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ART  An� Retroviral Treatment

ASHA  Accredited Social Health Ac�vist

CLHIV  Children Living with HIV

EMTCT  Elimina�on of Mother To Child Transmission of Syphilis and HIV

FSW  Female Sex Worker

FIDU  Female Injec�ng Drug User

GBV  Gender Based Violence

HCT  HIV Counselling and Tes�ng

HIV  Human Immunodeficiency Virus
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HRG  High Risk Group
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ICPD  Interna�onal Conference on Popula�on and Development
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IUCD  Intrauterine Contracep�ve Device

KP  Key Popula�on

LARC  Long Ac�ng Reversible Contracep�ve 

MSM  Men who have Sex with Men

MTP  Medical Termina�on of Pregnancy

NACO  Na�onal AIDS Control Organiza�on

NACP  Na�onal AIDS Control Programme

NHM  Na�onal Health Mission

NHRC  Na�onal Human Rights Commission

NNSW  Na�onal Network of Sex Workers

OI                     Opportunis�c Infec�ons

OST  Opioid Subs�tu�on Therapy

PHC  Primary Health Centre

PPTCT  Preven�on of Parent-To-Child Transmission

PMTCT  Preven�on of Mother-To-Child Transmission of HIV 

PoA  Programme of Ac�on

PWID  People Who Inject Drugs

RTI  Reproduc�ve Tract Infec�on

STI  Sexually-Transmi�ed Infec�on

SRH  Sexual and Reproduc�ve Health

SRHR  Sexual and Reproduc�ve Health Rights
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Quality, non-discriminatory and inclusive health care is an essen�al human right for all. Sustainable 
Development Goal 3 (SDG 3) lays great emphasis on good health and wellbeing which needs to be achieved by 
2030 across the globe. The objec�ve of the SDG 3 is incomplete and una�ainable without strong and resilient 
health systems that understand the holis�c sexual and reproduc�ve health needs and right of women accessing 
health facili�es. It is important to understand and address the sexual health needs of the marginalized 
communi�es and ensure an enabling environment for access to health facili�es. It is also equally important to 
understand the risk and vulnerability to HIV/AIDS of those women who visit health care facili�es for their 
reproduc�ve health needs like contracep�on and ante-natal care.

Access to health for the key popula�on is par�cularly challenging due to the lack of awareness among health 
care providers on the specific issues and challenges they face. Ignorance, judgmental a�tudes and insensi�vity 
about their life situa�ons by the health care providers o�en drive key popula�ons away from health services.  
Similarly, women accessing the public health facili�es for their contracep�on and other sexual and reproduc�ve 
health needs are o�en not provided with the necessary informa�on, counselling and services to diagnose their 
HIV status and provide necessary services.   

India HIV/AIDS Alliance in collabora�on with UNFPA and Gujarat State AIDS Control Society is implemen�ng the 
Sampoorna project to strengthen the capaci�es of public health facili�es and community outreach ac�vi�es in 
providing integrated SRH and HIV services. 

The integra�on of HIV and Sexual and Reproduc�ve Health (SRH) services in the healthcare system increase the 
poten�al to access and increased uptake of services, be�er client sa�sfac�on, improved coverage and reduced 
cost to women and less costly services, and improved realiza�on of Sexual and Reproduc�ve Health Rights 
(SRHR). Ul�mately, integra�on leads to improved dual health outcomes related to SRH and HIV, such as 
treatment for HIV/STI infec�ons, addressing the unmet need for unintended pregnancies and maternal 
mortality, cervical cancer screening and treatment and addressing gender-based violence.

This training module ‘Health Care Providers training module on SRH-HIV Integra�on’ aim at strengthening the 
capaci�es of medical and paramedical service providers at public health facili�es. The curriculum addresses 
concerns at two levels - one is increasing knowledge of health care providers on essen�al emerging HIV 
interven�ons such as PrEP, PEP and SRH interven�on like cervix cancer, updated contracep�on choices like 
Antara injectable etc. The second level focus is on sensi�zing the HCPs on issues of the key popula�on through 
their human stories, games and ac�vi�es that will help them to understand the issues from the 'community 
perspec�ve'. This will help them respond to their needs on humanitarian grounds. However technically sound 
the manual may be, its effec�ve use during the capacity building ac�vi�es with the health care service provides 
will result in the desired outcome of providing quality SRH-HIV integrated services to all women visi�ng these 
health facili�es.
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Background:

The integra�on of HIV and Sexual and Reproduc�ve Health (SRH) services in the healthcare system increase 
poten�al to access and increased uptake of services, be�er client sa�sfac�on, improved coverage and reduced 
cost to women and less costly services, and improved realiza�on of Sexual and Reproduc�ve Health Rights 
(SRHR). Ul�mately, integra�on leads to improved dual health outcomes related to SRH and HIV, such as 
treatment for HIV/STI infec�ons, addressing the unmet need for unintended pregnancies and maternal 
mortality, cervical cancer screening and treatment and addressing gender-based violence.

India HIV AIDS Alliance is implemen�ng a pilot project (Sampoorna) on the strengthening of integra�on of SRH 
and HIV services at the medical college and community level. Sampoorna project would contribute towards 
achieving the SDGs 3, 5 and 17 through innova�on of integra�ng SRH products and services in the HIV 
interven�ons and will ensure universal access to sexual and reproduc�ve health and reproduc�ve rights as 
agreed in accordance with the Programme of Ac�on (PoA) of the Interna�onal Conference on Popula�on and 
Development (ICPD) and the Beijing Pla�orm for Ac�on and the outcome documents of their review 
conferences. 

The project leverages on the experience of Alliance India projects of working with key popula�on for improving 
access to HIV and SRH service and innova�ons such as community-based tes�ng through Samarth clinics, 
addressing immediate SRH needs of women in sex work and Gender-based violence (GBV) for retaining women 
for a long �me in HIV care and support programme. 

Objec�ves: The objec�ves of the project are as follows: 

1. To strengthen SRH-HIV integra�on at the facility and medical college level in 6 districts of 
Gujarat.

2. To pilot interven�ons for community-level integra�on of SRH and HIV services in 3 selected 
districts of Gujarat.

3. To facilitate policy-level integra�on at the levels of monitoring for SRH-HIV programs, training 
and  availability of supplies in the state.

 4.  To document the interven�on and prepare a clear roadmap for rolling out integrated SRH-
  HIV services in other states of India and ini�ate ac�ons in lessons for other states.
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Purpose

As part of the objec�ve to strengthen SRH-HIV integra�on at public health facili�es and medical colleges in 6 
districts of Gujarat, training for service providers at these facili�es is planned. The service providers will include 
doctors from Obstetrics & Gynecology, dermatology, and other key departments, paramedics, PGs and interns. 
Staff from ART centres and Integrated Counseling and Tes�ng Centers (ICTCs) will also be included for relevant 
sessions. Refresher training will be provided in the 2nd year for 1 day at all medical colleges. NACO/ SACS and 
NHM would be consulted for iden�fying the resource persons for training, representa�ves from the CBO's would 
be taking sessions on the community needs of key popula�ons. 

To build the capaci�es of health care providers in providing comprehensive and qualita�ve SRH-HIV related 
services a two-day training module has been developed. This manual is intended as a facilitators' guide to orient 
healthcare providers on the sexual and reproduc�ve health (SRH) needs of women at risk of HIV, especially 
female sex workers, women living with HIV, and young women. It also aims to train the service providers for 
effec�ve implementa�on of integra�on of sexual and reproduc�ve health (SRH) and HIV services for these 
popula�ons. Not only they are more vulnerable to sexual and reproduc�ve ill-health and HIV due to their risk 
prac�ces, they also face s�gma and discrimina�on at health care facili�es, preven�ng them from accessing 
healthcare services. This module is aimed at sensi�zing health care providers towards vulnerabili�es of these 
popula�ons, and consequent risk behaviours and unmet needs related to sexual and reproduc�ve health. This 
should lead to improved access to comprehensive SRH health care and an increase in uptake of the services.

Objec�ves 

The main objec�ve of the module is to introduce the key concepts of SRH and ensure effec�ve responses to the 
SRH needs of women at high risk of HIV, especially female sex workers, women living with HIV and young women. 
The specific objec�ves include enabling the par�cipants to:

· Recognize diverse SRH needs of the women at risk of HIV.  

· Successfully transfer the knowledge gained to develop a model for the provision of 
comprehensive SRH services to women at risk of HIV, especially female sex workers.

The module includes sessions on sexual health such as sexuality, gender issues and their impact on sexual health, 
need for integra�on of SRH and HIV services, benefits, challenges and recommended strategies based on 
interna�onal experience. It also addresses specific thema�c areas of sexual and reproduc�ve health (sexually 
transmi�ed infec�on, family planning, mother and child health) in the context of female sex worker. It seeks to 
engage par�cipants in a par�cipatory process.

How to use this manual

The facilitator(s) are required to read all the topics covered in these modules before the commencement of the 
training to have a comprehensive understanding of the scope of each topic and its relevance, besides the 
sessions that they will be facilita�ng.

Prior to the training, facilitators will need to consider and discuss how they will use the module to develop the 
knowledge and capacity of the par�cipants. The sessions are meant to engage the par�cipants in a par�cipatory 
learning process based on adult learning principles. Facilitators are encouraged to:

· Iden�fy par�cipants' needs and what is important to them.

· Provide real-life situa�ons and emphasize the applica�on of learning to real problems.

· Provide ac�vi�es that require the ac�ve par�cipa�on of par�cipants.

· Use a variety of training techniques.

· Establish an atmosphere of respect and understanding of differences.
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· Provide opportuni�es for sharing informa�on.

· Discuss and analyze par�cipants' experiences.

· Engage par�cipants as valued resources and encourage them to par�cipate and share their 
experiences. 

Each session follows the following arrangement, although facilitators may choose to adapt the sequences and 
�mings as per the requirements of the training:

Time: dura�on of the session.

Training aids/materials required: A suggested list of materials required during the training including 
audio-visual equipment, sta�onery, handouts, reference materials, pre and post-training assessment 
forms and feedback forms.

Learning objec�ve(s): Describes the desired learning objec�ve to be achieved by par�cipants by the end 
of the session.

Methodology: Describes step-by-step par�cipatory methods that will be employed to engage 
par�cipants in the learning process.

Facilitator's note(s): Notes to provide the facilitator with useful informa�on on the topic or �ps for 
facilita�ng an ac�vity.

There are handouts for par�cipants to share specific informa�on with the par�cipants. If needed, informa�on 
from the chapter on Facilitator's Resources can be given as handouts. A list of reference is given at the end.

Pre and post-training assessment: Par�cipants are required to complete a pre-training ques�onnaire at the 
start of the training. A post-training ques�onnaire will also need to be completed at the end of the training. 
These will be analyzed is to assess the progressive learning of the par�cipants and measure the effec�veness of 
the training in enhancing their competency in applying the learning in their respec�ve areas of work.

Feedback forms: Feedback forms will be provided to par�cipants at the end of each day. Par�cipants' feedback 
will help the team of facilitators and organizers to respond to significant issues highlighted, and also to take 
correc�onal measures if par�cipants reflect difficul�es in comprehension or perceive problems in applica�on.
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30 mins 

30 mins  

15 mins 

30 mins 

15 mins

Registra�on

Welcome and 

Introduc�on of 

par�cipants 

Pre-training 

assessment

Overview of 

Alliance's SRH 

Programs

Objec�ves of the 

Workshop 

HIV Epidemic and 
Key Popula�ons

Sexual Iden�ty and 
Behaviour

Basics of SRH

Assess the knowledge of the 

par�cipants

Give an overview of 

Sampoorna Interven�on

Organizers

Organizers/facilitators

Pre-test ques�onnaire

PowerPoint presenta�on 

(Alliance representa�ve)

§ PPT and group 

discussion

§ PPT,  group 

 discussion and 

 group ac�vity

§ Group work and 

presenta�on,  and 

group discussion

Dura�on Topics Objec�ve Methodology/materials

DAY 1

Tea break

SEXUAL AND REPRODUCTIVE HEALTH FOR FEMALE SEX WORKERS

Suggested Schedule

30 mins 

30 mins

60 mins

§ Current Status of 
 HIV Epidemic in India

§ What are key 
 popula�ons and why 

addressing their 
 needs is important to 
 overcome the HIV 

epidemic?

§ What are important 
na�onal strategies 

 to control HIV 
 epidemic?

§ What is sexuality, 
 sexual iden�ty and sexual 

behaviours? 

§ How does sexuality 
 impact overall 
 health of a being?

§ What is sexual and 

reproduc�ve health: 

Brainstorming and 

discussion

§ What are sexual 
 and reproduc�ve 
 health rights: PowerPoint 

presenta�on

§ How a�tudes and beliefs 
impact SRH and rights: 
Group ac�vity
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45 mins
60 mins

15 mins

60 mins

15 mins

45 mins

Sexual and 
Reproduc�ve Health 
Rights (SRHR)-HIV 
Integra�on

Vulnerabili�es, Risks 
and SRH Needs of 
Women at Risk, 
especially Female Sex 
Workers 

§ Iden�fy common 
components of SRH and 
HIV programming: 
Discussion

§ Ra�onale, benefits and  
 challenges of SRHR-
 HIV integra�on: Group 
 ac�vity and 
 PowerPoint  
 presenta�on

§ Iden�fy SRH risks and 
vulnerabili�es of FSW

§ Gender-based violence

Group ac�vity
§ Presenta�on by the 

par�cipants

§ Feedback forms

§ PPT and group 

 discussion

§ Group Ac�vity

§ Group work and 
 discussion

Dura�on Topics Objec�ve Methodology/materials

Lunch break

Tea break

Tea break

Ques�ons from 
parking lot

Feedback from 
par�cipants

DAY 2

30 mins

60 mins

Recap

Sexually-Transmi�ed 
Infec�ons

§ What is  Syndromic 
management of STI, 
Ra�onale and components

§ What are the important 
aspects of Menstrual 
Hygiene

§ Cervical Cancer: 
Vulnerability of key 
popula�on, Preven�on and 
screening

§ Quiz and group 
 discussion

15 mins

120 mins Contracep�on, Safe 
Abor�on and Protec�ng 
Fer�lity 

§ Contracep�ve needs 
 of Key popula�on, 
 different contracep�ve 

op�ons including 
emergency 

 contracep�on 
§ Safe abor�on and post-

abor�on counseling
§ Protec�ng fer�lity 
 among sero-
 concordant or discordant 

HIV couples

§ Case study and group 
discussion
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45 mins

45 mins

45 mins

15 mins

30 mins

Maternal and 
Newborn Health 

Developing 
Ac�on Plans

§ Basic care during 
pregnancy and child-

 birth: Case study and 
group discussion

§ EMTCT

§ Iden�fying barriers to 
accessing various SRH 
services 

§ Strategies for improving 
barriers iden�fied

§ Facility-based 
 ac�on plan to 
 ensure access to 

comprehensive SRH-
 HIV services

§ Feedback form

§ Case study and 
 group discussion

§ Power-point 
 presenta�on

§ Group work and 
 presenta�on.

Dura�on Topics Objec�ve Methodology/materials

Lunch break

Tea break

45 mins

Improving Access to 
HIV-SRH Integrated 
Services: 

§  Group work and 
presenta�on.

Post-Training 
Assessment

Feedback from 
par�cipants

Post-training 
ques�onnaire

45 mins

Wrapping up and 
Vote of Thanks

15 mins
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Session 1: Welcome and Introduc�on

Objec�ves: To introduce the par�cipants and the facilitators, to record expecta�ons from the training and to 
provide background and overview of the training.

Time: 1 hour.

Training aids/materials required: 

- LCD projector.
- Laptop.
- Flip chart.
- Post-its/VIPP Cards. 
- Marker pens.
- Copies of pre-training ques�onnaires  for each par�cipant.

Methodology: The following steps describe the process to be followed during this session.

