy their carnd desire.

- The system enaures that  powerful people in society are in a pogtion to subordinate
lower-caste people out of fear.

There is no evidence of temple proditution in early times though it certanly exiged in
ancient civilization. The earlies reference to girls being dedicated to temples gopears in a
Tamil inscription dating back to 1004AD. In the Kanaeka region, dnce time
immemorid, proditution has exised and Devadass have been pat of this professon. By
the 7" century AD, the Devadas inditution seemed to have taken firm roots in the Indian
culture. In the course of two centuries many temples were built in South India and
Devadass were recruited to provide various rituds to Gods and Goddesses. In northern
India, the dedtruction of temples by Mudim invaders led to the decline of Devadess but
it continued unabated in southern parts of India Even dfter state governments enacted
legidation during the 1920s and 1930s preventing the dedication of girls to temple Gods
and Goddeses, the inditution  survived in some places in different forms and on a
smdler scae.

The present dudy was conducted in the Bdlay and Kudligi taduks of Bdlary didrict in
Kanataka. Bdlary is one of the most backward and drought-prone didricts in the
country. The avalable government infrastructure and services are quite inadequate and of
low qudity. The mgority of the population bdong to scheduled castes and tribes and
other backward communitiess Hedth problems ae compounded due to mdaia
gadtroenteritis, AIDS etc. A number of the Devadass are living in Kudliigi and Bdlay
tduks dong with other sex workers who come from other generd communities. The
Devadass ae cdled Basavi in the region. The Basavi does not mary but lives in her
paents house with any man of equd or higher case whom she may sdect and her
children inherit her father's name. In earlier times it was consdered prestigious for a rich
landlord to keep young girls He would bear dl expenditure The present Studtion is very
different : it is a daly sex busdness In this district mogt Devadass practise from home,



though there is dso a large proportion of Devadasis in the red light areas of Chennai and
Mumbal.

Family, socidization, sex work and marriage of Devadas's

Mog of Devadad’s mothers are dso Devadass These days, a number of poor families
have many daughters and no mde member to earn a livdihood. The ddest daughter in
such cases is dedicated as a Devadas even though the mother is not a Devadas. There
ae caxes where girls lose ther virginity before mariage and are forced to become
Devadass. Mogt of the Devadasis stay with the parentd family.

One drong resson for dedicating their daughters to God in the name of Devadas or
Basavi is tha the family gets an income and they are teken care of by the man to whom
the girl is dedicated. The girls enter progtitution a the age of 12 years or whenever she
atans puberty. The practisng Devadass live within the community but in Separate aress
or dregts and ae not dways found in groups For example in Kudligi mog of the
Devadass live in an area, which is close to the bus stand and centraly located. In Bdlary
the Devadass do not day in the outskirts like other sex workers. They are scattered and
Say amidg the community.

These days, many Devadass mary one of ther patners or dients usudly from ther
owvn cage (vamiki) and sometimes from an upper cede (lingayat). Some unmaried
youngders dso come forward to mary Devadess as a rexult of the influence and
education dispensed by the locd NGOs and government department schemes. They ae
maostly from the same caste and from the same locdlity.

Government departments such as, KSWDC (Kanaeka State Women's Deve opment
Corporation), Women and Child Deveopment Depatment and locd NGOs often
organize mass mariages for such women. These initiatives have had limited success and
have rased questions about their red outcome on the lives of Devadads There ae
reported cases of men who married Devadass for certain benefits and who have deserted
them .

Some Devadass in Kudligi (colony) are daying with a sngle partner without any officd
mariage. The Devadads usudly stop sex work after marriage. They day loyd to those
whom they marry. These Devadass may entertain other dients if it is inevitable and if
the patneshusdbands ae not cgpable of supporting them  finencidly. Few
patnershusbands don't live with the Devadess but vigt them frequently, fulfil ther
demands and support the family with cash, cdothing eic. They have ther own families

Saying separately.

In Bdlay, the Devadass practice their sex work from ther homes. Generdly the

Devadass enjoy a better postion in the community then other commercid sex workers
because it is a traditiond practice. Even if not married, most Devadasis have one or two
patners. The income of the practicing Devadass depend on their age and looks. The
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young and beautiful ones gt more cusomers and more money. Men say that Devadasis
Oet better treatment than wives because they are dways available for the man.

Rajamma’s story:

Rajamma is a young 21 years old woman , born in a lower middle class family of
Bellary district. She has two younger brothers. Her father was a porter and her
mother a housewife. She says, ‘When 1 was 3 months old 1 had wounds on my head.
No treatment could cure me so my maternal grandmother prayed to God that if my
wounds healed then I would be dedicated as a Devadasi. When 1 was 12 years my
grandmother wanted to make me a Devadasi, my mother was against it but my
father was not bothered, as he was an alcoholic. 1 didn't know what was happening. 1
was young and good-looking, and all clients preferred me. I was practicing sex at my
mother’'s place in a small room. 1 became fed up of entertaining clients and
whenever 1 saw my friends who had married and were living happily with their
husbands, | felt bad. Fortunately, at that time (1996), | learnt about one of the
government schemes - promoting Devadasi marriage; 1 decided to benefit from the
scheme. | decided to leave the profession of prostitution. I had to face a lot of
opposition for this decision of mine. 1 had already two children by then. However,
ultimately with the help of a local NGO | married one of my clients. He was not
married yet . 1 got some financial support also. 1 bought a goat. At present, both
my husband and 1 work as construction labourers. 1 have four children now. Two
years ago | got a tubectomy operation. The operation has created some
complications for which 1 need to undergo another operation but 1 do not have the
money to get myself treated. My eldest son who is 8 years, also works with us at
the construction site and the other three go to school.’

Rgamma is now a maried woman and the community does not see her as a Devades
anymore. She keeps visting her parentd family during fedtivds and they too vidt her.
She performs dl theimportant festivas a her house.

Hedth, hedth care, awareness about STIFHIV

The Devadass reported some common alments as backache and somachache. They
prefer to go to private doctors because in government hospitds and Primary Hedth
Centres (PHC9) there are no doctors, medicines are usudly out of sock and in addition,
the medicines provided are of poor qudity. At the same time, they have to wait for long
hours. Some even mentioned that though the services are free, there is no assurance tha
the doctor gets time to see them.

In dl the focus group discussons, avareness levels on STIs and HIV was found to be
high. They knew about the modes of transmisson of HIV and that unprotected sex is the
man mode of trangmisson. Ther source of information was found to be radio, T.V,
posters and advertisement in cinema hdls. At the Bdlary Didrict Hedth Office (DHO),
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they are conducting awareness programmes on HIV/AIDS, which reached only the
Bdlary tduk populaion. The Devadass seemed to bdieve that HIV is like any other STI
that can be cured if detected ealy. They dso sad that condom use was a method for
preventing transmisson. They sad that though they ingg that ther dients wear
condoms, mos of the time the dients refuse and try to convince the Devadass by
offering more money. One Devadas mentioned thet : “1 would like all my customers to
wear condom, not because of STls including AIDS but only because | do not want to
wash my private parts again and again. | don’t want a dirty man’s semen to remain in my
body” .

Thiscertainly pointsto the helplessness of women in proditution.

Hedth care fadilities

A few home caregivers and doctors from the government as wdl as from private nursing
homes and NGO workers were interviewed. The government hospital does not have HIV
teging fadlies nor do they have beds for treating AIDS patients, however private
cinics have HIV teding facilities The dermatology and STD depatment refers the cases
that show symptoms of AIDS to Bangdore government hospitas. In one of the private
hospitds the doctor said that there are 23 new cases of HIV every week. They refer the
patients to a NGO in Bangdore that provides care and support . Yet ancther nursng
home mentioned that they come across about 8 to 10 new cases of HIV every month.
Whenever married persons are found to be HIV postive ther spouse and children are dll
tesed for HIV. Recently, one NGO has darted a counsdling centre on the campus of a
nursing home.

Efforts until now

Some locd NGOs have worked towards the rehdbilitetion of the Devadess. As
mentioned earlier mass marriages have been organised for them. In 1989, NGOs trained
them in taloring, basket meking and dso supplied the required equipment for ganful
employment. Some of them were dso provided with houses and micro-credit activities
were initiated. It is believed that only a few Devadasis stopped practisng sex and  sditled
with sngle partners.

Now many sew for a living . Some have even become dage atigs Mos men and women
go for condruction work. When women go to work, the aged women (modly ex-
Devadass) look after the children. In other didricts of Bangdore a few organizatiions are
working with Devadasis, providing rehabilitation to those who want to leave sex trade.

c) Bedias (Tribal groups)

The Bedia identify themsdves with the Kshatriya Rajputs and come under the Scheduled
Cade caegory in India Traditiondly, the community formed vegrant gypsy-like groups.
Dancing and proditution have been a femde professon for generdtions as wel as the
maor source of income for the community. Earlier women and girls used to sarve as



concubines to  men of the upper castes They dways lived in the villages where the
Bedia women were reportedly  concubines of rich famers . The community is divided
into various dans They practice community endogamy and dan exogamy. Most of them
live in extended families Thar women, who make money from progitution, largdy
contribute to the family income. According to traditiond accounts, a large pat of the
Bedia earnings came from proditution and dancing. Now mogt of them ae engaged in
agriculture. Traditiondly the Bedia women did not entetain people from communities
consdered lower than ther own. In the last few decades, as the practice of concubinage
dedlined in the region, the Bediawomen got involved in prodtitution.

A large pat of the Bedia population resdes in the Bharatpur didrict of Rgasthan. The
present study was conducted in two villages in Bharatpur.  From the outset, it is essentid
to mention that the Bedia community does not identify itsdf with sex workers. In fact,
they object if they are labded as s=x workers They prefer to identify themsdves as
entertainers or dancers. As one dderly woman remarked with pride “ My daughter is a
dancer in Bombay and often her boss takes her to Dubai for dance performances There
sheearnsalot”.

Hidoricdly ther rdationship hes dways been unfriendly with the Jatavs and Gujjars.
The Bedias condder themsdves higher than these two communitiess who have dways
looked down on them . Due to this reason a number of Bedia families shifted to the
neighbouring village, where they are the mgority. In the early eghties the rdaionship
became worse. The Jatavs and Guijjars repeatedly protested @ang proditution of Bedia
women indde the village They fdt it was a bad influence on their women folk. This
forced many of the Bedia to move to the outskirts of the village. The girls and women in
the professon dated moving out to metropolitan dties like Delhi and Mumba and to
other towns in North India They are ds0 functioning in smal numbers on the highways
It must be mentioned that a large number of Bedia women who ae involved in
progtitution in different towns and cities are actudly from these villages.

Bedia men prepare country liquor, which they sdl during the evening. The people who
come to buy liquor are lured to have sex with Bedia girls In  recent years, a number of
Bedia families have acquired agriculturd land. This has become a dight diverson from
their main income source. Men do not work full time on the fidds, they employ widows
and women from nearby villages to work on the fidds These women labourers  get
influenced by the Bedia girls and soon redlize that there is more money in sex work. So
they aso get involved in the sex trade..