Step 1: Introduc�ons (5 minutes)
The facilitator welcomes the par�cipants and conducts a round of introduc�ons.

Facilitator's note: 

The facilitator may select an icebreaker from the sec�on on  provided in Annex 3 to Icebreakers and Energizers
help par�cipants to get to know each other.

Step 2: Lis�ng expecta�ons; se�ng ground rules (10 minutes)
VIPP Cards/post-its are given to par�cipants, asking them to write their expecta�ons from the workshop. The 
facilitator posts these cards on a board and reads aloud the main expecta�ons. She/he talks about the 
expecta�ons that will be addressed during the workshop, giving reasons for those, if any, that are not going to be 
taken up. Par�cipants are encouraged to set ground rules for the dura�on of the training. 

Facilitator's note: 

Ground rules could include the following:
- Agree to disagree – everyone has the right to his or her opinion.
- Be respec�ul to each other.
- One person speaks at a �me.
- Raise your hand to share a point.
- Start and finish on �me.
- Turn off cell phones or put them on silent mode.
- Check email and text messages only during breaks.
- Provide construc�ve and friendly feedback.

Step 3: Overview of the programme (15 minutes)
The facilitator introduces the context of this training workshop against the na�onal program, outlining the 
relevance of the key thema�c areas.

Step 4: Objec�ves of the workshop (5 minutes)
Using a PowerPoint presenta�on, the facilitator explains the specific objec�ves of the workshop.
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Step 5: Pre-training assessment (25 minutes)
Par�cipants are requested to complete a pre-training assessment and informed that a similar post-training 
assessment will also be conducted at the end of the training program. The facilitator explains that this simple 
assessment is not a test, but an exercise that will help assess the progressive learning of the par�cipants and aid 
in measuring the effec�veness of the training.

The facilitator also informs the par�cipants that they will be given a brief and simple feedback form at the end of 
each day's session. The importance of comple�ng the feedback from the par�cipants is to be emphasized, as this 
feedback will help the team of facilitators and organizers to respond to their concerns, as well as to help plan the 
next days' sessions appropriately.

Session 2: HIV Epidemic in India and Key Na�onal Responses

Learning Objec�ves 
This session educates par�cipants on the current trends and priori�es in the na�onal response to HIV. 
Par�cipants will discuss the latest prevalence informa�on and iden�fy popula�ons that are most vulnerable and 
at risk of contrac�ng HIV. This session will: 

· Increase par�cipants' understanding of the dynamics of the HIV epidemic in India.

· Strengthen par�cipants' understanding of the role of key popula�ons in the HIV epidemic 
dynamics and to the HIV response.

· Increase understanding about why addressing the health needs of key popula�ons is cri�cal to 
stopping the spread of HIV, while also ensuring that key popula�ons have access to the best 
standard of health care and support.

· Introduce the par�cipants to some of the key na�onal strategies for HIV preven�on. 

Time: 30 minutes.

Training aids/Materials required 
- Laptop and projector to show PowerPoint presenta�ons based on Handouts 1.
- Flip chart /White board.
- Handout 1: 'HIV Epidemic in India’.

Methodology: PowerPoint Presenta�on and group discussion.

Step 1: Introduc�on (5 minutes)
Introduce the session by sharing how India is a signatory to the UNAIDS goal to eliminate mother-to-child 
transmission (EMTCT) of HIV and syphilis by 2020 and to end the AIDS epidemic by 2030. Explain to the group 
that this session is to refresh their basic knowledge on the dynamics of the HIV epidemic. Ask the following 
ques�ons in the plenary:

· Who can get HIV?

Elicit some responses from the par�cipants and note them down on a flip chart. Lead a discussion on the reasons 
for their responses. Ask them if someone can recap the different modes of HIV transmission. Relate the modes of 
transmission to the responses to the first ques�on. Explain that it is not the person per se but the unsafe
prac�ces, such as unsafe sex, unsafe injec�ng prac�ces or lack of universal precau�ons in the clinic, that put a 
person at risk of acquiring the HIV infec�on. 
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Step 2: PowerPoint Presenta�on (25 minutes)

Project the PowerPoint presenta�on based on the 'Handout 1: HIV epidemic in India,' covering the following 
informa�on: 

1. Na�onal HIV prevalence among adults and among specific key popula�ons (broken down in 
terms of sex workers, men who have sex with men transgender people, and people who inject 
drugs, and by age within these groups, if possible). 

2. What are the main factors driving HIV in India/state? What are key popula�ons? Why focus on 
key popula�ons to control the HIV epidemic?

3. Relevant informa�on from the NACP, including na�onal strategies/guidelines. This will cover 
'Targeted Interven�on and its ra�onale,' 'PPTCT' and 'Test and Treat All'. 

4. What are the universal precau�ons to reduce the risk of HIV transmission in your clinic?

Facilitator's note: 

India has a concentrated HIV epidemic, which means HIV prevalence is substan�ally higher among key 
popula�ons. Explain how groups who are more vulnerable to HIV infec�on are called key popula�ons (KP), 
clarifying defini�ons of key popula�on groups. These popula�ons are called key popula�ons because they are 
key to the epidemic dynamics—they are most likely to be exposed to HIV infec�on, and therefore most likely to 
transmit HIV; and more importantly, because they are key to HIV response—experience around the world shows 
that wherever resources are focused on these popula�ons and wherever they take leadership roles in HIV 
response, there has been a greater and sustained impact on the epidemic. Discuss bridge popula�ons and other 
vulnerable groups such as adolescents and young persons and wives of men who have sex with men or who 
inject drugs.

Ensure that HIV drivers include structural factors such as lack of access to educa�on, health services, or jus�ce; 
s�gma and discrimina�on; criminalisa�on of prac�ces and groups; legal barriers; violence, and so on. Being a 
member of KP adds an extra layer of s�gma to one that is caused by HIV. The exis�ng nega�ve a�tudes and laws 
that criminalize their behaviour (e.g. an�-sex work laws) make it difficult for them to exercise their human rights, 
including accessing health services. Remind the par�cipants that sex workers, men who have sex with men, 
transgender people, and people who inject drugs are not segregated from the rest of our communi�es. They are 
ac�ve members of society and regularly interact with the general popula�on. Reinforce the fact that key 
popula�ons have the same human rights as everyone else, and health care providers must provide quality and 
appropriate services to key popula�on groups as they do to all their clients. Adop�ng and prac�sing universal 
precau�ons can reduce the risk of transmission of infec�on in clinical prac�ce and allow health care workers to 
provide s�gma-free services.

Conclude this session by reinforcing the point that certain popula�ons are at higher risk of HIV transmission and 
thus are also essen�al partners in an effec�ve response. Addressing the health needs of key popula�ons is 
cri�cal to stopping the spread of HIV, while also ensuring that key popula�ons have access to the best standard of 
health care and support.

Handout 1: HIV Epidemic and Key Popula�ons

HIV prevalence in India has been steadily decreasing over the last two decades, but s�ll, India has the third-
highest number of people with HIV. According to the India HIV Es�mates Report 2019, brought out by joint 
efforts of the Na�onal AIDS Control Organisa�on (NACO), Indian Council of Medical Research and Ministry of 
Family Welfare and Health, Government of India:

1
Adult na�onal HIV prevalence is es�mated to be  0.22%  and 23.49 lakh people are es�mated to be living with 
HIV in India, with Children living with HIV (CLHIV) comprising 3.4% of the total PLHIV es�mates. HIV-infected 
women (15+ years) cons�tuted around 44% of the total es�mated 15+ years PLHIV.

1Na�onal AIDS Control Organiza�on & ICMR-Na�onal Ins�tute of Medical Sta�s�cs (2020). India HIV Es�mates 2019: 
Report. New Delhi: NACO, Ministry of Health and Family Welfare, GoI.
Accessible at h�p://naco.gov.in/sites/default/files/INDIA%20HIV%20ESTIMATES.pdf
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Table 1: Status of the HIV/AIDS Epidemic in 2019

Source: Adapted from India HIV Es�mates 2019 Report

There are clear decreasing trends with HIV prevalence decreasing by 37 percent since 2010 and by 86 percent 
since 1997 when HIV prevalence was at peak. However, even now new infec�ons stand at es�mated 69.22 
thousand, transla�ng into 190 new infec�ons every day and eight new infec�ons every hour. This indicates more 
efforts are required toward HIV preven�on.

HIV epidemic in India is a concentrated epidemic which means HIV prevalence is higher in certain popula�on 
groups. These popula�on groups are collec�vely known as key popula�ons and include:

· Female sex workers (FSW).

· Men who have sex with men (MSM).

· Transgender (TG) and Hijra.

· People who inject drugs (PWID).

These popula�ons are called  because they are  to the epidemic dynamics—they are most key popula�ons key
likely to be exposed to HIV infec�on, and therefore most likely to transmit HIV; and more importantly, because 
they are key to HIV response—experience around the world shows that wherever resources are focused on 
these popula�ons and wherever they take leadership roles in HIV response, there has been a greater and 
sustained impact on the epidemic.
 
In addi�on to these groups, the bridge popula�on cons�tu�ng of men who are forced to live away from home for 
long periods are also vulnerable as they end up having unprotected sex with key popula�ons. They include
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Fig 1: Compara�ve HIV prevalence of different high-risk groups

Source: NACO. Sankalak Report, 2017.

There is a decreasing trend of HIV prevalence in all these groups from 2003 to 2017 but it is s�ll much higher than 
the na�onal adult prevalence of 2.2 per cent.

Risk behaviours like unsafe sex and injec�ng prac�ces put the key popula�ons at risk of acquiring HIV and STI.  
These prac�ces include unprotected anal, oral, vaginal sex, mul�ple partners and sharing needles while injec�ng 
drugs with an HIV infected person. Reasons for these high-risk prac�ces are mul�ple vulnerabili�es they face 
such as poverty, lack of access to educa�on, health services, or jus�ce; s�gma and discrimina�on; 
criminalisa�on of prac�ces and groups; legal barriers; violence, and so on. Becoming HIV posi�ve adds an extra 
layer of s�gma to one that is caused by being a member of a KP. The exis�ng nega�ve a�tudes and laws that 
criminalize their behaviour (e.g., an�-sex work laws) make it difficult for them to exercise their human rights, 
including accessing health services. Pandemics such as Covid 19 enhance their vulnerability due to increased 
financial stress and gender-based violence, and poorer access to healthcare services such as contracep�on and 
safe abor�on. Following a submission made by the Na�onal Network of Sex Workers India (NNSW India) to the 
Na�onal Human Rights Commission India (NHRC India) in August 2020, the NHRC has recognized and included 

2the recommenda�ons of sex workers in its Advisory on rights of women in COVID.  Recommenda�ons include 
recogni�on of sex workers as informal workers, providing them access to welfare schemes, protec�on from GBV, 
and increased access to STI/HIV preven�on services.

Key popula�ons are ac�ve members of society and regularly interact with the general popula�on. They are not 
segregated from the rest of our communi�es and have the same human rights as everyone else. They have the 
right to access quality services as per need. 

2Human Right Advisory on Rights of Women in Context of Covid 19. October 2020, Na�onal Human Rights Commission India (nhrc.nic,in)

Truckers and Migrants and are known as Bridge popula�ons and as they may transmit HIV infec�on to their 
partners in the general popula�on when they return home. Other vulnerable groups include young people and 
wives/partners of MSM and PWID.

Trends of HIV prevalence among these groups are shown in the figure below:
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S�gma and discrimina�on occur not only because of our a�tudes and beliefs but also due to fear of ge�ng HIV 
infec�on. Understanding their vulnerabili�es and needs, and adop�ng and prac�sing universal precau�ons can 
reduce the risk of transmission of infec�on in clinical prac�ce and allow health care workers to provide s�gma-
free services to key popula�ons as well. 

Session 3: Sex and Sexuality

Learning Objec�ves:
By the end of this session par�cipants will be able to:

· Strengthen their understanding of the terms "sex" and "sexuality". 

· Define sexuality and understand different aspects of sexuality.

· Understand the difference between sexual orienta�on, sexual iden�ty and sexual behaviour.

Time: 45 minutes.

Training aids/Materials required:

- Flip chart.
- Markers.
- PowerPoint presenta�on.
- LCD projector.
- Screen.
- Laptop.
- Copies of Sexuality Matrix exercise.
- Handout 2.

Methodology: Brainstorming, PowerPoint presenta�on, group ac�vity. 

Ac�vity 1: Understanding Sex, Gender and Sexuality

Step 1: Brainstorming and Q&A; 10 minutes
Explain that understanding the basics of sexuality and its different aspects will help us understand the 
popula�on at risk be�er and also address our own biases and a�tudes. Write the word 'Sex' on white board or 
flip chart and ask par�cipants what they understand by these terms. Invite them to share any thoughts ideas 
and/or feelings that come to mind. Record their responses on flip chart. 

Follow this with the terms 'Gender', and 'Sexuality' and similarly record the responses. Hold a discussion on 
the following ques�ons:

§ What is the difference between sex and gender? 
§ What do you understand by transgender and transsexual?
§ What is the difference between sex and sexuality?
§ What are the different aspects of sexuality?

Step 2: PowerPoint presenta�on; 15 minutes
Using power point presenta�on, present the WHO defini�on of sexuality and further clarify the aforemen�oned 
terms (see the sec�on on sexuality, sexual and gender Iden�ty in Facilitator Resouces). Explain that sexual 
orienta�on and gender roles are fluid, experienced across a con�nuum that can change over a person's life�me. 
Emphasize that many different sexual and gender iden��es are subjected to s�gma and discrimina�on, fueled 
by the stereotypes maintained by socie�es and communi�es (Homophobia), making it difficult for them to
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express their sexuality the way they want. People tend to hate or fear what they do not understand. For them, 
homosexuality takes over all other aspects of an individual and becomes his/her complete personality. Remind 
the par�cipants that sexual orienta�on is just one part of the personality, other aspects including his/her values, 
work-life, family life, hobbies, interests, and spiritual interests. 

These varied experiences and issues related to sexuality can impact people in significant ways. Sexual and 
reproduc�ve health decisions (for example, the decision to have or not have children, when to have them, to get 
married or not, to choose a sexual partner, or to have one's husband/wife chosen by a family or community) 
cannot be isolated from issues of sexuality. This makes it even more important to understand and address 
sexuality.

Handout 2: Sex, Gender and Sexuality

'Sex' refers to the biological differences between females and males. These include anatomical differences 
(genitals and internal sex organs), such as the presence of a vagina or penis; gene�c differences as in a person's 
chromosomal makeup (XX or XY or intersex); hormonal differences (testosterone/estrogen) and physiological 
differences such as menstrua�on or sperm produc�on. Sex can also be used to describe physical acts of sex that 
includes but is not limited to penetra�ve penile-vaginal intercourse, oral sex, anal sex, masturba�on, or kissing.

 is used to describe the tradi�onal social roles for males and females.  describes how 'Gender' Gender Iden�ty
someone feels on the inside, and  describes how someone chooses to present their gender to Gender Expression
the world. There are three gender varia�ons: 

· Cisgender - a person who iden�fies with the sex they were assigned at birth. For example, a 
person who was assigned as a male at birth, and iden�fies as male, or vice versa. 

· Transgender - a person whose gender iden�ty does not match the sex they were assigned at 
birth. For example, a person who was assigned as a male at birth, but iden�fies as female, or 
vice versa. A person who changes from one side of the biological sex spectrum to the other 
through undergoing hormone replacement and/or sex reassignment surgery is known as 
transsexual.

· Gender Fluid - a person whose gender iden�ty is not fixed and/or shi�s depending on the 
situa�on. These people don't feel the need to act according to the sex they were assigned at 
birth and the associated tradi�onal social roles.

Some transgender people might have surgery, take hormones or change the way they look or dress to align their 
body with how they iden�fy, but not all transgender people can or want to do this. Being transgender is not 
dependent on one's physical appearance or medical procedures. Hence, the importance of not reducing a 
person to their genitals (whether they have a penis or vagina).

'Sexuality' is the part of a person expressed through sexual ac�vi�es and rela�onships. It is represented in how 
an individual thinks, feels and acts about his or her own body and about that of others, in sexual behaviours and 
sexual iden�ty. 

WHO defines sexuality as :

‘Sexuality is a central aspect of human being throughout life and encompasses sex, gender iden��es 
and roles, sexual orienta�on, ero�cism, pleasure, in�macy and reproduc�on. It is experienced and 
expressed in thoughts, fantasies, desires, beliefs, a�tudes, values, behaviours, prac�ces, roles and 
rela�onships. While sexuality can include all of these dimensions, not all of them are always  
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experienced or expressed. Sexuality is influenced by the interac�on of biological, psychological, social, 
economic, poli�cal, cultural, legal, historical, religious and spiritual factors. A personal sense of sexual 
well-being is essen�al for sexual health'.3

Three of the most common aspects used to describe sexuality are:

· Feelings and fantasies: who we fall in love with, who we are a�racted to, who we think about 
when we are aroused, and who we in�mately connect with.

· Behaviours: include any form of sexual contact (kissing, touching, oral sex, vaginal sex, anal sex 
etc.), flir�ng, who we date, and have rela�onships with.

· Iden�ty: is the label or descrip�on of our sexuality.  Sexual iden�ty is how a person chooses to 
describe or label his or her sexuality. It's important to refer to a person's sexuality by their 
chosen label. There are many different labels that a person can choose (e.g., gay, lesbian, queer, 
drag queen, , , etc.), including not choosing a label at all! kothi panthi

Several different elements contribute to an individual's sexual iden�ty, such as the person's sexual orienta�on, 
sexual behaviour and preferences and gender iden�ty. Sexual and gender iden��es are not sta�c. Individuals 
can iden�fy in many different ways and can keep changing their sexual and gender iden�ty throughout their 
lives.

Sexual Orienta�on refers to who an individual is sexually a�racted to; whether he or she is a�racted to people of 
the same gender, a gender other than their own, or to more than one gender.

· Heterosexual - A person a�racted to people of the opposite sex.

· Homosexual - A person a�racted to people of the same sex (men who have sex with men, 
lesbians). Same-sex sexual/roman�c rela�ons may occur one-off, in specific phases or 
consistently throughout life.

· Bisexual - The word 'bi', meaning 'two', refers to a person's a�rac�on to both genders (male and 
female). 

· Asexual - Asexuality is the absence of sexual a�rac�on. For example, some asexual people are in 
roman�c rela�onships where they never desire sex, and some are not in roman�c rela�onships 
at all. 

· Pansexual - 'Pan', meaning 'all-inclusive', refers to a person's a�rac�on to mul�ple genders. 
Some pansexual people describe their a�rac�on as being based on chemistry rather than 
gender, but everyone is different. 

· Ques�oning - Some people may be unsure about their sexuality and/or are exploring it, so 
might  iden�fy as 'ques�oning'.

3h�p://www.who.int/reproduc�vehealth/topics/sexual_health/sh_defini�ons/en/
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 · +  many more varia�ons of sexuality! 
 Sexuality is not necessarily black or white. Instead, it can be thought about on a con�nuum or in 

shades of grey.

Ac�vity 2: Sexuality Matrix: Sexual Orienta�on and Sexual Behaviour (20 min)

Ask the par�cipants which of the two persons listed below is more likely to be at risk of contrac�ng and 
transmi�ng HIV:

a. Homosexual man with consistent use of condoms.
b. Heterosexual man with mul�ple partners and occasional use of condoms.

Explain that sexual behaviour or prac�ce does not depend on sexual orienta�on but on tendency of person to 
take risks.

This can be further understood through the  ac�vity. overleaf
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Men with 
Heterosexual 
orienta�on

Men with 
Homosexual 
orienta�on

Men with 
Bisexual 
orienta�on

Loves or sexually a�racted to

May have sex with same-sex 
person
May have sex with opposite-sex 
person
May be 'masculine’
May be 'feminine’
May have anal sex (peno-anal)
May not want to have anal sex
May have oral sex (peno-oral)
May not want to have oral sex
May have peno-vaginal sex
May be monogamous (single 
partner)
May have mul�ple partners
May rub against a person (without 
consent) in a bus or train
May have sex with a person in 
public places (park, beach, etc.)
May have sex with another person 
without consent (rape)
May have sex with an adult, with 
consent, in a private place
May sexually abuse a child (male or 
female)
Might have been sexually abused 
by a male as a child
May get married to a female
May live together with a sexual 
partner
May receive money to have sex with a 
person
May pay money to have sex with a 
person
May watch cricket
May be living with mother, father, 
and sister/brother
May be a 'good' person
May be a 'bad' person
May belong to “upper 
socioeconomic class”
May belong to “lower 
socioeconomic class”

opposite-sex 
person

same-sex 
person

both-sexes

Read the row against the column and if you agree with the statement mark “+” for 'Yes' and “-“ for 'No'. Don't 
mark according to what you think is ideal or morally right but what is possible with regard to at least some 
propor�on of men of any sexual orienta�on. If you have any queries ask your facilitator.

'Sexuality Matrix' Exercise
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Once everyone has completed the forms ask them to count the “+” they scored. Now discuss each behaviour and 
allow the par�cipants to change their score, if they so wish. 

Ask the par�cipants what they learnt from this ac�vity? Is high-risk behaviour prac�sed only by persons of one 
par�cular sexual orienta�on? Explain that risk behaviour is not limited to homosexuals. Similarly, a woman 
engaging in high-risk behaviour does not have to be a sex worker. 

Conclude the session by reinforcing the fact that sexuality is diverse, fluid and an essen�al part of an individual. 
Every person has the right to express his/her sexuality the way they are comfortable with. High-risk behaviour is 
not limited to homosexual persons but may be prac�sed by persons of any sexual orienta�on.

Session 4: Basics of Sexual and Reproduc�ve Health

Learning Objec�ves:

By the end of this session par�cipants will be able to:

· Refresh defini�ons of sexual health and reproduc�ve health and enlist various components of 
sexual reproduc�ve health. 

· Discuss the rela�onship between a�tudes/beliefs and sexual and reproduc�ve health.

· Describe sexual and reproduc�ve health rights.

· Discuss how viola�on of rights in daily life impacts the sexual and reproduc�ve health of an 
individual.

Time: 1 hour.

Session Overview

Ac�vity 1: Sexual Reproduc�ve Health and Rights– Defini�ons. 
Ac�vity 2: A�tudes, Beliefs and Sexual Reproduc�ve Health.

Training aids/Materials required 

- Flip chart.
- Chart paper.
- S�cking tape.
- Markers for each par�cipant.
- PowerPoint presenta�on. 

  - LCD projector.
- Screen.
- Laptop.
- A�tude statements.
- Handout 3.
- Handout 4.
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Methodology: Brainstorming, power point presenta�on, group ac�vity.

Step 1: Brainstorming; 10 minutes
Invite par�cipants to describe what the terms 'Sexual health' and 'Reproduc�ve health' mean to them. Let them 
speak out the terms and phrases that represent their idea of sexual health or reproduc�ve health and list their 
responses on the flip chart. Explain just as “good” personal health has physical, emo�onal and social dimensions, 
sexual and reproduc�ve health also have similar dimensions. Encourage the par�cipants to reflect and discuss all 
these dimensions of SRH. Ensure all aspects of sexual and reproduc�ve health are included in their responses as 
given in Handout 3. 

Step 2:  Interac�ve Presenta�on (20 minutes)
Using power point presenta�on, present the WHO defini�ons of sexual and reproduc�ve health through power 
point and facilitate a discussion on how these two are related, with sexual health being a necessary part of 
reproduc�ve health (Provide Handout 3). Emphasize that Sexual and reproduc�ve health includes, choice of 
sexuality, choice of reproduc�on as well as maternal, newborn and child health (MNCH) which refers to the 
health and well-being of women during pregnancy, childbirth and post-delivery, and the health of newborn 
babies and children un�l the age of five. Let the par�cipants reflect on everyone's ability to exercise these 
choices. 

Con�nue the presenta�on to present sexual and reproduc�ve health rights. Explain that in an ideal 
environment, we would all have access to the educa�on, services and social support we need to live healthy, 
fulfilling sexual and reproduc�ve lives as envisioned in the Universal Declara�on of Human Rights (UDHR), the 
first interna�onal statement on human rights to be adopted by United Na�ons General Assembly on 10 
December 1948 and to which India is also a signatory and is thus commi�ed to upholding these rights for every 
individual. Within twelve basic human rights, there are human rights on people's sexuality and reproduc�on and 
we call them 'sexual rights' or 'reproduc�ve rights' respec�vely.  Explain the difference between sexual rights 
and reproduc�ve rights (SRHR): Sexual rights are human rights that let people decide about their sexuality freely 
and responsibly. Reproduc�ve rights are the rights of people to decide whether to give birth to a child or not, 
without discrimina�on, coercion or violence as well as rights to have a pleasurable sexual life.

These rights allow everyone to control their own sexuality and reproduc�on, with due regard for the rights of 
others and within a framework of protec�on against discrimina�on. (WHO, 2006a, updated 2010).  

The Interna�onal Planned Parenthood Federa�on (IPPF) summarized these sexual and reproduc�ve rights that 
are derived from interna�onal human rights conven�ons and UDHR. The government is bound by interna�onal 
law to protect and fulfil these rights. (Provide Handout 4).

Ask the par�cipants again to reflect on whether everyone is free to exercise these rights and if not, why not? Do 
our a�tudes, beliefs and societal norms form a barrier for certain people to access these rights? To examine our 
own a�tudes and biases, carry out the following ac�vity.
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Handout 4: Sexual Health and Reproduc�ve Health

Sexual Health
Sexual health is defined by the World Health Organiza�on (WHO) as 'the state of physical, emo�onal, mental 
and social well-being in rela�on to sexuality; it is not merely the absence of disease, dysfunc�on or infirmity. It 
requires a respec�ul approach to sexuality and sexual rela�onships as well as having the possibility of safe and 
pleasurable sexual life free from coercion, discrimina�on and violence.’

To understand sexual health be�er, broad considera�on of sexuality is a must as an individual's sexuality 
underlies important behaviours and outcomes related to sexual health. A personal sense of sexual well-being is 

4
essen�al for sexual health.

For sexual health to be a�ained and maintained, the sexual rights of all persons must be respected, protected 
and fulfilled (WHO, 2006a).

Reproduc�ve health
The World Health Organiza�on (WHO) defines reproduc�ve health as, “a state of complete physical, mental and 
social well-being, and not merely the absence of disease or infirmity in all ma�ers rela�ng to the reproduc�ve 
system and its func�ons and processes at all stages of life.” Reproduc�ve health, therefore, implies that people 
can have a responsible, sa�sfying and safe sex life and that they can have children and the freedom to decide if, 
when and how o�en to do so. Sexual health is a part of reproduc�ve health.

Sexual and reproduc�ve health, therefore includes choice of sexuality, choice of reproduc�on as well as 
maternal, newborn and child health (MNCH) which refers to the health and well-being of women during 
pregnancy, childbirth and post-delivery, and the health of newborn babies and children un�l the age of five.

4h�p://www.who.int/reproduc�vehealth/topics/sexual_health/sh_defini�ons/en/
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To ensure sexual and reproduc�ve health, men and women have the right to be provided with informa�on and 
access to safe, effec�ve, affordable and acceptable methods of family planning of their choice, and access to 
appropriate health care services that will enable women to go safely through pregnancy and childbirth and 
provide couples with the best chance of having a healthy child. In addi�on to the antenatal, skilled child birth and 
post-natal care, the interven�ons should include newborn care, emergency obstetric and newborn care, safe 
abor�on services, and the preven�on of HIV and other sexually transmi�ed infec�ons, exclusive breas�eeding 
for infants up to six months; vaccines and immuniza�on; oral rehydra�on therapy and zinc supplements to 
manage diarrhea; treatment for the major childhood illnesses; nutri�onal supplements (such as vitamin A); and 

5access to appropriate ready-to-eat foods to prevent and treat malnutri�on.

5Interna�onal HIV/AIDS Alliance (2010), 'Integra�on of HIV and sexual and reproduc�ve health and rights: 
Good Prac�ce Guide'

6IPPF guide to SRHR
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6Hand-out 4: Sexual and Reproduc�ve Health Rights

1. Everyone has the right to life and this should not be put at risk by pregnancy and childbirth.

2. Everyone has the right and freedom to control their own sexual and reproduc�ve lives, e.g., the 
right to decide whether or not to be sexually ac�ve.

3. No one should be discriminated based on race, poverty, sex or sexual orienta�on, 
marital status or religious or poli�cal opinion. This means everyone has the right to 
access SRH services.

4. Everyone has the right to privately and confiden�ally make their own decisions about 
their sexual and reproduc�ve life and to have these decisions respected.
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Able to choose whether and when to have 

children, with whom and how many 

Contracep�on

Condoms, lubricants and contracep�ves

Safe motherhood (care during pregnancy, 

delivery, preven�on of HIV transmission to 

baby, and post-natal care including 

postpartum contracep�on; safe abor�on; 

breas�eeding, and immuniza�on of the 

baby)

Early diagnosis and treatment of STI/RTI/HIV

Infer�lity treatment and treatment of

gynecological problems

Diagnosis and treatment of cancers related 

to sexual and reproduc�ve health.

  

Sexual Pleasure

Love

Sex by Choice

Partner by choice

Sex without violence, coercion and fear

Expression of sexuality and gender without 

shame, s�gma, and fear

Safe sex, protected from STI/HIV/unintended 

Pregnancy

Availability of condoms, lubricants and 

contracep�ves

Early Diagnosis and treatment of STI/HIV.
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5. Everyone has the right to access informa�on and educa�on on SRHR and this includes the right 
to know about the benefits and availability of SRH services.

6.  Everyone has the right to choose when and whether they want to marry and have children. This 
covers the right to choose the partner, the right to choose which type of contracep�on you want 
to use, and the right to choose whether you will breas�eed your child or not.

7. Each person has the right to decide on the number, �ming and spacing of their children if they 
choose to have children.

8. Everyone has the right to a�ain the highest possible standards of sexual and reproduc�ve 
health. This includes avoiding unwanted pregnancies, STIs, and sexual violence, and reedom f
from harmful prac�ces like genital mu�la�on, bride price, and gender role stereotypes.

9. Everyone has the right to access new technologies that have the poten�al to improve health.

10. Any individual or organiza�on has the right to advocate for SRHR issues.

11. Everyone has the right to be free from degrading treatment, including to be treated with respect 
and considera�on when accessing health services.

12. Everyone has the right to have a sa�sfying, safe and pleasurable sex life, the right to be free from 
coercion, pressure or violence from a partner.

Our a�tudes, values, beliefs and prac�ce impact sexual reproduc�ve health and can become barriers in 
a�aining good health. To explain this, carry out the group ac�vity below. 

Step 3: Ac�vity: A�tudes, Beliefs and Sexual Reproduc�ve Health (30 min)

Write 'Agree', 'Disagree', and 'Not sure' on three cards and s�ck each card to a different corner of the room.

Ask the par�cipants to stand up. Explain to them that you will read out different statements and, that a�er each 
statement, the par�cipants have to move to an area with the sign that reflects their personal opinion on that 
statement. 

Read aloud the statements from the cards prepared beforehand. Once the par�cipants have taken their 
posi�on, ask one or two volunteers under each sign why they took that par�cular posi�on. Encourage the 
par�cipants to share their perspec�ve without being judgmental and use this opportunity to correct any 
misconcep�ons that come up during the discussion.