Family, socidization, sex work and marriage of Bedias

In the Bedia community girls enter the professon as ealy as 12 . Traditiondly only the
ddet daughter of the family was dedicated to this professon. But now times have
changed and it was observed that any daughter could be sent to this professon. In the
case of poor families devoid of land dl the girls take to proditution one after the other to
support the family. These girls or women may function from home or are sent to red light
aress through pimps. The pimps and the middlemen are pat of the Bedia cdan. Thee
girls could be st to the red light arees of Mumba, Ddhi, Alwar and to other amdl
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towns in and aound Rgasthan. From ther place of work they send money and maintan
ther links with the families by vidting them during fesivds Fom ealy childhood
younger girls are sent to vigt their ssters and cousns who are into the dhanda (sex
work). They observe everything. As akey informant mentioned,

“Young girls get to see the glamorous side of the profession; they see the money
involved and experience a better life. By the time they attain puberty they have
seen a lot of the profession and are already accustomed to the whole tradition.
They are asked to decide whether they want to marry or enter the dhanda. The
girl's family is paid twenty to thirty thousand Rupees by the first client for
deflowering the girl. By rule the girl can never refuse this man ever in her life and
has to be available for him anytime. The girls are then taken to other areas perhaps
by a relative who is operating as a pimp. In the first few years the girl is obliged to
change her place of work every few months so that she does not develop emotional
attachments to any particular client. The major part of her earnings is sent to
the family as the family subsistence depends on it. Most of those women and girls
visit their home during festivals. During this time the girls bring suitcases loaded
with gifts for the family and come in a car. In the Bedia village, most of these
households have colour televisions, music systems and mini generators etc. The man
in the family, mostly the father or the brother is the pimp who invites clients and
negotiates”.

The girls who do not get into prodtitution, gt married with somebody in the community.
Marriages are aranged through negotiations at guardian’s level. There is dso a rule in
the community that once a girl is married she can not get into progtitution. But the present
gtuation is different and in anumber of casesthisruleis not followed.

The pradhan (local leader) of Bedia village said:

“A lot of money is coming from prostitution and people get tempted. My own sister
in-law is into the business. It is her misfortune. She got married, but her in laws
forced her into prostitution. It is completely against the community’'s law. A
married woman cannot step into it. We later brought her to her parent's family. But
as she was already in prostitution, nobody could marry her. She cannot live a
respectful life. When we asked her to choose whatever she wanted to, she had no
option but to choose prostitution. A prostitute can marry if she finds someone”.

There are cases where sex workers have married one of ther dients. Many a time, the

couple then work as pimps. The girls could be ther own daughters, could be bought or
‘kidnapped’. When the women cannot aitract many customers due to their age, they dart
ther own busness by bringing ther girls into the professon. In one case, a sex worker
who had been into the professon for more than fifteen years was very insecure because
she didn't have a child, ‘1 am very worried. | desperately want to have a child but | have

problems in conceiving. Who'll look after me in my old age?




In the case of Predti, a locd Bedia girl, who was working as an educator with a NGO, the

community forced her into progtitution. Although she opposed and refused to join the
professon the socid pressure was 0 drong that she had to give in. Presently she is in
Dehi and functioning independently, her brother who is with her manages and negotiates
with the dients. She is working in a reputed hotd as a beautician from where she gets her
dientstoo.

The Bedias are spread across other didricts in Rgasthan. In some other didtricts, buying
and «ling of Bedia girls is common. Bedia girls ae sod only within the Bedia
community. After afew years of work, they are 0ld againto another pimp.

Hedth, Hedlth care, Awareness about STISHIV

In the Bedia community, awareness about HIV seemed high, they sad that they knew
about the use of condoms and that they asked ther dients to use it, but in some cases
ther clients refused to use condoms. Upon further probe they said ‘No, we can't refuse
clients if they insist on not using condoms. After all, this profession is providing for our
subsistence needs’. The sex workers do not go to the PHC for therr illnesses. If they fall
ill they manage to take care of one ancther. During illness, mogt of the time, the Bedia
family members take care of ther girls They ae taken to private practitioners without
delay. In case of older women the gStudtion is different. When a woman is unable to
entertain enough cugtomers the family does not take much care of her. She has to look
after hersdlf.

A vist to a Bedia housshold congsing of 9 members highlighted the vulnerabilities of
young girls The ddest daughter of the family was a sex worker in Ddhi. The next
daughter was reported to be suffering from neuro-syphylis and was goparently il
working. The third daughter, Meena entered the professon two years ago. At present she
is aound 18 years. She reported symptoms of STIs and had not gone for a check up. She
sad @ ‘the family is in debt and | have to continue. My elder sister who is in Dehi has
already paid her part of the debt (around a lakh). Meena has three younger ssters and
two brothers. She daimed to earn Rs.300 - 400 per night. Meena sad : 1 make it a point
that the clients use a condom. If the client does not know how to put it on, | help him do
so. Mog of her dients come from neighbouring villages. She mentioned that she was in
love with one of the clients who vidts her frequently and is dlowed to have sex without a
condom.

Meena sad a large number of NGO hedth workers had come to this area and conducted
awvareness on STls induding AIDS. They tdked to girls like her. The NGO workers
once took Meena to a hedth camp but there was o follow up. According to Meena, her
parents did not seem interested in taking her to the hospitd  in the town.



The village Pradhan’s (Headman) version on AIDS he said,

Yes I’ve heard about AIDS. It is a dangerous disease. | know one neighbouring village
girl who was working in Bahrain and came back very sick with AIDS Doctors verified
that she had AIDS She was kept in a ‘Women's Home' (Nari niketan) in Delhi. No she
did not stay with her family. But her family visited her frequently.

Hedlth care fadlities

The nearest Primary Hedth Centre (PHC) is located a a disance of 2 km from the Bedia
village. The doctor a the PHC sad tha he fdt tha 70% of the generd populaion
auffered from STls but very few reported to the PHC. He aso informed ta none of the
Bedia people come to the PHC. He sad tha availability of medicines and trained deff
was dways a problem. As there was no lady doctor and the auxiliary nurses were not
aufficiently trained , very few women came with ther problems. Even if a woman came
with a STD problem, the auxiliay nurse informed the doctor of the symptoms and he
would prescribe medicines without examining the petient.  Women are embarassed to
get themsdlves examined by mae doctors. The doctor advises them to bring the husband
adong but the husband never reports. Once a case of HIV was reported and the officers
fromthedigrict turned up to isolate him from the community. The doctor said tht,

“We as doctors are asked to do a lot of things and bring about a change in the mind
set of people during our posting in villages but it is always frustrating because they
understand nothing. They are very ignorant and | have to run after them for their
well being. There is a man who is suffering from silicosis. 1 have come to know about
his symptoms from the workers of an NGO, which is working in this region. I had to
run after him, as he himself was not coming to the PHC. People think that I am
corrupt. They think I do not distribute the full quantity of medicines. It gets very
difficult to drive sense into these people's heads. You know that the facilities at
the PHC are not good.”

The doctor further reported that in one of the areas on the highway, where Bedia women
sl s, the government edtablished an STD dinic. Unfortunately, the utilization of
savices by the Bedia community was 0 poor that the dinic had to be dosed. According
to an informant Bedia men do not like to send their girls to the dinics as they fed that
outsders could lure the girls No HIV teding fadlities are available in the didtrict or even
the surrounding didricts. There are no blood banks in the didrict. Recently a privae
blood bank has been st up. Abortion is a common practice anong the Bedia progtitutes .
They modlly get it done by private practitioners.

Efforts until now

Interventions  in the Bedia community have not been continuous and sudtained, it has
mogtly been from outsders who have come and gone. Although the awareness about HIV
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among the community is high it has not trandaed into change of behaviour. Serious
efforts have not been made to involve the Bedias in planning interventions.

Successful interventions by NGOs to empower sex workers have taken place in
Sonagachi, the red-light areas of Cdcutta . At Sonagachi sex workers have formed
support groups to educate their peers on how to protect themsdves from STIs and HIV.
Even the HIV postive sex workers have got their support group to provide emotiond,

socid and practica support to their counterparts.

Four levds of negotigions summarise the range of empowerment drategies in the
context of safer sex practices:

Negotigtions with onesdf — to improve perception of sdf, sdf-eteem, aticulation of
ther rights and legitimate socid identity.

Negatiaions with dients — to indude olidarity building within the group of sex workers,
mae sex workers, dients and permanent partners.

Changing and chdlenging dructures and inditutions like the police legd machinery,
educationd inditutions medicd esablishments and other groups such as pimps madams
efC.

Negotiation with ideologies — this incdudes chdlenging the condruction of the good
(wife) and the bad (whore) women.

The s=x workers intervention project in Rgashan ams a reducing the risk of HIV
infection among sex workers, thar dients and the generd population in five didricts. The
organistion has hdd traning camps and initiatled generd devdopment activities They
seek to improve the lives of sex workers, address issues such as land rights, hedth care
and access to safe drinking water, dectricity and basc education for children. The initid
response from the community was a demand for genera community services rather than
condoms.

Strategies

A number of pogtive characterigics of the Bedia community come into focus All spoke
about family acceptance of sx work. As mentioned ealier, they do not identify
themsdves with brothd-based sex workers and fed superior to them. So drategies that
are gppropriate for brothel based sex warkers may not be appropriate for them.

Form the above it is dear tha both the Bedia and the Devadass are knowledgegble about
STlIs incduding AIDS, yet they are undble to refuse unsafe sex. Along with knowledge
negotiaion skills need to be imparted. The entire education has to be geared towards an
empowering process. Women have unmet needs these have to be identified and drategies
have to evolved around them .



Tageted interventions involving the whole community seems more fit in ther Stuaion.
The whole communities of Bedias / Devadass have to be involved in planning and
implementing the programmes. Men have to be tageled and involved from the very
beginning, because even though women are the eaners men decide. Due to education
and outdde influence, many young men ae beginning to redise tha sex work is not
prestigious and women have to come out to join the maingream.

Interventions with boys and girls have to dat ealy in life During the soddization
process girls are indoctrinated to the glamour of sex trade. Sexud hedth education could

elaborate on the hazards of the profession, which might wel be aturning point.

Qudity hedth care services seem to  be lacking in these areas. There has to be a network
of traned and senstive locd PHC doctors and Regisered Medica Practitioners (RMPs).
The need for lady doctors a the PHC was brought up again and again. The attitude of
the local PHC doctors was very judgmenta and therefore unacceptable.

It should be borne in mind that key culturd varidbles such as lifestyle, sexudity norms,
mariage, secrecy surrounding STIs induding HIV/AIDS and  confidentidity and  other
amilar socid vaues of these communities must be mede avalable to and respected by
groups that work towards HIV preventive programmes. These could include locd NGOs
or locd doctors and RMPs. In other words, programmes and people that are sendtive to
culturd traditions will be acceptable to these communities.

Other groups of people who need to be targeted are the locad people around the Bedia
community who ae the dients of the Bedia sex workes  The Devadass ae
comparatively better accepted by the community because of ther rdigious sanction.
Different communication drategies for each group will be more effective than a single
method of educating people.