Statements that can be used to test a�tudes:

1. Having sex before marriage is wrong.

2. Homosexuality is a sin.

3. Anal sex is wrong.

4. Women who inject drugs should not have children.
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5. The only acceptable method of family planning for women living with HIV is tubectomy.

6. If a Sex worker becomes pregnant, she should undergo an abor�on.

7. A woman can have as many partners as she wants.

8. Women should enjoy sex.

9. If a drunk or a 'high' woman gets raped, it is her fault.

10. Abor�on is acceptable only if there has been a rape.

11. A doctor refuses to provide STI services to a young male sex worker and reports him to his 
parents.

12. Anyone engaging in sex work deserves to have HIV.

Discuss the statements about sexual and reproduc�ve health and rights. Explain that a suppor�ve social and 
cultural environment promotes gender equality and upholds the sexual and reproduc�ve health rights of people 
of any gender or sexuality. Everyone must understand that other people have rights too, and should respect 
them. 

Ask the group who agreed with above men�oned statements to reflect and state which sexual and reproduc�ve 
rights were violated in these examples and how that becomes a barrier to providing quality health services. 
Some of the rights ge�ng violated in the above scenarios include:

· Right to sexuality. 

· Right to health care and treatment.

· Right to decide whether or not to have a child.

· Right to equality and be free of discrimina�on.

· Right to informa�on and educa�on.

· Right to life.

Discuss other ways a person's sexual reproduc�ve rights could be violated (e.g., sex against will, refusal 
of contracep�ves to young unmarried girls by the health care provider, banning of sex educa�on by 
schools, forced steriliza�on or abor�on, denial of abor�on services). Talk about how viola�ons of 
sexual and reproduc�ve rights can take many different forms and how some of these viola�ons are so 
common they are typically overlooked, excused, or seen as culturally 'normal'.

Wrap up the session by stressing how the realiza�on of SRHR is important for a�aining good sexual and 
reproduc�ve health. Responsibility for protec�ng, and fulfilling human rights rests not only on 
government but on every single person. Moreover, as health care providers, we should be aware of our 
beliefs, biases and a�tudes, and ensure that these do not prevent us from providing the right services 
as required by every client visi�ng our clinic. 
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Session 5: Sexual Reproduc�ve Health and HIV Integra�on

Learning Objec�ves: 

By end of the session, the par�cipants will be able to: 

· Explain the common components for SRHR and HIV programming and the ra�onale for 
integra�ng the two.

· Describe the advantages and challenges of integra�ng SRHR and HIV services.

· Explore the opportuni�es for maximising service access for Female sex workers through 
integra�ng HIV and SRH services.

Time: 1 hour.

Training aides/Materials required:
 

- Flipchart.
- Chart paper.
- S�cking tape.
- Markers for each par�cipant.
- PowerPoint presenta�on.
- LCD projector.
- Screen.
- Handout 4: SRH-HIV Integra�on.

Methodology: Brainstorming, Group work and discussion, power point presenta�on.

Step 1: Brainstorming and power point discussion; 15 minutes
Draw two intersec�ng circles on a flip chart. Ask the par�cipants to recall components of sexual and reproduc�ve 
health listed in the last session and think which of these components are common to HIV programming. Invite 
one volunteer from the par�cipants to come forward and list the components of SRH services in one circle, those 
of HIV services in the other, and the components that are common to SRH and HIV in the overlapping sec�on. 
Encourage the group to support the volunteer.

Present key linkage areas for HIV and SRH interven�ons through a Power Point presenta�on. Draw the 
par�cipants' a�en�on to the fact that while implemen�ng targeted interven�ons for female sex workers, the 
par�cipants are already dealing with several aspects of SRH. By integra�ng components from the two programs, 
more comprehensive support can be provided to FSW (See Handout 5/Facilitator's Resources for Key Elements 
of linkages between HIV/AIDS Sexual Reproduc�ve Health Services  -Fig 1).

Step 2: (Group Ac�vity) 30 minutes
Divide the par�cipants into three groups. From the following list of ques�ons, assign each group with one topic 
to work on:

1. Why should SRHR services be linked with HIV programming and what are the poten�al 
pla�orms for linkages?

2. What are the benefits of integra�ng SRH and HIV preven�on programming?

3. What are the challenges of SRHR/HIV integra�on?
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Ask the par�cipants to reflect on these ques�ons in the context of a sex worker. Let the smaller group discuss the 
topic among themselves, no�ng down their sugges�ons on a chart. A�er 15 minutes, each group presents their 
findings to the larger group. Facilitate discussion in a larger group on all three topics. 

Step 3: (Power point presenta�on) 15 minutes
Complete the discussion with Power Point presenta�on (15 min). Include important lessons learnt from 
na�onal/interna�onal experience for successful integra�on of SRHR and HIV services for women at risk and 
share some successful case studies on integra�on (Handout 4). These linkages can be two-way; HIV services 
through the general health system and conversely, reproduc�ve health services through Targeted interven�ons 
or STI/HIV clinics. 

Facilitator's notes

Inform the group that a joint direc�ve from the Na�onal AIDS Control Organiza�on (NACO) and Na�onal Health 
Mission (NHM) was issued by the Government of India in July 2010 to facilitate the convergence of HIV and 
reproduc�ve child health services at the district level. Several steps were outlined for ensuring delivery of HIV 
related services to people through the general health system. These services include the universal screening of 
pregnant women for HIV, nutri�on and birth spacing and breas�eeding counselling at Integrated Counselling & 
Tes�ng Centers (ICTC), safe delivery of HIV posi�ve women, provision of STI/RTI services at public healthcare 
facili�es especially to clients from TI, ICTC services at 24X7 PHCs, and OI (opportunis�c infec�ons) treatment, 
care and support services to the PLHIV at the government hospitals, referrals and provision of ART services at the 
sub-district level through link ART centres, condom promo�on, and Informa�on, Educa�on and 
Communica�on, provision of OST to injec�ng drug users and screening for HIV-TB co-infec�on. The District AIDS 
and Preven�on Control Units (DAPCU) at the district level are responsible for ensuring smooth convergence at 
the district level.

7

Sum up the session by poin�ng out that there are strong barriers to accessing SRHR services for women working 
as sex workers. Providing these services through STI clinics (Suraksha clinics) can improve access drama�cally 
since TIs are their first point of contact and have an established outreach. Service providers at STI clinics and ART 
centres must keep in mind the SRH needs of the women a�ending and ensure the unmet needs are addressed in 
a s�gma-free environment. Similarly, clinics providing SRH services should be sensi�ve to the needs of young 
women, women engaging in sex work or IV drugs and those living with HIV and provide STI/HIV preven�on 
services as appropriate.

Handout 5: Integra�on of Sexual and Reproduc�ve Health and HIV services

“Integra�on refers to one or more components of SRHR programming being integrated into one or more 
components of HIV programming; or vice versa. This includes referrals from one service to another, with the 
overall aim of providing more comprehensive support”.

8

7NACO (2012). Opera�onal Guidelines, District AIDS Preven�on and Control Units.
8WHO, USAID, FHI (2012). Strategic Considera�ons for Strengthening the Linkages between Family Planning and HIV/AIDS Policies, Programs, and 
Services.
7. UNFPA. What is the evidence of effec�veness of SRH/HIV integra�on. Evidence Brief.
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Integra�on aims to improve the dual health outcomes related to SRH and HIV, such as HIV/STI infec�ons, AIDS-
related deaths, unintended pregnancies and maternal mortality, cervical cancer and gender-based violence. 
India, as part of na�onal commitments to strengthen linkages between SRHR and HIV strategies, has enacted 
laws and policies, as well as improvements in health systems and integrated services. A joint direc�ve from 
Na�onal AIDS Control Organiza�on (NACO) and Na�onal Rural Health Mission (NRHM) was issued by the 
Government of India in July 2010 to facilitate the convergence of HIV and reproduc�ve child health services at 
the district level. Several steps were outlined for ensuring delivery of HIV related services to people through the 
general health system.

The diagram below shows the main components of SRH and HIV services and the key linkages: 

Source: Adapted from WHO (2005), 'Sexual and reproductive health and HIV/AIDS: a framework for priority linkages'

HIV/AIDS & SRH: Key Elements

Source: WHO/UNAIDS, IPPF/UNFPA (2005)

Family Planing
Maternal & infant care
Management of 
sexually transmi�ed 
infec�ons
Management of 
other SRH problems

SRH
Learn HIV status
Promote  safer sex
Op�mize connec�on
between HIV/AIDS and
STI services
Integrate HIV/AIDS
with maternal and
infant health

Key Linkages
Preven�on
Treatment
Care
Support

HIV/AIDS

To provide comprehensive services to women engaging in unsafe sex, a two-way approach is necessary – 
combining support and services for HIV and SRHR. Integra�on can be bi-direc�onal, i.e., SRH programmes can 
include HIV services and HIV programmes can include SRHR services (Fig 1). The integra�on of SRHR and HIV 
services can be quite challenging and need the partnership of community groups and organiza�on, governments 
and interna�onal donors for successful implementa�on.

Fig 1: Key Elements of linkages between HIV/AIDS and Sexual Reproduc�ve Health Services
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Some of the pla�orms that can be used for integra�ng SRH and HIV services in India's public health system 
include:

S. No. Facility/Program Services to be added Target group
Educa�on/counseling on 
STI/HIV
Safer sex promo�on, free 
condoms
STI diagnosis and 
management including 
syphilis test
PMTCT and VCT services
SRH informa�on
SRH services if ART centers 
located in major secondary 
and ter�ary facili�es
SRH informa�on
SRH services

1.

2.

3.

Family Planning/MNCH 
services

ART centers

HIV programmes 
(preven�on/care and 
support centers)

More suitable for married 
women

All type of clients

Key popula�ons (PWID, 
FSW, MSM), migrants, 
clients/partners of sex 
workers

SRH SERVICES

Family planning
Pregnancy tes�ng
Emergency contracep�on
Preven�on of unsafe abor�on

REPRODUCTIVE HEALTH

Antenatal services
Labour and delivery
Postnatal Care
Newborn and child health

MATERNAL AND
CHILD HEALTH

STI treatment
Sexual health counselling
Condom provision
Cervical cancer screening
PEP for GBV survivors

SEXUAL HEALTH

HIV SERVICES

HIV PREVENTION

HIV care

ART

Fig 2: Common examples of integra�on of services
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HCT
PMTCT
Pre-exposure prophylaxis
Condom provision
PEP
MMC
BCC

Psychosocial support
OI screening/prophylaxis
Clinical staging

ART treatment and adherence
Counselling
Psychosocial support
Treatment as preven�on
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Integra�on helps not only increase access and uptake of key HIV and SRH services, reduced s�gma related to HIV 
and key popula�on and improved quality of care, but also in increased effec�veness and efficiency of na�onal 
programmes due to decreased duplica�on of efforts and compe��on for scarce resources. 

Addi�onal informa�on can be accessed at:

1. WHO (online), 'Sexual and reproduc�ve health'. Available at:
  www.who.int/reproduc�ve-health/hiv/docs.html

2. WHO (2008), 'Integrated health services – what and why?', Technical Brief 1. Available at: 
www.who.int/healthsystems/service_delivery_techbrief1.pdf

Session 6: Vulnerabili�es, Risks and SRH Needs of Sex Workers

Learning Objec�ves: 

By end of the session, the par�cipants will be able to:

· Iden�fy the social, cultural and economic factors that enhance the risk of sexual reproduc�ve ill-
health among women, especially female sex workers and adolescent girls.

· Describe the sexual reproduc�ve health needs of female sex workers.

Time: 1 hour.

Training aids/Material required: 

- Flipchart.
- Chart paper.
- S�cking tape.
- Markers for each par�cipant.
- PowerPoint presenta�on.
- LCD projector. 
- Screen.
- Handout 5.
- Case studies (4).

Methodology: The following steps describe the process to be followed during this session.

Step 1: Brainstorming; 10 minutes
Introduce the session by explaining that the risk of acquiring HIV and SRH-ill-health and HIV varies among people 
and some groups of popula�on such as young people, women, especially female sex workers, men who have sex 
with men,  and transgender people, and people who inject drugs have high vulnerability and risk of hijra
acquiring HIV. Discuss the difference between risk and vulnerability. Ask the par�cipants if they can list the 
reasons for this enhanced risk of HIV and other SRH problems. Note down the responses and complete the list 
through power point presenta�on, if needed. 
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Ensure that issues such as biological factors, economic compulsions, sex work, the culturally embedded power 
imbalance between men and women exposing women to increased violence, coercion and s�gma, gender 
violence, and lack of family support are covered in the discussion (See Facilitator's Resources for details). 

Step 2: Gender Violence; 15 minutes

Discuss how gender-based violence is persistent and widespread, cuts across all classes, can happen in the 
privacy of home, or in public, is used to subordinate and/or punish women and anyone else who is perceived to 
have transgressed gender norms, and is difficult to prevent or mi�gate because social ins�tu�ons see it as 
'normal.' (See facilitator's Resources).     

Step 3: Group work; 15 minutes

FSW have the same sexual and reproduc�ve needs as any other woman – such as the need for safe sex, to have 
sa�sfying sexual rela�ons and to be able to decide whether or not to have children. However, due to many 
factors, social, economic, legal or biological, these women may experience greater vulnerability to SRH-related 
ill-health than other community members. The following exercise will help examine these vulnerabili�es and 
their impact on SRH. 

Divide the par�cipants into four groups and provide each group with one of the following case studies. Ask the 
par�cipants to discuss the case study within their small group and answer the ques�ons accompanying the case 
study (15 minutes). 

Case Studies

Case study 1: Rita, 30 years old,  has been working as a sex worker for the last three years. She uses condoms with 
all her clients but her boyfriend refuses to use the condoms. Having missed her periods for two months, she 
visited the local clinic and was told she was pregnant. She was also tested for HIV and was found to be posi�ve. 
The doctor advised her to undergo an abor�on. Rita wanted to keep the baby and so went to consult another 
doctor who gave her the same advice. Rita decided not to visit any medical facility and con�nued with her 
pregnancy without medical supervision. She had a home delivery during which the baby died. Rita's own health 
has also deteriorated.

Case study 2: 19-year-old Rashmi is from a village in Orissa. Last year her father, who was the only bread-winner 
in the family, passed away. Her mother sent her to Ahmedabad with their neighbour, Mehtab, to earn a living. 
Mehtab works in Ahmedabad and Rashmi is now living with him and has sexual rela�ons with him. They do not 
use condoms. Rashmi does not want to get pregnant at this stage so she contacts the Accredited Social Health 
Activist (ASHA) to take advice for family planning and to get oral pills. However, the ASHA tells her that 
unmarried girls should not be sexually ac�ve and sends her back without any advice or pills.

Case study 3: Rani is a beau�ful young girl of 20 years and is engaged in sex work. She has 8-10 clients daily. Two 
days ago, she accompanied a client to a hotel and to her horror she was forced to have group sex with four men. 
None of them used a condom. Later she went to the police to complain but the sub-inspector at the police 
sta�on refused to file a complaint and rather made some lurid comments about her making false charges a�er 
having had all the fun!

Case study 4: Anita is a 24-year-old beau�ful girl and wishes to go abroad for higher studies. Her parents cannot 
afford the expenses so she has been engaging in sex work to support her higher educa�on. However, she is 
unable to nego�ate condom use with her clients and has come to your clinic for contracep�ve advice.
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Ques�ons:

· What are the high-risk behaviours and associated risks? 

· What are the factors responsible for the health risks? List out all the biological, social, cultural or 
economic factors that may be applicable.

· What are the sexual and reproduc�ve health needs of the person in the case study? 

· What can be done to address the needs iden�fied?

· How the natural disasters/pandemic like COVID does worsens the vulnerability of key 
popula�on?

The par�cipants may be provided with charts with the following table drawn to record their responses:
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High-Risk 
Behaviour

Associated Risks Vulnerabili�es SRH Needs Ac�on
Required

Step 4: Group presenta�ons; 20 minutes
Invite a representa�ve from each group to present their responses to the larger group. 

Facilitate discussion within the larger group about risks, vulnerabili�es and needs concerning sexual 
reproduc�ve health.

Step 5: (Powerpoint slide) 5 minutes
Summarize the SRH needs of FSW, keeping the above risks, vulnerabili�es and behaviours in mind:

Conclude the session by explaining that while FSW has a range of SRH needs just like any other woman, they may 
also face addi�onal problems that are specific to their high-risk behaviours and experiences as a sex worker. 
These needs may vary depending upon their age, type of sex work or HIV status; e.g., younger FSW might have a 
higher need of family planning than an older one while a pregnant HIV posi�ve woman might need informa�on 
on how she can improve her health during pregnancy and prevent transmission of infec�on to the baby through 
early ini�a�on of ART.

HIV
ICTC
ART Infer�lity Tt/Adop�on

Sexual dysfunc�on
Menstrual irregulari�es; RTI

Pap smear

FSW

OST PPTCT
Discordant
Couple

Unsafe sex Pregnancy
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Fig 3: SRH Services for FSW

Questions

Health Care Providers Training Module



SRH needs of adolescent girls:

· Changes during adolescence, menstrual cycle and menstrual hygiene.

· Concep�on and pregnancy and safe motherhood.

· Contracep�ve choices. 

· RTI and STI.

· Safe abor�on services.

Session 7: Sexually-Transmi�ed Infec�ons

Learning Objec�ves:

By the end of this session, par�cipants will be able to:
 

· Understand why STI control is important for HIV preven�on.

· Update their knowledge on STI services provided to key popula�on.

· Discuss the ra�onale and various components of syndromic case management.

· Refresh and update their knowledge and skill of screening for Cervical carcinoma.

Time: 1 hour.

Training aids/Materials required: 

- Flip chart.
- Power Point presenta�on.
- LCD projector.
- Laptop.
- Screen.
- Ques�on box.
- Ques�on slips.

Methodology: Quiz and interac�ve discussion 

Step 1: Preparing ques�on bank for quiz
For this session, prepare individual ques�on slips in advance using the list of ques�ons below. Fold each slip and 
keep it in the ques�on box. 

Introduce the session by talking about how sex workers are at risk of ge�ng STI, the rela�onship of HIV with STI, 
the STI burden in India and how trea�ng STIs in high-risk individual is part of our na�onal strategy for HIV 
preven�on. If a woman comes to your clinic, it is an opportunity to promote safe sex and condom use, thus 
bringing about a behavior change. Inform the par�cipants that the session will help refresh their knowledge of 
STI management through a quiz.

Set ground rules for the quiz. 

Step 2: Quiz; 30 min
Divide the team into four groups. Inform them that each team will get three ques�ons each and there will be 
three points for the correct answer, 1 if the answer is incomplete and 0 if incorrect. If the correct answer is given 
by a different group, that group earns 2 bonus points.
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Invite one volunteer from the first group to pick up one slip out of the ques�on box. Let him/her read aloud the 
ques�on and allow them a couple of minutes within the group to discuss and respond. If unable to answer, invite 
replies from other groups. If needed, correct and supplement the informa�on using power point slides.

Repeat the process with the next group in rota�on un�l all ques�ons are taken up. 

List of quiz ques�ons:

1. STIs are most common in which age group?
A. Teens and young adults up to age 24     B. People ages 30 to 45     C. People 60 and older D. All of the above.

2. As long as a person has no symptoms of an STI, he or she:
A. Cannot pass on an STI     B. Doesn't have an STI     C. A and B D. None of the above.
 
2. Which of these is a health problem that can be caused by STIs in women?
A. Pelvic inflammatory disease (PID)    B. Ectopic pregnancy    C. Higher risk for cervical cancer    D. All of the 
above.
 
3. Which is the most common STI caused by bacteria?
A. Gonorrhea    B. Syphilis     C. Chlamydia    D. Genital warts.
 
4. One symptom of genital herpes is:
A. Tingling or burning in the genital area   B. Painful blisters in the genital area   C. A and B   D. None of the above.
 
5.  To lower your risk of ge�ng an STI:
A. Use a male condom    B. Don't have mul�ple sex partners    C. As a young person, delay having sexual rela�ons 
as long as possible    D. All of the above 

6. A woman can have vaginal discharge due to:
A. Unprotected sex.    B. Poor menstrual hygiene    C. Poor personal hygiene.    D. All of the above

7. Which major organ can be affected by untreated syphilis?
A. Heart    B. Brain    C. Liver    D. A and B 

8. You can get herpes from a toilet seat.
A. True    B. False

9. What are different means you can use to diagnose STIs? Which one you will choose and why?

10. What is syndromic case management (SCM)? What are its advantages and limita�ons?

11. What are the different steps for SCM of STI?

12. Ri�ka, 28 years old, comes to your clinic with pain lower abdomen for the last 4 days and history of off and 
on vaginal discharge for 3 years. How will you manage?
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Discuss each quiz answer in detail and correct any misinforma�on the group has. Explain that STI treatment is 
provided based on the syndrome and NACO has developed and distributed colour-coded packs. Explain that 
treatment is not complete unless: 

· Partner is treated for the same syndrome.

·  sex is provided.Informa�on and counselling on safe

· Provision of condom. 

Advoca�ng correct and consistent use of condom is not enough. Ensure the woman has access to condoms and 
also has the skills to nego�ate condom use not only with casual clients but also with regular partners.

Ensure par�cipants understand that every vaginal discharge is not an STI. Personal and menstrual hygiene is 
important to avoid reproduc�ve tract infec�ons. They should discuss the advantages and disadvantages of 
different absorbents (menstrual cloth, sanitary pads, tampons and menstrual cup) with their clients.

Cervical Cancer: Explain why it is important to screen FSW for cervical cancer. Factors such as mul�ple partners 
and unprotected sex make FSW vulnerable to HPV infec�on which can lead to cervical carcinoma over �me. 
Share the results from the Koshish study (carried out by India HIV AIDS Alliance in Andhra Pradesh and Gujarat) 
where 5.6 percent of the women living with HIV had abnormal Pap Smear. Discuss screening protocols, 
procedures and HPV vaccina�on schedules (see Facilitator's Resources). 

Session 7: Family Planning and Protec�ng Fer�lity

Learning Objec�ves:
By the end of this session, par�cipants will be able to: 

· List and describe the methods of family planning op�ons available with a special focus on 
women using drugs.

· Differen�ate between emergency contracep�on and abor�on.

· Discuss ways in which HIV posi�ve FSW can be supported to bear children.

Time: 1.5 hours.

Material: 
- Flip chart.
- Chart papers.
- Markers.
- Power Point presenta�on.
- LCD projector.
- Laptop.
- Screen.
- Case studies.
- Handout 6. 
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Methodology: Case study and Group discussion. 

Step 1: Group-work on case studies
Divide the par�cipants into 4 groups and provide each group with one case study each. Instruct the par�cipants 
to take 10 minutes to study the case and discuss the ques�ons given at end of each case study. Write down the 
answers on a chart paper. 

Case Studies

Case study 1: 25-year-old Shan� has been married for 3 years and has one child. She had copper-T inserted a�er 
the birth of her first child. Shan� supplements the family income through sex work. Two months back she tested 
posi�ve for HIV. She has been advised by her family doctor that she should get copper-T removed as it is not a 
safe op�on for HIV posi�ve women and to go for tubectomy instead. Shan� is now worried because even though 
she does not want to have a child at this �me, she is sure she would like to have another child in future. She 
comes to you for advice.

Ques�ons: What are Shan�'s reproduc�ve rights?

       What alterna�ve op�ons for birth control can be offered to Shan�?

Case study 2: Radha, a 24-year-old female, comes to your clinic saying that she had unprotected sex the night 
before when she was high. She is now worried about pregnancy. She is clear that she does not want to have 
children yet. What would you tell her? 

Case study 3: Sandhya has not had periods for the last two months. She has a one-year-old baby and her periods 
are irregular. She o�en has sex without the use of condoms. Ini�ally, she was not bothered about it as they have 
been irregular for quite some �me. For the last couple of weeks, however, she has been having morning nausea 
and so she is worried. She does not want to have children. What are her op�ons?

Case study 4: Sushila is 30-year-old woman, married for the last 4 years. Her husband is HIV posi�ve and he has 
been using condoms to prevent HIV transmission to Sushila. The couple wants to have a baby and come to you 
for your expert advice.

Step 2: Group 1 presenta�on and discussion; 20 minutes
Once each group has finished the group work, invite the first group to present their case and contracep�ve 
op�ons they have suggested for this woman. Remind the par�cipants that a sex worker, like any other woman, 
has the right to decide whether or not to have children when to have children and how many. To exercise this 
right, she needs to have the right informa�on and resources. Women who do not want children at the moment, 
use birth control methods, while others may need support if they want to have children in ensuring concep�on is 
safe. 

Ask other groups if they want to add to the op�ons suggested by the presen�ng group. Facilitate par�cipatory 
discussion on various contracep�ve op�ons describing their mode of ac�on, merits and demerits, poten�al risks 
and where to access them. Discuss the suitability of various contracep�ve op�ons to FSW keeping in mind her 
lifestyle.  like implants, injec�ons or intrauterine contracep�ve devices (IUD) may be a Long-term contracep�ves
be�er choice. Use of should be promoted. dual methods of protec�on and women-centric contracep�ves 
Discuss the methods of choice if she were living with HIV and on ART.

Case study and Group discussion
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Explain that copper-T does not need to be removed if a woman using this device gets HIV infec�on. She can safely 
con�nue using copper-T unless she has a cervical infec�on.

Share Handout 6 on Contracep�ve Op�ons with the par�cipants.

Handout 6: Family Planning Op�ons

Family planning methods can be temporary – those that allow for return to fer�lity when the couple wants to 
have a child; or, permanent – those that are used when the family is complete.

Temporary Methods

Natural methods: These methods are generally not very reliable.

a. Lacta�on Amenorrhea Method (LAM): Breast feeding the newborn regularly has a natural 
tendency in suppressing ovula�on and is a natural birth control op�on for women. This works 
only if the woman is exclusively breast feeding, her menstrua�on has not resumed and the baby 
is less than 6 months old.

b. Fer�lity awareness, wherein a woman keeps track of days when she is most fer�le and abstains 
from sex on those days. This requires a strong understanding and awareness of a woman's 
monthly cycle and changes in her body.

 

c. Cervical mucus method, wherein the thickness and s�ckiness of the cervical mucus indicates 
days of fer�lity, also requires a careful understanding of a woman's own body.

 

d. Withdrawal method is where a man pulls his penis out of a woman's vagina before ejacula�ng.  
This method requires a strong level of trust and experience between sexual partners. There are 
also risks involved, as pre-ejacula�on can also cause pregnancy. Neither of these methods 
prevents HIV or STI transmission. 

Barrier methods: These create a physical barrier between the genitals, preven�ng HIV infec�on or re-infec�on, 
STI infec�on and pregnancy (also known as dual protec�on- double protec�on from pregnancy and STI/HIV 
transmission).

 

a. Male condoms prevent the semen from coming in contact with the vaginal wall and when used 
consistently and correctly, are almost 100% effec�ve. Male condoms remain the most 
inexpensive contracep�on method and TIs provide condoms at no cost to members of high-risk 
groups across the country. Male condoms are made of latex which can be damaged if used with 
oil-based lubricants. Therefore, only water-based lubricants should be used.

b. Female condoms are also highly effec�ve and allow for women to maintain control over 
contracep�on. However female condoms are expensive and not freely available. Other barrier  
methods exist, but are less accessible than condoms and do not provide dual protec�on.
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c. Diaphragm, cervical cap and cervical shield prevent sperm from reaching the egg but do not 
protect from HIV or STI transmission. The diaphragm is a shallow latex cup that is inserted into 
the vagina before sex. The cervical cap is a small thimble-shaped latex cup that works similarly.  
Both the diaphragm and the cervical cup come in different sizes and women must be “fi�ed” by 
a doctor to find the right size. The cervical shield is made of silicon and uses suc�on to fit the 
cervix. All three can be used with spermicide (sperm killing gel) and should be le� in for 6-8 
hours a�er intercourse to prevent pregnancy and be taken out between 24 and 48 hours a�er 
intercourse. However, the use of spermicide can increase the risk of HIV infec�ons and is not 
recommended.

Oral contracep�ve pills: These contracep�ves contain hormones (proges�n alone or in combina�on with 
estrogen) and regulate the fer�lity of women by preven�ng ovula�on. Other than being easy to use, hormonal 
contracep�ves are reversible, allowing women to regulate their fer�lity un�l they are ready to have children. 
However, these do not prevent STI and HIV infec�ons, so women should be advised to use male or female 
condoms as well.

a. Combined Oral contracep�ve pills are the most accessible of these op�ons. These pills must be 
taken daily for 21 days every month, usually at the same �me each day. If more than two pills are 
missed, the pack should be discarded and a new cycle started once menstrua�on ends. When 
used properly they are also highly effec�ve in preven�ng pregnancy. The pills can cause nausea 
and vomi�ng in some women but that decreases a�er some �me. However, these are 
contraindicated in certain medical condi�ons so a doctor should be consulted before star�ng on 
oral pills. Once the pills are discon�nued, there is an immediate return of fer�lity. The pills can 
be started a�er 6 months of delivery and should be avoided in the first 6 months by a breast 
feeding woman.

b. Non hormonal oral contracep�ve pills: Centchroman (INN: Ormeloxifene), sold under the 
brand names  and available in the government health facili�es by the name , is a Saheli Chhaya
weekly oral contracep�ve. It is a non-steroidal, non-hormonal method, taken twice a week on 
fixed days for the first three months, followed by once a week therea�er. Safe for breas�eeding 
women. Works by crea�ng asynchrony between developing zygote and endometrial matura�on 
leading to preven�on of implanta�on (Asynchrony in the form of slight increase in transport of 
zygote through oviducts, accelera�on of Blastocyst forma�on and suppression of endometrial 
prolifera�on and decidualiza�on). It does not alter basal or peak FSH/LH levels and also no effect 
on the produc�on of estrogen or progesterone. Besides contracep�on, it is also clinically useful 
in the management of DUB, mastalgia and fibroadenoma and has promising therapeu�c 
efficacy in a variety of cancers including breast cancer. Due to estrogenic ac�vity, this drug also 
has an�-osteoporo�c and cardio-protec�ve ac�vity.

Hormonal Injectable contracep�ves are long ac�ng reversible contracep�ves (LARC) given every three months, 
and by a trained health care provider. The method is available in the public health system by the name Antara 
Injec�on ( and is given deep I/M by a trained doctor/staff nurse/ANM. This type Medroxy progesterone acetate) 
of hormonal contracep�ve is be�er suited for people who are unable to take a pill daily and do not plan on 
becoming pregnant for at least three months. It may be a be�er op�on for women who may have trouble
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remembering the pill. Injectable contracep�ves are good for breast feeding mothers. They are given at 6 weeks 
of postpartum period and do not affect the quality and quan�ty of breast milk.
 
Implants are plas�c rod containing hormone that is placed under the skin of the upper arm and the hormones 
prevent the ovula�on and thereby the pregnancy. This can last for 4-7 years and require a health prac��oner to 
administer or place the implant. This method is best suited for women who know they do not want to have a 
child for an extended period. They are presently available in the private sector and are not available in the 
government sector facili�es.

Emergency contracep�ve pills: Emergency contracep�ve pills are high dose hormonal pills that can be taken up 
to 72 hours a�er unprotected sexual intercourse to prevent pregnancy and are also called 'morning a�er pills'.  
These pills mainly work by preven�ng or delaying the release of egg from ovary and may also affect the wall of 
the womb preven�ng the fer�lized egg to se�le in the womb. It is not abor�on as the pill helps avoid concep�on.  
They are considered fairly effec�ve but do not provide 100% protec�on. The sooner the pill is taken a�er 
unprotected sex, the be�er it works. If taken within 24 hours of unprotected sex, the risk of pregnancy is 
decreased by 95%.