Involvement of religious leadersis akey to the success of these interventions,

Hedth interventions by locd PHCs and NGOs functioning in the area have to indude
education and behaviour change programmes about HIV/AIDS. The messages have to be
interactive and participatory.

The doctors and caregivers expressed the need for counsdling and care services as an
esentidl  component  of prevention and care Accessble and  afordable  Voluntary
Counsdling and Testing Centres (VCTC) would enable people to get tested

One of the locd NGOs working in and around the Bedia villages has employed the young
members of the community to open libraries in the area Books are being provided for
the community. Many adolescents in the village become members of these libraries and
have access to books and magazines.

IEC (Information Education and Communication) materids could be made avaladle to
the community through these libraries dong with other daily magazines and storybooks.



At the NGO levd, women's organizations, community-based organisations need to
collaborate to inform their members about life threstening illnesses due to ther lifetyles
through discussons, dide shows in a very nonqjudgemental way. To encourage behaviour
change, peer educators need to know when to enlarge the basc message, when to ligen
and when to empahise and how to bring infoomaion on HIV/AIDSSTIs into
conversations about other issues. Pressure to use condoms needs to be encouraged during
these discussions.

Fndly, it will be immensdy hdpful to involve young BediaDevdes boys and girls as
peer educators to ensure community participation.

Rehdbilitation of women who are leaving sex work or who want to leave t has to be
integrated within other programmes. Another important task is to lobby politica leaders
for legidative changes and to improve bedc infredructure like hedth cae and
educationd fadilities in the arees. The law on Immord Traffic Prevention Act needs a
new chepter on rehabilitative process, deding with medicd trestment, monitoring,
fdlow-up, education and mangreaming. The law is ineffective with regard to upper-
class proditution. There is dso no provison in the Act for a competent legd ad sarvice
for thevictims

3- Men having sex with men (M SM)
The data presented here is based on afied study in Cdcutta

Homosexudity, or sexud activity between persons of the same biologicd s, is a
phenomenon which exigs universdly, but is subject to wide vaiaions in its incidence
and in the way tha society and the culture view homosexud acts or rdationships. To
develop gppropricte prevention drategies it is essentid to undergand the psycho-culturd
frameworks within which sexud behaviour operates and the context in which they
operae in India A didinction needs to be made between homosexud behaviour, found in
most known societies, and homosexudity as a paticula role around which individuds
congtruct identities and canmunities of ‘sub-cultures are framed.

Homosexudity is a mater of strong socid disgpprovd in contemporary India and was a
taboo subject in public forums until recently, when some educated and professond men
and women took up the quetion of recognition and rights of homosexuds.
Homosexuds in this country are not given enough space to express themsdlves, though a
number of andent Hindu texts incduding Kama Sutra do tak about homosexudity. Even
the Vashnavic notion of worshipping Krishna, where the devotegs body contains the
fedings of Radha, can be interpreted as a concept of sexud dudism. In Idamic Sufi
literature homosexud eroticiam  is a metgphorical expresson of the spiritud relationship
between God and man.

Along with sodetd denid and disspprova, Section 377 of the Indian Pend Code (1860)
crimindizes homosexud acts . This datute is based on the British law — Offences againgt



the Person Act (1861) —, which was subsegquently indituted in al colonised countries
induding India and Irdand. The lav was passed making the act of sodomy illegd, but
not homosexudity as such. In independent India, section 377 of the IPC is 4ill in force.
Homosexud activiss in India think that because of the exisence of this law, mde
homosexuds are ‘subjected to systematic harassment, blackmail and extortion at the hand
of enforcement agencies and the public. On the other hand, scrapping off this law without
an amendment of the exising ‘rgpelav would wipe out the lagt option for lodging a
complant agang mde rape. It should be mentioned here tha rape is quite common in
homosexudlity.

Indian homosexud movements that have come up recently are drongly westernised and
ae present among upper middle dass and upper dass people. Moreover, people from
upper income groups with access to resources are more voca and have more access to
wedern information. But in gened, homosxud behaviour is dill dmog  totdly
unacceptable. Even if it exids in the society, the responses of the community are modtly:
‘It does not happen in our community...it is not part of our culturé or ‘our men are not
like that’. Many men, even if indined to homosexudity , would not be determined or
adventurous enough to trandate it into homaosexud or bisexual behaviour.

However, it should be mentioned here that culturd condruction of homosexudity in
India is different from that it in the west. Frg of dl, homosexudity is not politicised in
this country like in many countries of the west. Secondly, physcd proximity among the
people of same sex is quite naturd here. Some homosexud activigs in this country think
that the Indian society is not as homophobic as in the west. They think thet in some
western country , strong anti-gay lobbies dso exig 9de by Sde with a srong gay lobby.
The lobbies are dsent  where homosexuds are discriminated againg mainlyin the form
of verbd insult and teesing.

InIndia, MSM can be categorised asfollows.

Amongd mdeswho-have-sex-withmades neworks, boysmen are sdf-defined as koti or
dhurani. They cut across income groups, class, cade reigion and region. They gender
themselves through effeminate behaviour in specific goaces. Ther exaggerated behaviour
makes them vigble in severd public aenas,  this is usad as a flirtation mechanism. Mades
in need of sexud rdief irregpective of their sexud choices may often respond to these
feminized maes for ord sex, medurbation and where space and a messure of privecy
permits, and sex. Significant numbers of kotis aso sdl sex in certain environments.

Kotis spesk of the ‘red man’, who is the panthi, aso known as giria or parikh It is not a
«df-defined term  like koti. Among the mdes who exhibit a socdled ‘normative
behaviour, some may sexudly dedre other mdes while for many it is Smply an act of
sexud penetration. The panthi vists specific locations where he knows kotis are available
for sex, for which he may or may not have to pay. MSM have their cruisng points and
ae generdly seen a these points (like the lake catan parks and some public toilets)
from seven to ten in the evening.
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Sexud rddionships between  kotis and  panthis, both for commerdd and non-
commercid purposes are prevdent. Some  kotis have ther fixed babus (patronsiclients).
Others look for new partners every night. The act of sex does not necessarily depend on
monetary transactions as  emationd attachment and like or didike develop a lot in the
relaionship. Kotis have sex with their partnersfor gifts, money or just for plessure.

Many of the men dated that they liked and sex because it was ‘tighter’ than vagind sex.
They seek Kotis as sexud patners due to non-avalability of women for and and ord
sex. Recent anecdotal evidence indicates tha many maes see femaes as vectors of
sexud diseases and therefore unsafe for sex. They dso fed that vagind sex is more risky
than anal sex.

The mgority of panthis are invisble In India it is a hidden group. They do not want to
reved ther sexud identity. Many of them are ether maried or likdy to be maried in
future.

The third group among homosexuds is known as dupli. Duplies believe that there should
not be unequd power dynamics in sexud interaction. It is not important for them, who
is penetrating who in a sexud act. Hence, they can be both penetrated by their partners or
penetrate their partners.

a) Socialisation process of MSM

The socidisation process is a very important phase in the lives of the MSM. The
childhood years are important for knowing the sdf. This is the time when gender notions
ae ye to be devdoped. They like dressng up like girls and playing with dolls. They do
not face much gibes from their dders during this period. During school years the didinct
redisstion that they ae different dawns on them. This is the time when others essly
mark them out due to ther effeminate behaviour. Their classmates dart teesng them. At
the same time, problems dso come from friends, neighbours and relatives They deveop
low sHf-edeem. On the other hand, in thar sex life, they are subject to rgections from
ther ‘dream men’ . A number of kotis are aso forced to have sex with senior boys.
Experiences are not dways negdive . Few of them dart enjoying the sexud act by that
time. Parsons with a dmilar atitude and sexud identity come together and a community
feding develops. As aresult, a network among the kotis forms at the locd levd.

Manish a twenty-three year old young man shared his own experience:

I was born in a middle-class family of south Calcutta. 1 clearly remember that 1
used to play with girls and dolls. I really loved to play with girls. Very often my
relatives teased me about this. ‘Are you a girl, why are you playing with girls?’
Once my aunt asked me, ‘Can’t you play with boys of your age?’ But I felt that 1 was
more comfortable with girls than boys.

At the age of ten when I was in 5™ standard my cousin sexually abused me during a
marriage gathering. The boy was around twenty years old. This went on for 2 years,
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whenever he would visit my home, he would have sex with me. 1 was scared of that
boy. But I never protested against it. Whenever 1 tried to stop him, he started
ridiculing me for my feminised behaviour. He also used to complain to others about
my behaviour, and elders in my family got a chance to scold me. But if I allowed
him to have sex with me, he did not complain about me to others. This (having sex
with him) gradually turned into pleasure and 1 discovered that 1 have feminine
desires.

At this point in time, 1 realised that I was different from other boys. Around that
time 1 watched a movie, and was attracted towards a famous cinema star, who
acted as the hero in that movie. 1 felt a strange attraction and desire for that man.
I was very embarrassed. | even started questioning myself, ‘what is happening to
me? How can 1 tell others that I love him.” My self-esteem was very low during this
time. Fortunately, 1 got a few friends in school, whose ideas and behaviour were
similar. My own group members and 1 used to stick together. We were teased and
cornered by other boys but our group used to move together. We were always
ready to defend ourselves against any physical abuse on the campus with dividers
and compasses from the geometry-boxes against any physical abuses .

When 1 was in class 7, my friends took me to the lake. The lake has been one of
the important cruising grounds for male homosexuals of south Calcutta. Initially, I
was teased by the kotis of my age but later they accepted me. I was very happy to
meet others whose behaviour was so like mine. I understood that I was not alone.
They taught me everything. From them, I came to know that 1 am a koti. 1 came to
know the terminology used for homosexual and homosexuality, and other words.
Gradually, 1 realized that I could love a ‘man’ of my choice.

b) Initiation to sex in the life of an homosexual

Young men and boys, usudly unmaried, may find themsdves sexudly aroused through
body contect ether when playing or desping next to each other. Many a time it
transcends into a variety of sex acts. Here the sexud act may be mutud masturbation or
thigh sex. Mde to mde sexud acts is very narrow in this context. These sexud acts are
not seen as sex but as madi or khel, a sexud play between boys which is not conddered
as srious becauseit does not involve awoman.

Where there is an age or power hierarchy or both, and and ord sex may dso occur,
generdly the younger patner acting as the receptive partner. This type of sexud activity
can be cdled ‘dodi sex’ (friendship sex) and is linked to discharge sex without any
condruction of sexud identity. Dedre may be focused on femdes. Non-avalability of
femdes leads to this Friendship sex does not prevent marriage and may continue after
mariage . Unequa power or age hieracchy may lead to sexud abuse In hodds or a
home, senior boys or eder rdatives ranging from cousn brothers to uncles often abuse
young boys sexudly. Many a time sexud exploitaion by seniors and colleagues becomes
the initiating factor.