There are no major side effects of pills but some women may experience vomi�ng, headache and breast 
tenderness. Following the pill, the next period may be disturbed. If the periods do not start in 3 weeks a�er 
taking the pill, check for pregnancy. The pill does not cause any harm to the fetus and the baby born would be 
normal. The emergency pill should be used only for an emergency or as a backup method and for regular 
contracep�on other methods of family planning should be adopted. It is important to advise the use of condom 
for dual protec�on.

Intrauterine contracep�ve devices (IUCDs) hormonal (using proges�n called LNG-IUS) non- are either or 
hormonal (using copper) and are inserted into the uterus through the vagina by a health professional. All public 
sector health facili�es have the availability of Copper containing IUCD 380 A (effec�ve for 10 years) and IUCD 
375(effec�ve for 5 years).  Copper IUCDs work by either preven�ng fer�liza�on (copper acts as a natural 
spermicide, proges�n prevents sperm from fer�lizing with the egg) or preven�ng implanta�on. IUCDs are 
considered highly effec�ve, are long-las�ng and reversible. Copper IUCDs can also act as emergency 
contracep�ves and can interrupt fer�liza�on up to five days a�er intercourse. Side effects of copper IUDs may 
include spo�ng in between periods, menstrual irregulari�es and occasionally, increased bleeding in some 
women. IUDs do not protect from STIs. Infec�ons must be ruled out before inser�ng IUCD. They are found to be 
safe and effec�ve in women who are HIV posi�ve.

Hormonal IUDs can remain in a woman's uterus for up to five years. They are presently not available in the 
government health facili�es.

IUCDs can be the method of choice for women who lack control over sexual rela�onship with husband or sexual 
partner, especially spouses/partners of IV drug users or the women who use drugs. Side effects of copper IUCDs 
may include spo�ng in between periods, menstrual irregulari�es and occasionally, increased bleeding in some 
women. IUDs do not protect from STIs. Infec�ons must be ruled out before inser�ng IUD. They are found to be 
safe and effec�ve in women who are HIV posi�ve.

Longer-ac�ng hormonal injec�on, now available as Antara injec�on in government health facili�es as stated 
previously or an IUCD can provide reliable pregnancy protec�on without daily or coitally dependent ac�on by 
the woman. These are good op�ons for women wan�ng to have children in the future but whose drug habit or 
lack of control over condom use with their partner might interfere with the regular pill or condom use.
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Permanent Methods: 

These methods do not protect from STI/HIV infec�ons so the use of condom should be advocated.

a. Male steriliza�on, (vasectomy), is a minor surgical procedure cu�ng the vas deferens, the duct 
carrying sperms. Male steriliza�on has no effect on sexual desire and performance, men are s�ll 
able to ejaculate, and their semen simply does not contain sperm. The procedure is reversible.

 
b. Female steriliza�on (Tubectomy) refers to the liga�on of fallopian tubes (known as tubal 

liga�on) and requires major surgical interven�on. Tubal liga�on can now be done with 
minimally invasive surgery, by making a small incision in the abdomen. The success rate of 
Tubectomy reversal is very low. The government of India allows for female steriliza�on a�er the 
birth of one child.

 (Adapted from Family Planning handbook of providers, WHO)

Step 3: Group 2 presenta�on and discussion; 15 minutes
Invite Group 2 to present their case and their sugges�ons. Again keep in mind her reproduc�ve rights and advice 
accordingly. 

Facilitate a quick discussion on emergency contracep�ves (pills and copper-T). Discuss the mode of ac�on, mode 
of administra�on and side effects of the emergency contracep�ve pills, and precau�ons, if any. The doctor must 
counsel the woman on how an emergency contracep�ve pill is a safe way of avoiding unwanted pregnancy 
following an unprotected sexual encounter. The pill must be taken within 72 hours a�er the sexual encounter for 
it to be effec�ve. 

Inform the par�cipants that in this age of digital technology, most women are aware of emergency contracep�ve 
pill and there is anecdotal evidence that many women at risk just make it a habit of procuring i-pill from the 
chemist and consuming it a�er every unsafe sexual encounter. Therefore, it is important to provide informa�on 
on side effects of frequent use and emphasize that the pill should only be used as a back-up method.  She must 
be counselled on other methods of family planning and mo�vated to start regular contracep�on to avoid the 
future risk of unintended pregnancy.

IUCD can also be inserted within five days of sexual intercourse as an emergency contracep�ve. It does not allow 
concep�on to occur. 

Step 4: Group 3 presenta�on and discussion; 20 minutes
Invite group 3 to present their case and the op�ons that Sandhya has. Discuss where Sandhya can avail safe 
abor�on services if her pregnancy is confirmed. Discuss also the barriers to access to safe abor�on, and post-
abor�on care including family planning. Women should be advised to abstain from sex for 5-7 days un�l vaginal 
bleeding has stopped. Inform her that it is safe to start the family method of her choice immediately a�er 
abor�on. Copper-T can be inserted as soon as infec�on or injury to the genital area is ruled out. Share MTP law 
with the par�cipants. Discuss the availability of surgical and medical methods of abor�on at all government 
health facili�es up to the level of PHC and that MMA are the safe methods for termina�on of pregnancy up to 9 
weeks of gesta�onal age.
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Facilitator's notes

Explain Sandhya's right to have the pregnancy terminated as per Medical Termina�on of Pregnancy (MTP) Law. 
Our goal is to prevent unsafe abor�on (abor�on by unskilled personnel or self-induced) considering this is the 
leading cause of maternal morbidity and mortality, and treatment of complica�ons places a huge economic 
burden on the public healthcare system. Unintended pregnancies and abor�ons are a direct result of the unmet 
need of contracep�ves. This is because women want to avoid pregnancy but are not using modern methods of 
contracep�ves due to ignorance, misbeliefs, lack of access to family planning, or opposi�on by the partner to use 
contracep�on. Reducing the unmet need for modern contracep�on is an effec�ve way to prevent unintended 
pregnancies, abor�ons and unplanned births. Therefore, it is important to offer family planning services in the 
immediate post-abor�on period.

Step 5: Group 4 presenta�on and discussion; 10 min
Invite group 4 to present their case study, which is different from the above as Sushila desires to have a child but 
is unable to conceive. Remind par�cipants of the right of every woman to exercise reproduc�ve choices and the 
right to bear a child if she so desires. Facilitate the discussion on the reasons a sex worker, desirous of having 
children, may find it difficult to conceive. 

Explain different op�ons available for enhancing fer�lity (fer�lity drugs, ar�ficial insemina�on and IVF), 
especially if one or both partners are living with HIV. If the couple is unable to conceive despite treatment, the 
op�on of adop�on can be explored. Conclude the session that no woman should be denied the right to have 
children because of her drug using or HIV status.

Session 9: Maternal and Newborn Care

Learning Objec�ves:

By the end of this session, par�cipants will be able to: 

· Understand the specific care needs of FSW during pregnancy.

· Recall and explain updated guidelines on the Preven�on of Parent to Child Transmission of HIV 
and breas�eeding prac�ces for drug-using mothers.

Time: 1 hour.

Material:
 - Flip chart.

- Chart papers.
- Markers.
- Power Point presenta�on.
- LCD projector.
- Laptop.
- Screen.
- Case studies.
- Handout.
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Methodology: Brainstorming, interac�ve discussion. The following steps describe the process to be followed 
during this session.

Introduce the session by informing the par�cipants that this session is going to be a quick recap of antenatal care, 
focusing on what specific care female sex worker and women living with HIV need to take.

Step 1: Brainstorming and interac�ve discussion on case study: 10 minutes

Project the following case history on the screen and request one volunteer to read it aloud. 

Shama, 26 years old, is having amenorrhea for the last 2 months. She has not visited a doctor un�l now. For the 
past 3-4 days, she has been complaining of headache and dizziness and therefore has come to your clinic for 
treatment. Her pregnancy test is posi�ve. How will you proceed for management?

Note down the par�cipants' responses on a flip chart. Facilitate a quick recap of antenatal, natal and post-natal 
care of mother and newborn (including danger signs to watch out for). 

Step 2: Case study con�nued; 10 minutes
Referring back to the above case, inform the par�cipants that while taking Shama's history, they find out that she 
is a sex worker and lives in a brothel. There is no social support system for her. How will the management change? 
Lead a discussion on case management.

Facilitator's notes

Explain to the par�cipants that pregnancy care essen�ally remains the same as that of any other woman or as in 
case 1 above. However special a�en�on needs to be paid to Shama's vulnerability to STI and HIV. Therefore, 
while taking history, explore the prevalence of unsafe sex, whether this is a wanted or unwanted pregnancy, her 
ability to come for regular follow up visits and to maintain a good diet, her understanding about pregnancy and 
sex, and her birth plan, etc. Some specific management points include examina�on, tes�ng and treatment for 
STI and HIV as appropriate; informa�on and counselling on safe sex, pregnancy care including follow up visits 
and danger signs; developing the birth plan; and care of newborn including breas�eeding.

Step 3: Case study con�nued and PowerPoint presenta�on; 20 minutes
Ask the par�cipants what would be the line of management if Shama is found to be HIV posi�ve and record their 
responses. Keep in mind that HIV posi�ve women have the right to decide whether or not they want to have 
children. HIV posi�ve women are more likely to have complica�ons like premature labour; fever; infec�ons, 
babies with low birth weight; and infec�ons a�er birth. Infec�ons a�er birth may cause more difficulty for HIV 
posi�ve women if their bodies are less responsive to the an�bio�cs usually given to treat such infec�ons.

· All HIV posi�ve pregnant women must be referred to ICTC and lifelong ART started irrespec�ve 
of their CD4 count. 

· At the �me of delivery, Nevirapine prophylaxis must be given to both mother and baby to 
prevent transmission of infec�on to the baby from mother. In the absence of ARV therapy 
during pregnancy, the risk of a woman having an HIV-infected child is between 25 to 35 percent.

Explain na�onal commitment to  (elimina�on of syphilis and HIV from parent to child) and present eMTCT
na�onal guidelines for the preven�on of parent to child HIV transmission (PPTCT) through PowerPoint 
presenta�on and share . Finally discuss breas�eeding guidelines and ra�onale for exclusive Handout 7
breas�eeding and why it should be started soon a�er the birth of the baby, even in HIV posi�ve mothers.
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Handout 7 Elimina�on of mother-to-Child Transmission of Syphilis and HIV

India has an es�mated 23.49 lakh people living with HIV.  In 2019 alone, around 87,000 new HIV infec�ons were 9

detected and 69,110 AIDS-related deaths occurred. An es�mated 20.52 pregnant women were in need of PPTCT 
interven�ons, without which nearly 25-45% of their children would acquire HIV infec�on through the ver�cal 
transmission route. The Na�onal Strategic Plan for HIV/AIDS and STIs (2017-24) has been developed with the 
vision of zero new infec�ons, zero AIDS-related deaths, and zero discrimina�on. 

Route of HIV transmission to the baby:
The most common route of HIV infec�on among the paediatric age group is from mother to child during 
pregnancy (5%-10%), during delivery (10%-15%) and during breas�eeding (5%-20%). The overall risk of HIV 
transmission from mother to child if breas�eeding up to 18-24 months is 30%-45%. 

Elimina�on of new HIV infec�ons among children is based on a :four-pronged strategy
 

§ Primary HIV preven�on of women in childbearing age group (Informa�on, counselling, STI 
treatment and HIV tes�ng).

§ Preven�on of unintended pregnancies among Posi�ve Pregnant Women (PPW) (family 
planning and safe abor�on).

§ Preven�on of parent to child transmission of HIV infec�on (early detec�on, triple ARV and 
exclusive breas�eeding).

§ Provision of care, treatment, and support of HIV posi�ve women and their families.

Early detec�on leads to elimina�on:
Early detec�on of HIV and ini�a�on of ART in the first trimester will reduce viral transmission. All pregnant 
women should be counselled for HIV tes�ng during their first contact with health facili�es. A triple-drug ARV for 
more than 24 weeks with good adherence during pregnancy, which would be con�nued during delivery, 
breas�eeding and life- long will reduce mother to child HIV transmission to less than 5%.

Recommended ART Regimen consists of Tenofovir (TDF) 300mg + Lamivudine (3TC) 300mg + Efavirenz (EFV) 
600mg single FDC pill One pill/day.

Care during labour and delivery:
Universal work precau�ons are strongly recommended while conduc�ng delivery for all pregnant women, 
irrespec�ve of their HIV status. In the case of women living with HIV, vaginal delivery is conducted with minimal 
vaginal examina�ons, avoiding an episiotomy, instrumental delivery, foetal blood sampling and ar�ficial rupture 
of membrane unless indicated. The umbilical cord is clamped soon a�er birth, and the cord is not milked. 
Caesarean sec�on is recommended only if there is an obstetric indica�on.

Infant prophylaxis:
All infants born to women living with HIV must be ini�ated on Nevirapine (NVP)/Azidothymidine (AZT) 
prophylaxis. The prophylaxis should be ini�ated immediately a�er birth and con�nued for 6-12 weeks as per the 
mother's dura�on on ART during pregnancy and if the mother if breast feeding.

Co-trimoxazole prophylaxis(CPT) must be ini�ated from 6 weeks and con�nued �ll 18 months irrespec�ve of the 
HIV status of the baby. CPT must be stopped at 18 months, if the child is tested nega�ve, and con�nued �ll five 
years along with ART if the child's HIV status is posi�ve.
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Feeding guideline: 
Exclusive breas�eeding for the first six months is the recommended feeding op�on as per the global (WHO) and 
na�onal guidelines. Exclusive ar�ficial feeding is the op�on only if the mother is not alive, otherwise, the mother 
is not willing to give exclusive breas�eed and AFASS criteria is fulfilled (Affordable, Feasible, Acceptable, 
Sustainable and Safe).

HIV Exposed infants (HEI) Tes�ng: 
HEI needs tes�ng as per the na�onal guidelines at 6 weeks, 6 months, 12 months and at 18 months. HIV 
confirma�on is done as per age criteria, six weeks a�er cessa�on of breas�eeding. 

Syphilis: Similar to HIV, mother-to-child transmission is the main cause of syphilis in children. The prevalence of 
syphilis among ANC in India is 0.10% (2017). Syphilis in pregnant women causes miscarriages. Morbidity and 
mortality are high among children born with congenital syphilis. A rou�ne test for syphilis is recommended for all 
ANC women. Early diagnosis and treatment with penicillin reduce ver�cal transmission of syphilis.
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Registra�on of pregnant women
Rou�ne Antenatal (AN) Services including HIV counseling and tes�ng

Pre-test counseling for HIV Consent and HIV tes�ng

HIV nega�ve pregnant women HIV posi�ve pregnant women

Post test counseling for HIV
Counseling on choice of con�nua�on of pregnancy 

Post test counseling for 
HIV
Obstetric services
Counseling on HIV
preven�on
Repeat HIV test
(as per guidelines for
window period and
H/O risk factor)

Choice of abor�on - Family
planning services as per MTP Act
Pregnant women op�ng for MTP
should be ini�ated on life long
ART

Con�nua�on
of pregnancy

HIV clinical management
Refer to ART centre for CD4 tes�ng and Opportunis�c Infec�ons

Ensuring minimum of
4 hospital visits
Pregnancy related
clinical examina�on
and lab tests
TT immuniza�on
Iron and folate
supplementa�on
VDRL., STI and TB
screening

Antenatal services for
HIV posi�ves

Lifelong ART ini�a�on regardless of CD4 count or
WHO clinical staging

ART Adherence counseling
Monitor for side effects

Start Cotrimoxazole prophylaxis
if CD4 <350 

Ins�tu�onal delivery
Con�nue ART for mother

1. Disclosure to parent/family
    member
2. Follow -up counseling on
    safer sex and s�gma
3. Infant Feeding choice
4. Involvement of family
    member and spouse
5. Consent for follow-ups
    and contact details
6. Ensuring monthly visits to
    Art centre
7. Refer to Posi�ve
    Networks/NGOs

During every hospital visit,
counsel on

Rou�ne postnatal
care hygiene and
nutri�on
Breast feeding
counseling
Con�nue ART
lifelong

Post natal care of
mother NVP prophylaxis for minimum 6 weeks

Cotrimoxazole prophylaxis from 6
weeks �ll 18 months
Early Infant Diagnosis (EID) of HIV1
PCR tes�ng (6 weeks, 6 months, 12
months or 6 weeks a�er stopping breast
feeding, and confirma�on with an�body
test at 18 months)
Regular Immuniza�on as per na�onal
schedule
Breast feeding and growth monitoring
Follow-up of child �ll 18 months for
confirma�on of HIV status

Care of HIV exposed infant

Fig 4: Comprehensive PPTCT Cascade of Services

Source: Booklet on Revised PPTCT guidelines, Ministry of Health & Family Welfare, NACO
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Session 10: Improving Access to SRH services

Learning Objec�ves:

By end of this session, the par�cipants will be able to:

· Iden�fy the barriers to access to SRH and HIV services.