¢) Friendship and romance

Romance and friendship in the true sense come in the laer years & school. Many of the
kotis edtablish relationships with so-cdled ‘sraght men' a this sage. The redions ae
not dways dable. Patnerships generdly last  between a week and three months .
Sable and yearlong patnerships ae adso reported. The emotiond atachment is much
more intendve for the koti than for the other person in the pair. The patner’s sexud
preference and identity is not known in mos cases. He may be a bissxud or a
homaosexud. Rgection in love comes quite oftenin life.

Manish narrates, “in the 9th standard, 1 joined a gym near the lake. A boy of my
age, Vinod, was also a member of that gym. Both of us became good friends and
came closer. | developed a soft spot for Vinod. We had sex several times. Later
the partnership broke. We parted after some time (after their secondary
examination) and we stopped going to the gym. Vinod started going around with
girls. Later we met again in the college but the relationship never renewed.

During the second year in college 1 had an emotional relationship with a man who
was staying with our family as a paying guest. During that time, we were facing
several domestic problems. My father had a cerebral attack. Our guest helped us a
lot. He almost became a member of our family. We became closer and established
an intimate relationship. Even my association with my organisation weakened during
this time. Unfortunately, the relationship with the person did not last. I noticed a
change in that person. He was not coming back home regularly and was moving
around with several girls. He also started avoiding me. I was quite depressed. It
took me a long time to get over this episode in life. I had a major depression, lost
a year in college. 1 promised myself that I would never have any emotional
relationship in life”.

Akhil, a support group member of around twenty years of age, comes from a lower-
middle class background in Cdcutta. He narrates his own story:

“Presently, I'm attracted to a young businessman who visits me at the lake. I have
become emotionally dependent on that man. He comes every evening to meet me.
We sit together near the lake and chat for a long time. Recently, a friend of his
became attracted to me. My friend introduced this fellow. He meets me whenever
my friend is not in town. My friend did not like it and questioned me about it.
Anyway, now he plans to marry and settle down. He asked me if 1 want to stop the
relationship. I told him that 1 would not mind continuing”.




d) Male sex workersin Calcutta

A number of kotis in Cdcutta are engaged in sex work in some form or other. Severd
dynamics exig in  homosaxud sex work. One popular form of sex work is giftsex. It is a
foom of mde sx work, where the sarvice provider receves gifts indead of cash. In
Cdcutta, the gift ranges from a par of leather shoes, to an expensve jacket and maybe
to a cdlular telephone.  Gift sex seems to be happening a lot in hotels and guesthouses.

Waiters, massage boys are involved in sex-work in these places. There are dso a number
of youths, who are looked after by ther dients in terms of accommodation, dothing and
food. Many mde sex workers gopear to work in public sex environments, where dients
are from across the dases Sometimes, clients will take them to a guesthouse from the
‘pick-up’ aea. In south Cdcutta, the lake area is one of the mogt interesting cruising
joints for  homosexuds By sSx in the evening they come to this place in search of
clients. The monetary transactions gtart from 50 Rupees per sexud act. It may go up to
200 Rupees per act. The rate varies between good-looking kotis and badlooking ones and
aso the appearance of the panthi. If ‘he’ is handsome, a koti may agree to have sex with
him for less money. The sexud act takes place behind a bush in a pak, on a deserted
platform, in aralway compartment, in one of their houses or in ahotd.

€) HIV/AIDS and risk linked to MSM’s sexual behaviour

Homosexuds are extremey wvulnerable to STIs and HIV transmisson. Discussons with
many of them in Cdcutta indicated low prevdence of condom use for and sex. ‘It spoils
pleesureé is a very common expression. It is dso commonly beieved that HIV s
trangmitted only through vagind sex. Many a time and sex is seen as ‘madi’ by the
panthi, and is not congdered red sex, and so they indulge in unprotected sex.

Emotiond involvements are aother reason that leads to unprotected sex. If the panthi is
handsome or a nice man with a gentle dispostion, the koti may devdop an emationd
atachment to him. It becomes totaly unimportant to use a condom in such cases
Emotiond atachments dso reduce the barganing power of the kotis. Many a times the
relaionships do not last long. Moreover, these men ae sometimes desperate to get a
partner, which further reduces ther bargaining power. They do not hestate to go with a
complete stranger.

Akhil, an MSM in Calcutta, narrated a story:

“One night 1 was returning home at 10 o'clock with a friend of mine - Bappa.
Suddenly we noticed that a stranger was following us from a distance. My friend
and 1 took a different route so that we could reach the main road quickly. The
route we chose was risky as many thefts and robberies take place there. After
crossing the main road near a cinema hall we looked back and found the man
standing on the other side of the road. As soon as we looked back the man called my
friend. Bappa told me, ‘He is calling me'. 1 asked him whether he was willing to talk
to the man. Bappa replied, ‘Yes, let him talk to me'. Both of us went to him. The man




told me that he wanted to talk to my friend privately. At first 1 did not agree. |
thought that Bappa might be in danger. 1 had never seen that man before. But I
found that Bappa was keen on spending some time with him. They talked for a long
time. 1 was watching them from a distance. The man said that he would come later
some day. He also asked my friend if he was available there every evening .

The location used for a sexud act is another important factor in determining whether a
condom will be used or not. Sexud acts, which teke place near lake desarted ralway
platforms or rallway compartments are mostly without condoms. These sexud acts are of
short duration. Due to the shortage of time and space, the koti can neither bargain with
his client nor can he monitor his client for the use of condom. Partners often cheat kotis
by teking off the condom before peneration. A support-group member, who is working
among the kotis in Cdcutta, informed that condom use is very low. Although he
digtributes condoms the kotis do not use them.

After a risk assessment programme ly an organization in Cacutta, it has been found that
condom use in the suburbs is absolutdy nil. In south Cdcutta few demand condoms and
there hasn't been much response among the kotis of north Cacutta North Cdcutta is
relaively more congeted as compared to the southern part; hence there is lack of
avalability of space and open venues to hold such discussons A difference in the
outlook of the people is obsarvable between the residents of north and south Cdcutta
The former ae the traditiond people with consarvative viewpoints and the latter have a
relaively modern, indifferent and non-interfering outiook on life.

And sex is very common among homosexuds in Cdoutta as dsewhere. During and sex,
some kotis may end up with ruptures and injuries, though it is not very common. They
vigt the locd practitioners and are unable to explain the dtuation to them. They generdly
sy that they have piles The doctor gets to know and threstens the koti that his family
will be informed if he does not spesk the truth. He is operated only when he tdls the
truth.

SHf-edeem is gengrdly low among the kotis in Cacutta Low sdf-esteem drives people
to risky behaviour. In the terminology of mae power, the mae who is peneraied during
X is conddered to be like a femae and hence inferior. The smultaneous ‘giving up’ of

mae power makes a koti a subversve and timid entity in the eyes of the others and they

are magindised in society. There is  little urge to protect onesdf from any ham. In a
number of cases, kotis have got themsdves cadrated or have tried to join  a group of
eunuchs in search of an identity. Many kotis have a high levd of disstisfaction with their

made bodies. This dso negativey influences ther sense of sdf-esteem.

Kotis a the lake have a srong community feding. They keep contacts with each other
and hdp each other. At times they discuss ther problems and try to figure out the
possble solutions.

However, there is a diginct difference between the kotis from the low and the high-
income groups. The ones from the higher income group have separate cruisng venues
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and don't interact with other kotis MSM who earn Rs 500 do not interact with those who
earn Rs 200. A member termed these people as sdfish.

f) NGO efforts

An NGO in Cdcutta working on a number of projects has an important project with the
MSM  community. Back in 1995, few kotis had dated discussons on ther group
behaviour, atitudes The possbilities of edtablishing an organization were discussed  at
the lakesde or in ther houses The initistive amed a deveoping communities of men
who ae largdy discriminated againg by society. The ONG has been trying to  present
options for the life of MSM and has been working with these men on padld
condructions of masculinity. The organization has a resource centre on mae gender
dudies. It beieves in sudying mde gender as a sgparde identity  while integrating it in
the dudy of both maesculinity and femininity. At present, it is conducting a risk
assessment among kotis in Cacutta They have severd outreach programmes at different
cruisng venues in Cdceutta Support group members provide counsdling and condoms to
the MSM.

Veay few organisations in Cdcutta ae meking gSmilar efforts to address issues of

MSMs. These interventions are taking place a smdl community leves and need to be
integrated in al HIV programmes.

Strategy

HIV/AIDS intervention drategies for MSM should be linked to awareness raisng and
other wider issues. Space for discussons on gender condruction and sexud preferences
might change the attitude of society towards homaosexuds

At a broader levd, decrimindisation of homosexudity is necessay for providing a
culturd space. With the legd reform, there will be more societd acceptance. Negotiation
power of the kotis will dso increase which will leed to reduction of risk behaviour.
Preventive actions for HIV transmisson canot be teken care of without these larger
reforms.

The myth that and sex is ot ‘red sex’ and therefore not as risky as vagind sex, needs to
be dedroyed. It is rather paradoxicd tha some MSM do not fed vulnerable to STis
incdluding HIV and continue to have unprotected sex while others are unable to negotiate

safe sex. Life skills education and traning need to be targeted to endble them to perceive
and ded withtherisks.

4- Street children

UNICEF has defined dreet children as, ‘those who are of the street and on the dreet.” ‘Of

the dreet’ refers to those who live in he dreet and ‘on the street’ to those who spend a
dgnificant pat of the day on the dreet either for vocationd reasons or for a wide range
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of other activities like begging, rag picking, car washing or atending to some Sde Sreet
shop. UNICEF has incdluded them under children in difficult circumdances. They are d<0
cdled ‘highrisk children’, ‘children in need of cae and protection’, ‘abandoned
children’, etc.

The problem of dreet children is a globd one and exigs in both the deveoped and
developing countries, with a difference in gze and magnitude. As the countries ae
becoming more and more urbanized, the number of dreat children is  growing. The
following are the categories of sreet children:

1. Children on the dreet — these children gill have more or less regular family contect .
Ther focus in life is 4ill the home Very few atend school, most return home a the

end of each working day.

2. Children of the dreet — this group is smdler but complex. Children in this group see
the street as their home and it is there tha they seek shdter, food and a sense of
family among companions. Family ties exig but are remote and ther former home is
vigted infrequently.

3. Abandoned children — these have severed dl ties with the biologicd family, they are
entirdly on their own, not for materid but dso for psychologicd surviva.

Every Indian city has a Szesble number of children who are unaccounted for and who
live in shocking inhuman conditions These children are found on the dredts ralway
platforms, markets, dums and sguatter colonies. Along with other miseries in their lives,
these children are exposed to high-risk sexud behaviour in their early years. They have
often been subjected to abuse and harassment. Sex is eadly avalable for them. Finding it
vay had to make both ends meet, they are driven to a life of precarious surviva. Hedth
savices, for this margindised group, are inaccessble and unfriendly. The mgor focus of
the exiging HIV/AIDS programmes is on school-gaing children. The responses to
prevent the soread of the infection in out-of-school children are isolaed interventions by
some NGOs Thee ae few efforts to link work on prevention of HIV/AIDS with
developmenta programmes that address poverty, gender, education and access to hedth
care.

a) Running away from home and socialization on the streets

For the present tudy, discussons with dreet children were held in Cdcutta. Children run
avay from home ealy in life a the age of 7-8 years. Mogt have contacts with their
families and vigt ther family once in a while. They run away from families because of
il treetment from thar father and stepmother, lack of space a home, in search of a better
life and to seek freedom. Some sad tha they could not fulfill therr parents wishes and
ran avay. Some did not like to go to scthool and sudy. Many children run away from
home because they cannot bear the stress of family problems, especidly when the father
is dcoholic and beats the wife regularly. They are sometimes motivaied by friends who
have dready run away .



The Stories of Babu, Samir and Vijay

Babu (21 years) has been living in the Sealdah Railway Station for the past thirteen
years. He narrates his story:

‘1 come from a low-income family. My father used to sell sweets at ‘melas’. 1 had an
elder brother also. We used to live together. My mother died during delivery when
I was a seven-year-old boy. My father remarried. My stepmother was so nasty
towards my brother and me that one day my brother left home. He never came
back. 1 too tried to runaway from home. Once I left home but I came back. 1 was
scared. | did not know where to go. My stepmother was beating me up regularly.
One of my neighbours advised me to runaway from home. Finally, one day 1 ran away
from home when | was only 8 years old . My aunt dropped me at the railway station.
I couldn't locate my elder brother. I started staying on the roads and used to beg
and eat leftovers at the station, till one day an unknown person in the station called
me and said that he was my friend. He agreed to share his small space in the
platform with me.’

Samir (24 years) comes from a low-income refugee family. His family came from
Bangladesh and settled near Calcutta.

‘1 ran away from home when | was 7-8 years old. I just felt like running away one
day because of the lack of space. I never had any interest in studying. When I came
to the station 1 became a rag picker. 1 used to move around in the surrounding
areas of the station. I was noticed by an NGO and was sent to school.’

Vijay (11 years old) lives in a congested area of north Calcutta. At present he works
in a tea stall as a dishwasher. He shares his experience:

‘I ran away from home when | was 8 years old. My original home is at Bangaon, in 24
Parganas near the India-Bangladesh border. My mother died when 1 was 6-7 years
old. My father is a vendor. He started living with another lady and stayed
separately from us. My two younger sisters and | started living with my
grandfather. Villagers started teasing us. One day | ran away from home and came
to Sealdah station all alone.’

Boys and girls after reaching the dreet or ralway dation find it difficult to obtain food.
Soon they dat eaning through rag picking, working in tea ddls or seding. Sowly a

rel ationship devel ops between the older ones and the new comers.
b) Sexual abuse/sex in life
For mogt of them, the firg sexud contact in ther lives is through sexud abuse or forced

sX. A large number of the boys are aso repeatedly sexudly dbused by some men in the
dation, which lead them to indulge in sex ealy in life Some of the boys watch adult




movies with older boys and friends. Later they try to enact the scenes from the movies.
Gradudly, they gart having sex with thelr peers

Forced sex is a big problem in children's lives  Children cannot protet . They ae
threstened by excduson from the platform. A number of times, little boys are teken to
hospital for treatment of injuries caused by forced and sex. This becomes the initiding
factor for the children. The peer educators later found the same boys indulging in sex for
pleesure. Kids dso agree to have sex for money and food . Sometimes older men show a
lot of affection towards a paticular young felow who might be a newcomer to the area.
They provide food and a place to degp and later compd the young boy to have sex with
him. Even in the cinema hdls, older men have sex with young boys in the darkness

Babu relates : ‘The man who provided me shelter in the station sexually abused me
one day. 1 was badly injured.’

Anwar (12 years old) relates : ‘An aged person in the station, who lives with his
family there, sexually abused me. He did bad things with me.’

The girls who come to the rallway dation dso indulge in sex in ealy life For them too
initidly it is forced sx. The ralway police who patrol the dation a night teke the girls
to vacant tran compatments and have sex. Secondly, both these girls and boys ded raw
vegatables from the goods trains or the trolleys. If a policeman catches a girl geding,
she is forced to have sex with that policeman or dse he thregtens to arrest her. The older
boys dso accompany the girls to dted vegetables They give the girls protection in
exchange of sexud favours. Mogt of the time, the girls agree to thisfor surviva.

In leisure time, discuss their sexud experiences with their friends. They rdae how they
went with a girl to have food in a restaurant or to watch a movie. They dso share ther
expaience of agpproaching and persuading girls to have sx. They tak about sexud
postures and use ther own terminology to identify both mde and femde sex organs
Most of these boys do not use condoms.

The NGO educators think al these have an impact on the peers. This makes them more
inquistive about s&x and sexud activities. Both boys and girls after some time have sex
for pleasure. The peer educators counsd these boys on HIV/AIDS, STIs and condom use.
They are shown dides of genitd infections. Many of them ligen to them carefully and
now ak for condoms. Some even come to the NGO dinics for condoms Girls a the
dation dso collect condoms from the girl peer educators Peer educators told us that
cases of STIs have dropped sharply. Now only a few come to the clinics with cases of
STls. The peer educators think that their education works pogtively among 80 per cent of
boys and girls

Both boys and girls think that girls have not acquired enough power or commaend to

bargain on sex. Boys can goply force on them. Girls are scared of the boys. If a girl does
not dlow a boy to have sex with her then the boy might injure her with a blade. Findly it

is eeser for them to offer sexua favour to the boys because they are the persons who can
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help them in geding vegetables from the trolleys and give them other basc information.
The girls do not indulge dways in sex for money . They like to have sex. Even the girls
who know the dark Sdes of unsafe sex indulge in sexud activities some times for fun .
The girl pear educators think that the barganing power of girls who ae not so good-
looking is lower than thet of the good-looking ones.

c) Love and romance

In comparison  girls coming to the daion ae much fewer than the boys. Whenever a
new girl comes b the gation, the boys keep an eye on her. She has to depend on some of
those boys for her survivd. Gradudly she becomes intimate with a few or one of them.
Sometimes, she becomes cdose to somebody ese outdde the dation. The peer educators
sy it is vay riky to make friendship with unknown men, as there are some people (both
men and women) who are involved in girl trafficking.

The boys have a competition among themselves to teke possesson of a girl in the gation.
The girl may be attracted to a @ticular boy even if his income is less than that of another
fdlow. The later who earns more tries to convince the girl. He lures her  with a dress or
cosmetics . The girl sometimes changes her mind and prefers  another guy. The incident
may lead to an dtercaion between the boys They decdlare ther right on the girl on the
bass of ther buying power. The overdl impact is bad. The boys sy that, ‘girls are
greedy, they change loyalties very easily for money.’

Young guys may even mary girls living in the daion. These mariages do not last
longer than amonth or two.

The story of Vijay: ‘I fell in love with a girl of my age called Mamoni, at the station.
Mamoni was the sister of one of my friends. That friend of mine asked me to marry
Mamoni, but I had not thought about marriage before then. Mamoni liked to watch
movies; | took her to movies several times. We also had sex several times inside the
garden, in the station premises. Later on, Mamoni became too greedy. She started
moving with other boys for money and clothes. She even established a relationship
with Pavan, a porter. He is a well-built young man. Now 1 have stopped interacting
with Mamoni. Even if we meet, we don't talk to each other.’

d) Drug/alcohol addiction

The boys spend the money mosly on meds watching films and aso buying ‘synthetic
solutions, which they are addicted to. They tear off pat of a doth and pour the solution
on it and sniff. After some time they fed dizzy, and in this Sate they either sed things
indulge in sexud ectivities or just deep off. A number of boys are dso addicted to
acohol and drugs like ganja and charas (hashish).
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€) NGO efforts

Discussons were hdd with members of one NGO, which is working with socaly
disadvantaged children in Cdcutta through education and socid mobilisation  They have
drop-in-centres, night sheters and a hdfway home (24 hours resdentid centre). The
NGO works with the dreet children a the rallway dation and other places in Cdcutta In
response to the dreet children’'s life yle, an HIV/AIDS awareness programme was st
up. Street children are trained as peer-educators to reech out to therr friends and
immediate community with information on sex and sexudity with spedd focus on
HIV/AIDS. Three dinics run to respond to the hedth needs of dreet children. A
counsdling programme for the children isintegrated with condom digtribution.

Strategy

Any intervention programme on HIV/AIDS should be integrated with other exiding
programmes and the basic needs of the community. There is need to have inter-sectord
links with other development programmes like hedlth, education, and the judiciary.

Provison of adequate resources and other facilities such as, sex education, hedth camps,
and production of educationd materids in the locd language and role-playing ae
important. Schemes for vocationd traning leading to rehabilitation and integrating them
into the maindream have to be pat of dl intervention programmes. There is dso a need
for psychosocid interventions induding ocounsdling savices  In addition, more
community centres for children have to be edablished for providing educetion, traning
and dhdter. Such centres are essentid to get the children together for conducting
educationd, wefare and recreationd activities.

Comprehensve hedth services are of consderable importance for dreet children. They
should educate and train children about prevention of dissese and promotion of hedth.
This can be achieved if one is pat of ther life in order to understand their lifestyle, thar
atitude and way of thinking. A planned programme for dSreet children can attempt to
change the behaviour of the individud or modify the environment to meet specific needs
of theindividud.

Peer education methods that have been successful in various parts of the world need to be
reviewed and adapted to the Indian context.

5- Drugusers

The phenomenon of ‘traditiond’ drug use in Ada has been wdl documented since the
presence of the British in the region. Substances such as cannabinoids and opioids have

found ther way to Wesdern makets with substantid profit margins which resulted in
Internationa pressure for Supply Reduction and crop eradication measures.
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Drug usas ae a highly dudve group in India Informetion on the megnitude of the
problem among the generd population is available from four kinds of sources:

a). research projects, b). data from trestment centres, c). views expressed by key
informants such as ex-addicts, government officids, teechers, parents of addicts, drug
peddlers, community leaders and d). addicts themsdves. Mogt recent dudies of drug use
have shown an ecdation in the number of intravenous drug users (IDUS). Those who
inject drugs are 4ill an isolated group n our society. The risky behaviour of this group is
needle sharing, which isknown to be an efficient mode of HIV transmission.

The profile of the IDU in India is diverse and dependent on the location of the user. In
the northeestern states of India such as Manipur and Mizoram the IDU cuts across dl
sodo-economic  drata In other regions of India the lower socio-economic dum
communities gopear to  be more concarned by the phenomenon. Those who indulge in
this behaviour mogly shae a common syringe within a group. Injecting drugs with non-
derile syringe is one of the key risk factors leading to HIV. The entire sysem of taking
drugs mekes them vulnerable to HIV. Ancther group of people who actudly do not
indulge in injecting drugs, ae ds & high risk because they are the sexud partners of the
addicts. The twin epidemics of HIV and substance abuse are fudled by low awareness
levds on the modes of trangmisson of HIV as wdl as community margindization and
socid policiesthat prevent and prohibit access to serile needles and syringes for IDUs.

a) A life dependent on drugs

Many young people stat experimenting with drugs during their adolescence Mogt of the
time they dat taking so-caled soft drugs like charas (ashish) or ganja (marijuana), later
they try hard drugs like heroin or other chemicad drugs like ecstasy hdlucinogenic drugs.
The dose is increesed gradudly. They take money from ther parents, if possble,
otherwise they may indulge in geding or other illegd activities. Peer pressure is high
among drug users. Nevertheess, it should aso be mentioned that peer pressure is not the
only factor triggering ther use of drugs An important number of young people dart
taking drugs only for fun or experimentation, & times it has nothing to do with depression
Or peer pressure.