· Develop strategies to improve access to the SRH and HIV services in their facility.

Time: 45 minutes.

Training aids/Material Required:
 

- Flip chart.
- Markers.
- Charts and markers for par�cipants.
- Power Point presenta�on.
- LCD Projector.
- Screen.
- Laptop.
- Handout 8.

Methodology: Group work and interac�ve discussion. 

Step 1: Group work; 30 minutes
Divide the par�cipants into four groups and give each group two SRH components from the following list:

· Promo�ng Safe Sex.

· Suppor�ng Sa�sfying Sexual Life.

· Sexually Transmi�ed Infec�ons (STI) and Reproduc�ve Tract Infec�ons (RTI).

· HIV Preven�on, Diagnosis and Treatment.

· Family Planning.

· Safe Abor�on.

· Maternal and Child Health.

· Protec�ng and Enhancing Fer�lity.

· SRH Related Cancers.

Draw the table below on a chart paper and give it to the par�cipants.  Ask the par�cipants to:

a. List out SRH services required under each SRH component (e.g., for promo�ng safe sex: 
behaviour change informa�on, nego�a�on skills, provision of male and/or female condoms 
and lubricant; see Handout 9 for the complete list).

b. Map whether or not the service is available at their facility.
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Once completed, ask the groups to share the lists with the larger group. Display the lists so that par�cipants 
can refer to it, if needed. 
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S. No. Service 
Required

Services

Available at

your Facility (Y/N)

What can be done for
service not available

TimelineSRH 
Component

Ac�on
plan for
add on
services*

Referral to Add on at
the facility

Handout 8: Comprehensive Service Package

SRH needs of women may vary depending upon their age, involvement in sex work, social status or HIV status. 
Not everyone will require all the services listed below and services tailored to the local needs can be added to the 
exis�ng service package of targeted interven�on for FSW. This comprehensive package of services should 
include informa�on, support and services related to the following:

· Full range of op�ons to prevent HIV, STIs and unwanted pregnancy and provision of 
commodi�es including condoms (both male and female), lubricants, supplies for dual 
protec�on, sanitary napkins and even clean syringes and needles, if injec�ng drugs.

· Counselling and IEC for building skills on safer sex prac�ces including for anal sex (such as risk 
reduc�on and skills to improve condom efficacy and to nego�ate condom use with partners). 
Behaviour change communica�on should be tailor-made.

· Informa�on on specific SRHR issues such as STI, cervical cancer and infer�lity.

· Support to female sex worker who are pregnant and HIV posi�ve with access to the full range of 
services for PPTCT, ANC, post-natal care and maternal, newborn and child health.

· Empowerment on sexual and health rights.

· Sex worker-friendly family planning op�ons, including a full range of appropriate contracep�on 
(such as long-las�ng contracep�ves) and male and female condoms. Sex worker may need 
support for preven�ng pregnancy with the client and plan a family with a partner.

· Sexual violence-related services, including post-exposure prophylaxis in rela�on to rape or 
sexual assault.

· Nego�a�on skills to deal with s�gma and criminalised status (e.g. sexual harassment by police).

 · Access to safe and confiden�al abor�on and post-abor�on care, including in cases of unsafe 
  or illegal abor�on.

(Source: HIV/SRHR Integra�on for Key Popula�ons: A review of experiences and lessons learnt in India and 
Globally. Interna�onal HIV/AIDS Alliance)
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Step 2: Group work, presenta�on by group and discussion; 30 minutes
Once all the services are listed, ask each group to discuss among themselves the following issues:

I. How many services are available at your facility? If some service is not available at your facility 
(such as ART and PPTCT/EMTCT for pregnant woman), where can it be accessed?

ii. What services are not available at all in the district? 
iii. What key services are missing or not being accessed? 
iv. What are the barriers to access these services?
v. What changes are required to improve the access? 

Once completed, let the group present their discussion points to the larger group. Facilitate the discussion on the 
barriers and strategies to improve the access to services. Not only should the services be community-friendly in 
terms of suitable hours and place of service delivery, but the service providers must also be sensi�zed to the 
vulnerabili�es and SRH needs of the sex workers.

Share the handout with recommended strategies from interna�onal experience (Handout 9).

Handout 9: Barriers for Access to Services and Recommended Strategies for Improving Access:

1. Discrimina�on by service providers.
2. Lack of gender-sensi�ve “Sex-worker-friendly” services. These may include unsuitable opening 

hours and unsafe loca�on; male service provider with whom women may not be comfortable 
discussing SRH issues; exclusion of pregnant lady from OST programmes, if drug user. 

3. Household responsibili�es and lack of family support/ social networks/ financial  resources.
4. Lack of privacy and confiden�ality and thus fear of being iden�fied and s�gma�zed.
5. Increased likelihood of facing s�gma and discrimina�on if a woman is involved in sex work as 

well or is HIV posi�ve.
6. Lack of correct and complete informa�on by the service provider e.g., even though the 

Government of India policy is that any woman can seek female steriliza�on a�er one child, 
many providers refuse the surgery for women with less than three children. Similarly, a woman 
who is HIV posi�ve is not given IUD, even if she is well.

Recommended Strategies for SRH Services to Sex Workers:

Iden�fy the magnitude of the problem and the needs of sex workers in your area. It is preferable to start with the 
integra�on of selected services that are priori�es for the community and are rela�vely easy to implement.

· Community outreach, educa�on on SRH issues and empowerment on sexual and reproduc�ve 
health rights. This can be done through pre-exis�ng outreach team of the TIs, ASHA and/or 
ANM. They should be well trained in risk reduc�on and sexual reproduc�ve health and rights.

· Provide access to women-controlled safe sex devices such as female condoms, and long-ac�ng 
contracep�ves such as hormonal contracep�ves or intra-uterine contracep�ve devices. 
Emphasize on dual protec�on.

· Deliver comprehensive health care services (including STI/reproduc�ve health/pregnancy 
care/family planning) directly or through referral. Improve access to these services through 
making them women-friendly (delivering female-friendly services at loca�ons accessible to 
women, having women-only spaces or women-only �mings for service delivery, support of sex-
worker peers at service delivery points).
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· Develop relevant IEC materials and ensure their availability and access to women.

· Crisis response system linked to sex workers (violence, sexual and psychological abuse etc) so as 
to address violence which is a significant obstacle to accessing SRH, HIV and harm reduc�on 
services. These teams can also provide support in protec�ng the women from human rights 
viola�ons and prosecu�on by the police.

 

· Forma�on of community-based support groups e.g., street-based, home-based or brothel-
based sex workers).

· Establish linkages to other services (e.g. mental health support, night shelters, income 
genera�on programs, etc.).

· Involve spouses and partners through holding joint mee�ngs/events with them partners or 
couple counselling.

 

· Capacity-building of the health care team to provide gender-sensi�ve and intensive 
interven�ons.

· Advocacy for change in legisla�on/policies that act as a barrier to the provision of women-
friendly services for the FSW.

· Joint planning and reviews between HIV and SRH program managers at state and district level. 

 
Step 3: Developing Ac�on Plan; 50 minutes
Ask the par�cipants to stay in their group and develop an ac�on plan for improving the access and availability of 
service. The ac�on plan will include:

1. For services available at your facility but low access:  List ac�on points to reduce barriers to 
access. Can community monitoring be added as the community can play a vital role in 
monitoring, client sa�sfac�on surveys, joint surveys, advocacy and crea�ng an enabling 
environment?

2. For services that are not available at your facility: Can these be provided through referral to the 
nearby facility?

 Or can your facility add on these services?

 What ac�on is required for this purpose? Think of �melines, resources required and roles and 
responsibili�es of different stakeholders. What support is required?

 
Invite each group to present their ac�on plans for discussion in a larger group and finaliza�on of the plan. The 
plan will need to be presented to the facility administrator for approval. Make sure responsibility for ensuring its 
implementa�on is also fixed. Regular follow up, mee�ngs with administrator and other stakeholders and 
monitoring plan should be included.
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HIV Epidemic and Key Populations

India has the third highest number of HIV cases globally. In 2019 at the na�onal level, an es�mated 23.49 lakh 
people were living with HIV (PLHIV), with an adult (15–49 years) HIV prevalence of 0.22% (0.17–0.29%).

10
 

Children living with HIV (CLHIV) comprised 3.4% of the total PLHIV es�mates. HIV-infected women (15+ years) 
cons�tuted around 44% of the total es�mated 15+ years PLHIV. Around 20.52 thousand pregnant women were 
es�mated to be in need of the preven�on of mother-to-child transmission (PMTCT).

There is a clear decreasing trend, with HIV infec�ons in 2019 having declined by 37% since 2010 and by 86% since 
reaching the peak in 1997. AIDS-related deaths in 2019 have declined by 66% since 2010 and by 78% since 
a�aining peak mortality in 2005. 

Mizoram was es�mated to have the highest adult HIV prevalence (2.32%), followed by Nagaland (1.45%) and 
Manipur (1.18%). Other States/UTs with an es�mated adult HIV prevalence that was higher than the na�onal 
average included Andhra Pradesh (0.69%), Meghalaya (0.54%), Telangana (0.49%), Karnataka (0.47%), Delhi 
(0.41%), Maharashtra (0.36%), Puducherry (0.35%), Goa (0.27%), Punjab (0.27%), Dadra and Nagar Haveli 
(0.23%), and Tamil Nadu (0.23%). Maharashtra had the highest es�mated number of PLHIV (3.96 lakh), followed 
by Andhra Pradesh (3.14 lakh), Karnataka (2.69 lakh), U�ar Pradesh (1.61 lakh), Telangana (1.58 lakh), Tamil 
Nadu (1.55 lakh), Bihar (1.34 lakh) and Gujarat (1.04 lakh). Together, these eight States cons�tuted 72% of the 
total PLHIV es�mates in the country. 

Na�onally, there were 69.22 thousand es�mated new HIV infec�ons in 2019. This translates into 190 new 
infec�ons every day and eight new infec�ons every hour.
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Fig 5: Trends of HIV Prevalence in India from 1981 to 2019

Source: India HIV Es�mates Report 2019, NACO/ICMR/MoFWH

10Na�onal AIDS Control Organiza�on & ICMR-Na�onal Ins�tute of Medical Sta�s�cs (2020). India HIV Es�mates 2019: 
Report. New Delhi: NACO, Ministry of Health and Family Welfare, GoI.
Accessible at h�p://naco.gov.in/sites/default/files/INDIA%20HIV%20ESTIMATES.pdf
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Key Popula�ons

Much of the HIV transmission in India occurs within groups or networks of individuals who have higher levels of 
risk due to a higher number of sexual partners or the sharing of injec�on drug equipment. They include female 
sex workers, men who have sex with men, transgender and hijras, people who inject drugs and people living with 
HIV and are collec�vely known as Key Popula�ons (KPs). Trends of HIV prevalence among these groups are 
shown in the figure below.
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Fig 6: Compara�ve HIV prevalence of different high-risk groups

Source: NACO. Sankalak Report 2017

There is a decreasing trend of HIV prevalence in all these groups from 2003 to 2017 (from 10.33, 8.47, 13.15 in 
2003 among FSW, MSM and PWID respec�vely to 2.69, 3.14 and 6.26 in 2017). However, it is s�ll much higher 
than in the general popula�on where adult prevalence is 0.28 in 2017 and was es�mated to be 0.22 in 2019. Thus 
India has a concentrated HIV epidemic.

Key popula�ons exist across all socioeconomic and sociocultural sec�ons and are an integral part of society. 
However, they get socially and economically marginalised due to many reasons and are therefore more 
vulnerable to acquiring and transmi�ng STIs and HIV/AIDS. 

1. Men who have sex with men (MSM) exist across social groups (age, educa�on, marital status, 
class, caste, race, faith, loca�on, occupa�on). Male-to-male sexual/roman�c rela�ons may 
occur one-off, in specific phases or consistently throughout life. Socio-legal s�gma leads to 
economic exclusion and leads to many MSM engaging in exploita�ve sex work.

 WHO and interna�onal mental health bodies no longer list homosexuality as a mental disorder. 
HIV risk factors for MSM include unprotected penetra�ve sex (anal, oral, vaginal) with mul�ple 
partners which are further increased under   influence of drugs, alcohol. Other health concerns 
that accompany HIV risk include STIs, TB, HBV, HCV, rectal injuries and mental illness.

 unwillingness on Factors increasing their vulnerability to HIV include low condom use due to 
part of partners/clients for protected sex, fear of violence by partners/clients trust in specific   or 
partners/clients (close rela�onship). Socio-economic distress (des�tu�on, need for livelihood) 
and need to finance substance use (drugs, alcohol) can push them to sex work. Socio-legal 
s�gma (social a�tudes), criminaliza�on, Invisibility, discrimina�on by service providers impact 
health services access (preven�ve, treatment).
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2. Transgender: This is an umbrella term used for men who are biologically male but iden�fy as 
either women or as both men and women.  As per the IBBS report in 2014. In some of the urban 
states, the HIV posi�vity among transgender women is as high as 40%. Health care s�gma 
towards transgender people, unavailability of special wards for transgender people in 
hospitals, lack of specific skills of doctors to perform sexual reassignment surgeries, high cost of 
these surgeries are some of the barriers for the transgender person for accessing health. In 
some of the prominent studies, it has been no�fied that almost 50% of transgender women 
face major mental health issues including substance dependence and also acute depression.

 11 

All these factors increase their vulnerability to SRH and HIV.

3. Female sex workers: Women from all sec�ons of society may engage in sex work, for example, 
rural or urban, highly educated or with low educa�on, married or unmarried or widowed. They 
may have been trafficked or forced into sex work to support their or spouse's habit of drug use. 
Depending upon from where they operate, they are classified as brothel-based, street-based, 
lodge or -based or home-based. HIV risks include penetra�ve unprotected vaginal, anal Dhaba
or oral sex. The risk is increased with pre-exis�ng STI and if under influence of drugs or alcohol. If 
pregnant, ver�cal transmission of HIV and syphilis to newborn baby can happen. Vulnerabili�es 
include the inability to nego�ate condom with clients/partner, economic compulsions, fear of 
violence from the client, pimp or partners, criminalisa�on and s�gma and discrimina�on.

4. People who inject drugs: The HIV risk in this group is due to unsafe sex and injec�ng prac�ces 
(sharing needles and syringes with an infected person). Sex work to support the drug habit 
increases their risk. Vulnerabili�es include social s�gma, discrimina�on by service providers, 
socioeconomic depriva�on, criminaliza�on and violence.