An activig told us that teking hard drugs or hdlucnogenic drugs is dso due to grest
exposure to the western society through tdevison and films It was dso reported that
many dat taking drugs just for the experience . In the process itt does not take much
time for many of them to become completely addicted.

Once addicted to a particular typelbrand, a drug user firsd goes in search  of his or her
drug . If it is not avaldble then any kind of drug is accepted. Anti-epileptic and anti-
gpasmodic capsules are dso swallowed or injected.

According to informants there is a hierarcchy among drug usars based on the types of

drugs used and the way the dose is taken. IDU are rated the lowest ad will dways be
found in separate groups The upper middle dass drug users indulge more in wesern
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drugs and hdlucinogenic drugs, which are ordly doisorbed. Many usars dso come from
the middle dass, but according to a psychologigt thereisalot of guilt involved.

b) Drugs and sex

Additiond risk behaviour is multi-patner sex dter teking drugs Initidly, drug use
heightens sexud desre. Not only IV drug usars dl  drug users induding  dcohalics, are
equdly vulnerable to HIV if they indulge in multiple patner sex or unssfe sex while
under the influence of drugs A number of intravenous drug users — men, women, and
children — sdl sex to procure drug money.  Frequently, dreet children who may
themselves be peddlers get into drugs some men get ther wives to  procure money for
their drug hebits These women, in turn, dso end up usng drugs and sdling sex to
procure the money.

c) Attitude of family and community

Family bondage is 4ill very powerful in India There are srong emotiond  links within
families But as far as HIV/AIDS is concerned, the economic burden is the main problem
for the family. Mogt of the time, a family cannot afford to kegp a postive person who has
developed AIDS, as medicd expenditures are too high. It is not dways true that the
affected persons are dumped in carehomes.  Family members keep track of ther loved
ones. But there are cases where families need to be motivated. They may be compeled to
take back an affected person.

The community looks down upon the addict who is modly stigmetised, margindised and
dienated from the society.

d) False beliefs about drug use

- Once a person darts taking drugs, he/she can't stop (proper intervention can help a
person to stop drug Use).

- A drug user dways lies chedts, deds (it does hgppen in a number of cases, but one
can't label adrug user aliar/thief).

- Helshe darts taking drugs because of friends or the company he/she is in (at times
peoplewho have no friends and are londly dso take drugs).

- People take drugs only when they are low (drugs are dways associated with negetive
emotions which is not true, a times even the hgppiest of people take drugs, it adds to
the sense of dation).

€) NGO efforts

The Manipur intervention programme has a day care centre and a rehabilitation centre. At
the day care centre they have drug users dropping in during the day. Some just drop in
because they are curious as to wha is going on. During their vist there they ae
counsdled, told about consequences of drug use The whole programme is non-
judgmenta and non-threatening. Anyone who enters the day care is accepted. After a
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number of such vidts, a drug user might decide to go for abdtinence and dat a
detoxification programme. Once the person is a bit sable and no longer dependent on
drugs, home vigts ae made to the family to counsd them and ask them to support the
concerned person.

According to one informant’s experience who himsdf was a drug user, ‘although family
support is there in a number of cases, there is a lot of heditation in it. Family lacks
confidence and faith in the drug user and are always a little wary about the person’s
drug use satus’. The informant sad drug addiction is quite different from acohol
addiction. People with alcohol’s problems have more support from the family but the
family tends to lose patience with drug users, as it becomes equaly traumétic for them.

There are cases where  drug users have dripped their homes of things, cases where they
keep thregtening ther families to commit suicde if they are not given money. The
family finds it very difficult to handle such Stuations

Rehabilitation

At one of the NGO rehabilitation centres in Dehi, a drug abgtinence programme is
proposedtogether with income generdtion and vocationd education. The drug users
themsdves fed they need to be kept busy or they might have a rdapse. They are kept
busy with sports, religious, spiritud  or recregtiond activities.

In relgpse cases, relgpse is manifested  before actud drug use. There are Sgns that make
it evident that the person will have a rdgpse Lying, seding, avoiding people ae some
of the ggns tha are well recognised. During this time the NGO tries to bring the person
back on to the right track by counsdlling.

Some of the key informants interviewed, were ex-drug users and are presently working
and providing support to other drug users who are under the care of the NGO . A dinicd
psychologis who has dso been working a& the NGO for the pas 4 morths provided
ome ingght into the lives of drug usars

The informants sad tha the rehabilitation programme is different from other
rehabilitation programmes run by government or organizetions The NGO  puts more
emphads on emations such as love and  patience while handling drug users who come for
rehabilitation, unlike other progranmes who handle them by giving negaive
reinforcements. They accept anyone who comes to them without being judgmentd.
Occasondly they have to be tough but that only helps the person to get back on the right
track. The environment is very casud and free with no redrictions imposed on anyone.
Only in extreme cases where the individud brings drugs in and supply or molests
others, is action taken. Classes are hdd fa people who are illiterate. Mudcad and sportive
activities are frequently held. One of the ex-drug usars sad that he is dill trying hard to
day off drugs now, and on the contrary if he had been punished or sent to prison he
would not have stopped taking drugs.
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This NGO runs a harm reduction programme in Ddhi. Though a times it is hard and
frudrating, inmaes saw the postive outcome of counsdling, which resulted in gradud
behaviour changes. Drug users are asked to gradualy decrease tharr doses of drug intake.
There are congderable changes in certan cases where individuds have dradicdly cut
down ther daly doses and become more functiond then before Ther families have
been very happy with the changes and have discussed the prognoss with the counsdlors.
Many of them have gone back to work and bring money home They sad tha the
percentage of successful cases was smdl but even if they ae able to change the
behaviour patern of 5 in 100, they fed it is worth the work put in. Later, abstinence is
even tougher, but there have been succesful cases where individuds have stayed clean
for years.

In addition the NGO has incorporated HIV/AIDS, Hepatitis awareness in  its programme,
but feds it does not lead to absolute behaviourd change The hightrisk behaviour after
drug use is difficult to check. Providing derile syringes on a regular bass is not dways
possble At times, the urgency to fix onesdf overpowers one's feding of persond safety.
Among the lower income group, people think that HIV is just another virus, it does not
bother them to have it or not. It was dressed that other programmes such as income
gengration and vocationd programmes have to become a pat of hamreduction and
rehabilitation programmes. If the drug user is not provided with dterndives, then it
becomes difficult to have effective rehabilitation and outreach programmes It was
regretted that mogt funding agencies provide funds mainly for rehabilitation programmes,
and leave out other aspects linked to effective programmes.

Some other organisations have dso opted for harm-reduction programmes. They have put
most  injecting drug users on ora maintenance thergpy and few have dso adtained from
taking drugs 0 as to reduce the risk of contracting HIV. For this , these organizations
have not been provided support from the government and they find it difficult to obtain
funds for their programmes.

The Narcotics Act in India trests dl drugs (soft and hard) smilaly. A person caught
carying 5gm of cocane, heroin or ganja would be punished equdly and the sentences
are equdly harsh. All agreed that laws have to be modified and need to be milder. A drug
user in the Indian context is trested worse than a murderer. The informants spoke from
ther own personad experiences in  prison where they were trested badly by dl, the
atitude of a prison guard to a sentenced murderer being the same as towards a drug
addict. The drug users were given the lowest status and were treated as ‘the scum of he
eath’. Giving examples of areas where drugs are easly accessble, they spoke about a
congested area in Dehi where drug users flock around 4-5pm in the evening to buy ther
daly doses from a peddier who vigts them everyday. The police around the area are
well aware of the facts but get their share of money from the peddler.

Strateqy
One of the mogt effective drategies for preventing HIV infection among IDUs is to

minimise sharing of injecting equipment by ensuring ready access and utilisstion of such
equipment. Many modds of needle-syringe  programmes  exis, incduding  dedicated
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neede and syringe exchanges needle and syringe medicd prescription,  pharmecy
provison, ssconday needle and syringe exchange, didribution through drug injecting
peers, prison exchange progranmes and vending mechine digpensng. The largest
number of papers presented a the conference on IDU interventions focused on needle
and syringe programmes, addressng such issues as modds of savice ddivery,
characterigtics of dients, effectiveness of interventions and meeting the needs of pecific
populaions.

Outreach, paticularly incorporating peer and community-based agpproaches, is dso a
common component of many programmes targeing 1DUs. Sarvices provided should
include needle-syringe exchange and digposd  programme, condom programme , peer
education (including current and ex-drug users), cae of abscesses and other primary
hedth cae, support groups for people living with HIV, referd to detoxification,
detoxification camps family support groups criss support shdter and  long-term
rehabilitation services which must be pat of dl drug programmes The interrdationship
between sexud behaviour and norrinjecting drug use is complex, poorly under¢ood and
little sudied and further research needs to be donein this area.



V- LESSONS AND RECOMMENDATIONS

The vagt culturd diversty of India which indudes meny culturdly fragile communities,
does not dlow theconduct of exheaudive dudies within a limited time span and limited
resources. Thus the scope of the study was as broad as wished. Keeping in view these
shortcomings the conclusions are more generic in nature.

1- Lessons
a) Egtablished facts

Culturdly defined gender condructions and measculinity may put men and ther
sexud patneas a risk of HIV infection. In India, beng predominantly patriarchd,
men ae the decison makers. They are not supposed to display emotions ( they
ae not supposed to cry, ec). They can change sexud partners without much
gppogtion. Moreove, it is men who determine when and how often to have sex.

Girls and women are socidized to assume an inferior podtion. Pre maitd  or
extramaitd reationships ae not culturdly accepted or tolerated. There is
increasing evidence of domedtic violence and sex without consent.

Culturd tolerance to mde-mde bonding. From a very early age, a boy is expected
to be friendy with other boys but not with girls So mde bonding gets quite
drong. It is socidly goproved for men to hold each other’s hand or hug each
other. Men often devdop drong bonds among themsdves and thus bisexudity
goes unnoticed.

At a time of rgpid socid change a degper underdanding is needed for culturdly
accepted behaviour patterns rdlated to courtship and mariage. There is very
limited inter-gpousd  communication in maters rdated to condom use and
fetility, virginity and other matters redaed to sexudity and sexudly tranamitted
infections (ST19).

There is very little quditative data on petterns of sexud risk behaviour of out-f-
shool mde adolecents and unmaried young men. Anecdotd evidence is
pointing to widesporead sexud networking and prevaence of unsafe sex among
this extremdy diverse sub populaion. They are the ones who are creating risk for
othersand area  high risk themsdlves.

Bdiefs and perceptions of different groups on seeking treatment for STIs is an
interesting area of study. Once again, anecdotd evidence is indicating that most
men seek tretment for STIs, but do not necessaily inform their wives / partners .
Wivespatners may get infected but mgority of them do not have the courage to
disclose it to ther husbandspatners. Due to the culture of slence, seeking
treetment for women is often the last recourse. Moreover, preferred trestment may
wdl be from an unqudified practitioner who provides privacy and confidentidity
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to home remedies. Further underganding is needed in the area of treatment
regimesthat are widdly acceptable.

In India, the family plays a crucid role in the life of an individud. It provides
emotiond support and acts as a buffer. Family bonds are very srong and most
families fed that it is their duty to take care of the infected person, especidly if
the person happens to be the mae breadwinner. Most often stigmatisng diseases
like leprosy and TB ae cosdy guarded secrets within the family. It is often a
metter of shared confidentidity.

Socdd atitude towards individuds and families living with HIV and AIDS
(PLWA) is yet to be undersood in the Indian context. Media reports of socid
excduson and violence agang families affected are frequent. As mentioned
earlier the enabling environment for PLWA to live with dignity isyet to evolve.

The magnitude of sigma and discrimination & the corporate levd,, in  hedth
cae centres and even & community level is being reported from various parts of
the country. Little or no information is avalable on the nature of discrimingtion
at the workplace. Enabling legidation and policies are yet to be put in place.

The socid sysem and  functioning of brothds are subject aress that are much
less undergood. Women and girls ae often sold into the sex trade. Brothd
ovngs, Madams and pimps dominate this complex sysem. Sex workers are
totally powerless and this jeopardizes ther right to sdlf- protection.

The sub-culture, group dynamics and socid coheson of injecting drug users ae
criticd aspects for underdanding vulnerabilities At the same time, it is beng
reported that the rate of partner change among drug users is high. In addition,
utilization of hedth and other servicesiis poor.

Repid urbanization is giving rise to the phenomena of ‘dret and working
children’. Thee children run away from homes for better life, but ae
paradoxicaly a an incressed risk of sexud violence from older peers and other
adults

The phenomena of seasond migration and the risk assodated with it require a
degper andyss. Young men (both maried and unmarried) from poorer Sates
migrate to bigger dties and towns for employment, leaving their families behind.
Once in an dien environment, far away from prying eyes and with some money
in the pocket, many of them indulge in unsafe sex and take the infection back
home,

Many culturd minorities  (Viz. Nut and Bedia communities, Devdeds groups

practisng caste and rdigious progtitution, triba populations, etc) ae exposed to
the risk of HIV; thar exisence gppears fragile With rapid socid change thelr
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motivations to adopt dternate occupation and coping mechanisms ae to be
explored.

With the eroson of ther traditiond occupaion more and more of the ‘Hijras
(modly cadrated mdes) are in the busness of proditution. Ther clients ae men
who have and intercourse with them, though paradoxicdly, such men (the
clients) do not identify themsdlves as homosexua shisexuds.

Culturd and linguidic terminology that predisposes vulnerability. Terms such as
‘Gupt rog (means hidden dissese), ‘méhila rog (AIDS-woman's diseese),
‘svgpan dosv (fault during deep), ‘gandi beat’ (sex) ae pat of common
vocabulary, which have implications on HIV prevention programmes.

Each culture has defined coping, bereavement and ritud deansng mechanisms
Coping processes of individuds and families living with the virus need to be
dudied empiricaly. In view of the enormous psychologica dress tha AIDS, as a
condition, has on individuds and families a degper underganding of socid
support mechanisms avalable will prove beneficid for management and care of
PLWA.

In the past, mog IEC efforts have been generd and information based. They have
not been culturdly sendtive, as a result such campagns have often succeeded in
further digmatizing and crimindizing certan groups (sex workers, truck drivers,
MSM ec). Moreover, though they have contributed to rase awareness IEC
canpagns have not succeeded in making people fed wulnerdble The gap
between “Us and Them” has been widened.

Mog of IEC efforts are urban oriented and generic in nature. Rura and remote
communities have yet to be reached. Messages have further digmaised certain
groups. The €forts have not been sudaned through proper media planning.
Culturaly agppropricte campagns need to be targeted usng every channd of
communication.

The dtitude of hedth care personnd towards infected people needs a doser
sruting. HIV/AIDS is viewed primaily as a sexudly trangmitted dissese by
society a large and is therefore, associated with immordity. There is dso a fear
that it could be passed on through ordinary socid contact and nursing care.

Voluntary Counsdling and Tesing Centers (VCTC) ae beng edablished dl over
the country. Is there enough data on the paterns of utilization of HIV-rdated
sarvices sich as access to anti-retrovird sarvices, avalability of drugs that reduce
pain and suffering caused by AIDS-rated illnesses?

Within the context of HIV/AIDS human rights are less observed not only by the

service providers but dso by PLWA. Are savice providers /| PLWA aware of the
human rights issues? Are there violaions and if so, wha forms of redress ae
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avalable? In addition, there is little adherence to ethica principles such as
confidentidity and informed consent in diverse settings.

b) Societal and cultural impact of socio-economic change: an aggravating factor in
the expansion of the epidemic

In India large-scde migration from rurd to urban aess is a seasond phenomenon. This

is due to population pressure on the agrarian land and to some extent due to the glamour
of dty life Economic migraion is a common fedure that attracts young people.

Migration hasits own hedth implications

Culturdly Indian society is a a threshold, traditiond vaues are dill hedd with pride,
adongsde modernization. There is often a conflict between modern and traditiona values.

Literacy leveds egpecidly  women's literacy levels have increesed dgnificantly. The
overd| totd literacy rate is 65.38%, 7585% for mdes and 54.16% for femdes,
neverthedess, the satus of women remans low. The ovedl sex ratio is 933, but some
prosperous dates are depicting a disturbing trend of gender imbdance. The sex ratio in
ome datesisaslow as 821.

¢) Socio-economic, societal and cultural impact of HIV/AIDS: the vicious cycle

AIDS and povety ae dosdy linked. HIV targetls poor and margindized populations
disoroportionately. Poverty underlies much sexud behaviour. Poverty  incresses
vulnerability because of migration, commercdd sex, falure to use condoms needle
sharing among injecting drug users and poor trestment of STIs.

AIDS leads to decressad productivity, resulting in loss of jobs and an increased
expenditure on hedth care services As a consequence, household income decreases,
which aggravates the dready poor nutrition Status especidly for children. 1l hedth and
poor income lower school enrolment.

In other words, AIDS is a condition resulting from dedtitution, disempowerment and
discrimination.

On the other hand HIV and AIDS lead to socid exduson, rgection from the group, and
bregking of the family.

d) Cultural references and resources.

Culturd Traditions and habits

They not only bind communities together but dso define datuses and roles Some
culturd traditions are heglth promoting while many others enhance risk, for ingance:
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- it is generdly acceptable for men to have sex before marriage and if one is a ‘red
man’ then he can dso have extramaritd rdaions, but the same is not the case
with women who must be virginsat the time of marriage;

- adolescent girls and young women ae often not given informaion about ther
‘body’ with the bdief that their innocence will be ruined. An innocent girl should
not know about her body or contraception. This often puts her a risk because she
is unable to protect hersdlf.

- often sex between men or boys is termed as ‘medti’  (fooling around); it is not red
X, because red sex isvirgind sex. This makes young men vulnerable,

- sexud vidence towards on€s spouse/patner is normal for ‘macho men'. Such
men do not use condoms, because condoms ae only for hbirth control and
therefore, could be used with one' s spouse but not with the * other’ woman.

- mog STIs ae a result of heat generated indde the body due to excessve

conaumption of “hot food’. This may result in bligers in the genitd aea The
trestment, therefore, isto consume “cold food” and wait and watch.

- a culturd bdief tha is dill prevdent in mogt pats of India is tha having
unprotected sex with virgins cures STIs.

- mawy men bedieve tha washing on€s penis with on€s own urine after
unprotected sex gives full protection from STls.

Culture and hedth

As explaned exlier, the diversty of Indian culture is 0 vadt tha dmogt adl sysems of
medicine and ther practitioners practice in perfect tandem. The options are immense and
the belief sygem isintertwined with culturd plurdism.

Choice avalade ranges from smple home remedies to traditiond heders incuding

fok prectitioners, ayurvedic, unani, homeopathic and modern dlopathic practitioners.
Thee options compe people to undeteke what may be described as  “Doctor
shopping”. An average villager would go to a sneke chamer for a sneke bite, rush to a
primary hedth center for rigor and chills presumably for mdaria, go to a herba medicd
practitioner for suspected symptoms of STI, or take the child to a magicordigious
heder for meedes. Ceatan ritud cdeanang mechanisms must be evduated carefully in
this respect.

traditiond heders know the pulse of the community and people have implict fath in

them. In addition, these practitioners are good counsdlors and their sarvices are generdly
confidentid.



Rdigious bdiefs

To mitigae the impact of HIV and AIDS on individuds and families a multi-sectora
response will be inevitable Reigion plays an important role in underganding vaues and
atitudes, sacred and profane, compasson and care. India practices dl the mgor
religious of the world. Peace and tolerance is the corner done of society. In the pes,
vaious rdigious groups and leaders have played sgnificant roles in wiping out socid
evils such as dowry, i, case-based discrimination etc. Rdigious leaders have been a
the forefront of the fight agangt diseases such as Leprosy, Tuberculogs that were and
are dill surrounded by stigma etc.

Snce rdigious leeders shape peopleés fedings and vison, ther involvement and
paticipaion in HIV and AIDS prevention and care programmes becomes absolutdy
essentid. They could show the path of tolerance, enhanced df-edeem and dying with
dignity. At the same time they could provide much needed socid support and
coundling. Like many othes people who ae infected often teke to spiritudity for
building inner drength. Many reigious sects are known to provide thergpeutic solace.
Death and dying are both a rdigious and culturd phenomenon. Rdigious counsdling for
bereavement and ritud purity can give the families the needed succour.

€) Social sciences not sufficiently involved

Socid Science researchers and Inditutions are not yet fully convinced of the need for
intensve action research to underdand the behaviourd dimensons of HIV and AIDS
within the wider cultura ethos. This could be due to various reesons among which:

Inadequate understanding of the course and probable impact of the epidemic;

Issues rdated to AIDS prevention and care are ill viewed from a hedth perspective
and not from a deveopment perspective, where cultura congtructs play an important

role
Research tools and methodology are too technica and resource intensive;

Coordination and collaboration between socid researches, NGOs and other hedth
sector partners are weak.

2- Recommendations

A wide range of recommendations are suggested for further eaboration of the project
based on the country research. They are summarized under two headings: In depth and

long term issues to be addressed and methodologicd recommendations:



a) In-depth and long term issues to be addressed

In order to fill this breach and make intervention drategies more culturdly sound and
thus acceptable, it would be necessay to mobilize academic depatments and other
inditutions to underteke action ressarch dudies 0 that interventions could be
intendfied. A few important aress where action ressarch would be desrable for more
effective programming are mentioned below:

Multi-centric tudies to understand the impact of AIDS on culturd minorities and
targeted intervention to reduce ther vulnerability dong with prevention efforts;

Devdoping more in depth data on behaviour petterns in spedific culturd groups
auch as the “Hijra Community”, specidly on ther sexud networking and
perpetration of violence by their dients;

Further exploration of culturdly accepted behaviour paiterns reaed to courtship
and marriage within the context of vulnerability;

Better understanding of peoples semantic sock on sexudity for gppropriate
prevention programmes,

Intensve research on the subculture group dynamics and socid coheson of
injecting drug users;

Research on the reasons and patterns of migration in order to reach migrants in
their workplace for preventive education;

Further exploration of the impact of AIDS on household income and its effects on
children education paticulaly on girls and possble resoration of the family role
in this meatter;

Identification of factors that contribute to digmatistion, socdd excduson and
violence agang dfected families , with specid emphess on digma ad
disrimination a workplace, in order to identify rdevant drategies possbly with
the participation of PLWA;

Content andyss of IEC messages amed a rurd and remote communities;

Document concerns and violaions of HIV/AIDS Human Rights,

Qrvey and improved accesshility of out-of-school mae adolescents and married
young people, in order to develop gppropriate contacts and messages with them;

Devdop and cugtomize information in order to secure community paticipation in
care programmes carried out by Voluntary Counsdlling and Testing Centres,



Fadlitate an expanded response to the epidemic through involving traditiond
prectitioners and sysems of medicine. This  will play an important role in HIV
and AIDS prevention and care.

Capecity building of sodd scientigs both in terms of methodology and research

tools is an urgent need. Such dudies would be extremdy hdpful in designing
culturdly relevant intervention programmes that would have peoplés support and

approvd.

b) Methodological recommendations

The badic principles are as follows

Expanded response;

Decentrdization;

Inter-sectord and trans-disciplinary gpproach;

Building coditions,

Redlidic time-frame for wider out-reach;

Participatory planning and programme design;

Involvement of PLWA in programmes.

Adaptation and taloring of projects teking into account the culturd, rdigious and
ethica factors,

Cugtomizing messages,

Contextudizing HIV/AIDS

The dudy indicates the rdevance of going beyond the medicd/ public hedth modd and
contextudizing HIV into broader development paradigm. HIV and AIDS rdated issues
are ingraned in traditions, vaues and the thought processes. They cannot be viewed in
isolation. Community’s beliefs on very intimae persond matters such as sex and sexud
behaviour are entrenched in societd norms. Even a discusson on such métters is a taboo.
Therefore, it is essentid to examine the culturd, socid and economic context of the
epidemic and the Stuaion.

Specid  dtention must be accorded to the culturdly fragile sub-cultures. A deeper
underdanding of the dructure and functioning of brothd based proditution, rdigious
proditution and cestebased proditution or for that matter group dynamics of dreet
childrenwill throw ingghts for more effective targeted interventions.

Is AIDS posing a threat to the sacred inditution of marriage, paticularly with respect to
patner notification and confidentidity? How vulnerdble are arranged marriages where
the partners are dmost strangers to one another?



A culturd gpproach to HIV prevention and care activities will give a halidic dimendgon
to the underganding of the gtuaion. An andyss of culturd factors will go a long way in

refining policies and programmes.

Pdlicy, project design and implementation

The basc recommenddtion is of course to talor policies and programmes to gStudions
culturd  subgroups with specific culturd  references and resources.  For  ingance,
interventions that are meaningful for brothel based sex workers in the red light area of
Dehi  ae not rdevat to floating sex workers or the Bedia community. Smilarly, an
intervention targeted a men who have sex with men will not be appropriate for ‘Hijras.
The cultura contexts are very different, and so aretherisks,

Therefore, in order to desgn inteventions, a degper underdanding of the Stuations
remains indispensable; some of them are enumerated asfollows

Maingreaming of issues rdaed to HIV and AIDS in other development programmes.
For ingance, into the education programmes together with life skills, both a the
fomd ad infomd levds Smilaly into  women's devdopment programmes
workplace programmes etc. HIV and AIDS prevention and care actions could be
meaningfully dovetailed into wider programmes;

Indepth ethnographic dudies ae needed on the determinants of risk within the
culturd context particulaly of underprivileged and margindized communities. In
addition, more daa is needed on unmet needs of various risk behaviour groups
(young people, girl children among sex workers, injecting drug users etc). The
drategies for mohbilizing the communities to minimize digma and discrimingtion as
well as to provide care and support to infected and affected need to be dudied in
detall;

Multi-sectord  initistive a& community leve. For ingance, to reduce vulnergbility of
women and adolescent girls, an empowering drategy  encompassng education and
vocdiond traning to enhance dedson meking skills would be imperaive, dong
with affordable and accessble reproductive heeth services induding counsdling. At
the same time, effortswill have to be made to involve men in these programmes.

Networking with various patners and dekeholders for an engagement to fight the
gpidemic. Coordination a the naiond, date, didrict and community levels between
NGOs CBOs, Govenment depatments inditutions, Associaions of PWA  and
Unions would facilitate effective partnership for an expanded response.

Customizing messages — | nformation, Education and Communication

Today it is not effective to target generic messages. Messages have to be culturdly
sengtive and should apped to the target group. For example a message saying, “ Sexis
fun, but have it with one€’ rased many quedions. A group of parents and teschers



revolted as they fdt it was agang the Indian culture. A smilar message depicted,
“AIDS kills but condom saves’, was got for people practicing high risk behaviour but
catanly not gppropriate for school children within the culturd context. In the Indian
culturd ambience, an open discusson on condom with young people is a taboo and
could be best done in smal group discussons.

Moreover, in order to interndise messages, it is necessxy to depict podtive images.
AIDS is not a ‘monge’ and certainly not a ‘demon’. While desgning campaigns it must
be remembered that in every society there are PLWA and they too would look a such
messages. Their fedings have to be regpected and messages should not further stigmatise
them. Campaigns should be such tha an enabling environment is crested where PLWA
could live with dignity and sdf-esteem.

It is now a wedl-documented fact that IEC campaigns generde awareness, but
insuffidently to change behaviour. This is why researchers ae now moving towards
behaviour change communication (BCC) interventions where people are trained to learn
life ills (the ability to communicate effectively, the ability to preempt a risk Studion,
the ability to say ‘no’ to unsafe sex or inject drugs in other words the ability to teke
sound decisions about ther lives) and develop postive attitudes.

Behaviour change communication interventions are empowering, they engage the target
group through smulaion exercises games role-play, case methods etc. People are able
to percaiverisk and practice skills

Training and cgpecity building

During the course of this ressarch dudy, it became evident that socid scientigs and
socid science Inditutions were  not yet sendtized to underteke studies on the socid,
cultura and behaviourd dimensons of AIDS. As mentioned earlier, an underdanding of
the culturd approach to HIV and AIDS prevention and care was not a priority concern
for researchers.

Advocacy efforts with socid scientis and academic Inditutions will be required for an
effective and long-term engagement againgt the AIDS epidemic.

This leads to the rdaed concern of lack of competence and inadequate understanding of
the country scenario. Socid science researchers would need training in research
methodology and documentation of research data Training for conduction of action
research that will lead to programme refinemen.

Traning is esentid a dl levds and with different target groups  involved in
interventions. Talloring training of different target groups would enhance the capacities
for an expanded response. Policy makers need orientation in the culturd approach.
Smilarly, religious leaders need additiond training for providing care progranmes.
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Capacity building should be an ongoing process and needs to be initiated / strengthened/
a dl levdsfrom avil society to policy makers

Research

A large number of research aress have dready been daborated in the earlier sections
However, a compendium of culturd traditions enhancing HIV/AIDS prevention and
cae could be documented. Efforts should be mede to didribute such documents and
other relevant data (such as country profiles, behaviourd survelllance findings etc).

Academic Inditutions and ressarches should ensure commitment to  HIV/AIDS
research.



VI- CONCLUSIONS

This  handbook presents the widesoread culturd practices and attitudes in the context of
HIV/AIDS prevention and care, and focuses on some groups and communities that show
focused and specific manifedations of Indian culture It dso broadly covers the socio-
culturd background of Indian society in the context of HIV/AIDS, and depicts an
enormous variety of culturd practices and beliefs dl over the country. Such a discusson
highlights the importance of adopting a culturdly specific and culturdly gopropriate
HIV/AIDS intervention drategy in this country. A common generd drategy can be
devdoped a the broader levd, but for specific cultures and communities the intervention
programmes should follow an gppropriate culturdly sendtive policy.

Maingream Indian culture and traditions are firmly based on the vadues of pariarchy.
The widespread impact of patriarchy is found a dl levds of socid inditutions darting
from family and kinship to mariage and sexudity. . The vdues of pdriachy ae 0
drong that dthough women take grester regponghility within the family, mdes mantain
their superior gatus. .

Here lies the importance of adopting a culturd gpproech to HIV/AIDS prevention and
care, manly to reach every corner of our sociely and to make the intervention programme
successful. One posshility is to highlight that the man focus of pariarchy is mde
respongibility. In the present context of a culturd gpproach to HIV, intervention drategies
need to identify and drengthen podtive characterigics in the culture where the mde
assumes responsibility as the patriarchd head.

FHed dudies have reveded how patriarchy inditutiondises vaues and practices within
the different cultura groups of population. The present sudy shows that though the
Bedia women take greater respongbility in family sustenance through the professon of
entertainment, the whole sysem is inditutiondised and directed by the men and is
supported by the femde membes of the family. Among the MSM in Kolkotta
(Cdcutta), the reaionships between ‘kotis and ‘giriyas are Smilar to heterosexud
types of rdaionships. Negotiating safe sex becomes difficult for the koti. Mogt of the
time they gat emotiondly involved with their patners and they say that they do not like
to be demanding, asthey might lose their partner to someone dse.

Under the gtrong influence of culture, discussons on sex have become a taboo subject. It
narows down the space to tak about sex and sexudity and therefore hinders sex
education. Lack of pogtive language on sex makes sex a more hidden and obscure
subject for the adolescent population. Due to the absence of proper sex education, sex
becomes an issue of uninformed discusson among pears which, in turn, results in
unscientific and incorrect  information among young boys and grls The lack of
knowledge on sex continues even in laer phases of life. A lot of myths are generated due
to the lack of latitude for ganing knowledge. The influence of societd norms on  one
hand and myths and misconceptions on the other meke a large section of Indian men and
women vulnereble to HIV/AIDS, as unprotected sex is the most important route of HIV
transmisson.



Prevention of HIV/AIDS is crucidly dependent on socid and sexud behaviour of the
population, asde from factors such as levd of awareness, avalability and accesshility

of savices An intervention programme oriented by the culturd aspects of the society
would hep to underdand the intricacies of the sexud behaviour of a community. Sexud

behaviour and socid interaction pattens ae culturespecific. No uniform  drategy
package can be designed that will uniformly address dl cultura groups.

Any intevention programme on HIV/AIDS should be integrated into other exiding
development programmes and must meet the badc needs of a community. There is need

to have inter-sectord links with other development programmes such as the hedth,
education, and judiciary programmes
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