Na�onal Strategies for Control of HIV/AIDS:

To combat the HIV epidemic, the Na�onal AIDS Control Programme (NACP–I) was launched in 1992. The 
program has evolved over the years and four phases have been implemented. Major milestones include:

60

· 1986 : first case of HIV detected, AIDS task force set by ICMR.

· 1990 : medium term plan launched for 4 states & 4 metro.

· 1992 : NACP 1 launched & NACB cons�tuted.

· 1999 : NACP 2 begins, SACS established.

· 2002 : NACP adopted.

· 2004 : ART started.

· 2007 : NACP 3 launched for 5 years.

· 2012 : NACP 4 launched for next 5 year.

11Know Violence Study by UNDP and ICMRW).

MILESTONES
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Some of the important strategies that have helped reverse the epidemic include:

1. Targeted Interven�ons (TI): Since India has a concentrated epidemic, HIV preven�on has 
focused on interven�ons with key popula�ons (FSW, MSM, TG and PWID) and bridge 
popula�ons (Migrants and Truckers). Acknowledging the s�gma discrimina�on faced by these 
popula�ons and that barrier to accessing health services exist for them, services for STI/HIV 
preven�on and care are offered to them at the community level in a safe environment. They are 
provided with informa�on, means and skill they need to minimize HIV transmission and 
improving their access to care, support and treatment services. The package of services include:

  
  i.  Behaviour change communica�on.
  ii.  Screening and treatment for STI.
  iii.  Condom and lubricant distribu�on-free and social marke�ng.
  iv.  Crea�ng and enabling environment. 

2. Sexually Transmi�ed Infec�on (STI) and Reproduc�ve Tract Infec�on (RTI) Control and 
Preven�on: Early diagnosis; appropriate and complete treatment of STI/RTI reduces the 
transmission rate of HIV infec�on by more than 40 percent. Syndromic Case Management 
(SCM), with minimal laboratory tests, is the cornerstone of STI/RTI management under the 
Na�onal AIDS Control Programme. Suraksha clinics have been set up in coordina�on with NHM 
at government hospitals. Regular check-ups for key popula�ons are done and STIs are treated 
with colour coded packs.

3. Elimina�on of Parent to Child Transmission of HIV and Syphilis (EPTCT): EPTCT includes a 
strategy for reducing ver�cal transmission of both HIV and syphilis from mother to child in line 
with the global commitment of elimina�ng ver�cal transmission of HIV and syphilis by 2030. 
The program now includes:

 
 a. Detec�on and treatment of syphilis in pregnancy as part of STI preven�on program.
  Preven�on of mother to child transmission of HIV (PMTCT)b.  aimed at reducing ver�cal 
  transmission of HIV from mother to child. PMTCT has four-prong strategy:

  i. Prevent HIV infec�on among women.
  ii. Prevent unintended pregnancies among women living with HIV.
  iii. Reduce mother-to-child transmission of HIV by an�retroviral treatment or 
   prophylaxis, safe delivery and infant-feeding counselling.
  iv. Provide care, treatment and support to the woman living with HIV to keep her 
   healthy.

  Infants exposed to HIV are tested under the Early Infant Diagnosis (EID) programme and linked to ART 
 centres if found posi�ve.
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4. Care, Support and Treatment for HIV: A healthy lifestyle with a regular rou�ne, posi�ve 
thinking and family support helps people living with HIV (PLHIV) in be�er management of the 
infec�on. In this, the health care system and community-based organisa�ons/faith-based 
organisa�ons work together in providing medical care, counselling, economic and legal support 
to people living with HIV/AIDS and their families. The services provided under NACP include:12

 i. Laboratory services for CD4 Tes�ng, Viral Load tes�ng, Early Infant Diagnosis of HIV in 
  infants and children up to 18 months of age.
 ii. Free first line & second line An�-Retroviral Treatment (ART) and paediatric ART through 
  ART Centres and link ART Centres, Centres of Excellence & ART plus centres. By 
  September 2015, there were 519 func�onal ART centres, 1073 Link ART centres and 52  
  ART plus centres have been established. Centers of excellence have been set up in 
  medical colleges and provide treatment for complicated OI, training and research 
  services as well.
 iii. Nutri�onal and psycho-social support through community and support centres; 
  More than 350 such centres have been established countrywide.
 iv. HIV-TB coordina�on (Cross-referral, detec�on and treatment of TB coinfec�on).
 v. Treatment of opportunis�c infec�ons (OI).

5. Test and Treat All: Early detec�on is the key to ensuring quality life for those living with HIV: An 
early diagnosis of posi�ve HIV status helps prevent and significantly delay morbid condi�ons 
associated with HIV/AIDS. To end the AIDS epidemic by 2030, the goal of 90-90-90 has been 
adopted:

 a. 90% of people know their HIV status.
 b. 90% of people with known HIV posi�ve status access treatment.
 c. 90% of people receiving treatment have suppressed viral loads.
 

In line with WHO guidelines, current na�onal policy is to encourage people with risk behaviour to test early and 
start treatment for HIV as soon as detected to be HIV posi�ve, irrespec�ve of his or her CD4 count. This will help 
the pa�ent live healthier life longer.

Other strategies include:

· Focusing on IEC strategies for behaviour change in HRG, awareness among the general 
popula�on and demand genera�on for HIV services.

· Blood Transfusion Programme.

· Reducing s�gma and discrimina�on through Greater involvement of PLHA(GIPA).

· The de-centralizing rollout of services including technical support.

· Integra�ng HIV services with health systems in a phased manner.

· Mainstreaming of HIV/AIDS ac�vi�es with all key central/state level Ministries/departments 
will be given a high priority and resources of the respec�ve departments will be leveraged. 
Social protec�on and insurance mechanisms for PLHIV will be strengthened.
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12Annual Report 2015-16, Na�onal AIDS Control Organiza�on
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Risks, Vulnerabili�es and SRH Needs of Female Sex Workers

Some people are less able to manage their exposure to STIs, HIV or unintended pregnancy than others. This 
can put them at greater risk of HIV infec�on and other SRH problems. 

Risk refers to the probability or likelihood that a person will become infected with HIV and encounter other SRH 
problems. Par�cular behaviours and prac�ces, such as unprotected sex and sharing injec�ng equipment, 
increase the risk of acquiring HIV. The degree of risk depends on many factors, such as the HIV status of a person's 
sexual partners, and genital health. 

Vulnerability refers to the range of factors that reduce a person's ability to avoid risk. For example, sexual 
feelings and needs, gender norms, lack of informa�on, poverty, lack of access to services and commodi�es such 
as peer educa�on, condoms or other contracep�on, all increase a person's vulnerability to HIV and other SRH 
problems. S�gma, discrimina�on and other human rights viola�ons, criminaliza�on of certain sexual behaviour, 
sex work and injec�ng drugs increase vulnerability to HIV by making one excluded from society or secre�ve 
about the sex s/he has and limi�ng their ability to access or use STI/HIV preven�on, treatment and care support 
services. These factors, alone or in combina�on, may create or exacerbate individual and collec�ve vulnerability 
to HIV. 

Vulnerability factors differ for different popula�on groups, and key popula�ons (MSM, Hijras, female sex 
workers, people who inject drugs) are at substan�ally higher risk due to a variety of factors. Among the general 
popula�on, women are more vulnerable and this vulnerability increases even more for younger women and sex 
workers. These factors include:

13
Biological factors:  HIV is transmi�ed twice as easily from men to women as from women to men due to higher 
exposure of vaginal mucosa to male secre�ons. STIs and RTIs further increase the probability of acquiring HIV.

Cultural and gender norms: Rela�onship dynamics between men and women and culturally embedded gender 
inequali�es make it difficult for women to prac�ce safe sexual prac�ces. Women are expected to submit to 
men's sexual needs and control their own sexual behaviour; inequality between men and women affec�ng 
decision-making, choice and access to resources, with men deciding about when to have sex, whether or not to 
use contracep�on; higher acceptance of violence towards women; lesser opportuni�es for educa�on.

Economic factors: Poverty, lack of employment and financial dependence on men, Women's ability to use 
sexuality to earn a higher income than other available work may increase the risk of infec�on.

In addi�on to the above, sex workers face:

S�gma and discrimina�on: Sex workers experience s�gma and discrimina�on demonstrated through physical 
and verbal abuse, and o�en criminaliza�on. The focus on HIV/STI preven�on omits other SRH needs such as 
family planning and MNCH.

Criminalisa�on of sex work: Only 21% of countries have an�-discrimina�on laws that protect the rights of 
sex workers.14
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138. UNAIDS (2010): 'Report on Global AIDS Epidemic 2010. Available at: 
www.unaids.org/documents/20101123_GlobalReport_em.pdf

1410. UNAIDS and WHO (2009), 'AIDS epidemic update'. Available at: 
h�p://data.unaids.org/pub/Report/2009/JC1700_Epi_Update_2009_en.pdf
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Societal a�tudes: Social a�tudes result in moralis�c or puni�ve approaches to stop sex work rather than meet 
the SRH and HIV needs of sex workers. This ensures that a large propor�on of sex workers are invisible and 
difficult to reach and do not access the required services.

Violence: Emo�onal, psychological and physical violence is common (see the sec�on on gender violence) and is 
exacerbated when sex work is forced underground e.g. selling sex in more hidden, unfamiliar areas, limi�ng the 
ability to develop solidarity with other sex workers to build support and social capital, and nego�ate with health 
and social service providers.  Lack of legal protec�on from the police and judiciary, even where sex work is legal 

15

due to societal a�tudes or related ac�vi�es such as solici�ng for clients being illegal, making sex workers less 
likely to make a complaint to the authori�es if they have experienced violence. Lack of understanding of sex 
workers' rights further compounds the situa�on.

Since many of them work as street sex workers, the likelihood of inconsistent condom use increases.

For , vulnerabili�es enhancing the HIV risk include lack of comprehensive sexuality, life young adolescent girls
skills and rights educa�on, and services for SRH and HIV; nega�ve cultural a�tudes to young people's sexuality, 
resul�ng in s�gma and discrimina�on; unequal power rela�ons with adults leading to abuse; sexual abuse, 
violence, exploita�on, coercive sexual experiences and early marriage; viola�ons of rights, including a lack of 
par�cipa�on in decisions that affect them; curiosity and desire to experiment; peer pressure; unavailability and 
inaccessibility to contracep�ve counselling, screening for STI/HIV and treatment for young children ;  desire to 
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have sex and increased libido. These vulnerabili�es may lead to unintended pregnancy, higher maternal and 
infant morbidity and mortality, and STIs including HIV.

SRH needs and ac�on needed to address these unmet needs, therefore, varies with different groups. The young 
adolescents require comprehensive sexuality and life skills educa�on and services tailored to their needs; 
acceptance of their sexuality and protec�on from sexual abuse and exploita�on; informa�on on the physical, 
emo�onal and hormonal changes; SRH educa�on including contracep�ve counselling and access to condoms; 
RTI, HIV treatment and care for children and young people living with HIV.

For women, it is important to ensure equality in sexual and reproduc�ve decision-making, an equal share of 
resources and promo�ng economic independence for women; increase access to a choice of contracep�ves, 
condoms and comprehensive SRH services; address gender-based violence.

For sex worker, counselling on preferred contracep�ves, condoms and other safer sex methods (intrauterine 
devices alone may increase risk of HIV/STI infec�on); discussion of the impact of hormonal pills, injec�ons or 
implants on menstrual bleeding;  counselling for sex workers who want to conceive but ensure that their regular 
partner is the father or if they are HIV posi�ve;  Counselling on sex work during pregnancy and reducing the risk 
of STIs and HIV for the mother and foetus; discussing an�-violence strategies with sex workers, providing 
support for collec�visa�on and crea�on of safe spaces and link up with sex-worker friendly legal, health and 
support service providers; suppor�ng the mother to a�end antenatal care, and plan for where she will deliver, 
costs and care for the baby a�er it is born.
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15Interna�onal HIV/AIDS Alliance (2008),'Sex work, violence and HIV. A guide for programmes with sex workers.' Available at: 
www.aidsalliance.org/includes/Publica�on/Sex_%20work_violence_and_HIV.pdf

169. UNAIDS (2008), 'Report on the global AIDS epidemic'. Available at: 
h�p://data.unaids.org/pub/GlobalReport/2008/JC1511_GR08_Execu�veSummary_en.pdf
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Gender Violence
Gender-based violence, or violence against women and other vulnerable groups like LGBTQ people such as MSM 
and transgender persons, is a major public health and human rights problem throughout the world. It is 
commonly perpetrated by men and is a widespread human rights viola�on. 

Domes�c violence or in�mate partner violence: One of the most common forms of gender-based violence is that 
perpetrated by an in�mate partner (husband, lover or male partner) against a woman. “In�mate partner 
violence is actual or threatened physical or sexual violence or psychological and emo�onal abuse directed 
toward a spouse, ex-spouse, current or former boyfriend or girlfriend, or current or former da�ng partner.” 
(Saltzman, et. al., 1999).

Violence may occur in various forms (adapted from WHO TEACH-VIP, 2005):

Ÿ Physical: slapping, kicking, burning, strangula�ng.
Ÿ Sexual:  coerced sex through force, threats.
Ÿ Psychological: isola�on, verbal aggression, humilia�on, stalking.
Ÿ Economic: with-holding funds, controlling vic�m's access to health care, employment, etc.

Domes�c violence is frequently invisible since it happens behind closed doors, and effec�vely when legal 
systems and cultural norms do not treat as a crime, but rather as a 'private' family ma�er, or a normal part of life. 

Studies show that worldwide, between one quarter and one-half of all women have been abused by in�mate 
partners and between 40-70 percent of all female murder vic�ms are killed by an in�mate partner.

The purpose of domes�c violence is to establish and exert power and control over another. Violence against 
women has been recognized as having its roots in the subordinate role of women in private and public life in 
most contexts. The United Na�ons Declara�on on the Elimina�on of Violence Against Women describes 
violence against women as “a manifesta�on of historically unequal power rela�onships between men and 
women”. At the same �me, violence is one of the “crucial social mechanisms by which women are forced into 
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subordinate posi�ons compared with men”.

According to interna�onal law, the rights violated by domes�c or in�mate partner violence include core 
fundamental rights that are protected under interna�onal law, such as the right to life and to bodily integrity.

Sexual violence occurs throughout the world, although in most countries there has been li�le research 
conducted on the problem. Sexual violence is perceived as a private ma�er and so it is difficult to es�mate the 
extent of this kind of violence. Sexual violence is divided into three categories: 

1. Use of physical force to compel a person to engage in a sexual act against his or her will, whether 
or not the act is completed;

 

2. A�empted or completed sex act involving a person who is unable to understand the nature or 
condi�on of the act, to decline par�cipa�on, or to communicate unwillingness to engage in the 
sexual act, e.g., because of illness, disability, or the influence of alcohol or other drugs, or 
because of in�mida�on or pressure; 
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17The United Na�ons Declara�on on the Elimina�on of Violence Against Women.
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183. abusive sexual contact
“The act of forcing (or a�emp�ng to force) another individual through violence, threats, 
verbal insistence, decep�on, cultural expecta�ons or economic circumstances to engage in 
sexual behaviour against her/his will. it includes a wide range of behaviours from violent . . 
forcible rape to more contested areas that require young women to marry and sexually 
service men, not of their choosing.”  (Heise, Moore and Toubia, 1995).

O�en, people who coerce their spouses into sexual acts believe their ac�ons are legi�mate because they are 
married.Sexual intercourse against one's consent will be called rape by any person regardless of their rela�onshi 
p to the vic�m, in any se�ng. But, the law has been slow to criminalize rape within marriage. Rape by a stranger 
can be highly trauma�c but is usually a one-�me event and is clearly understood as rape. Marital rape is likely to 
happen repeatedly.

Violence and key popula�ons 

Key popula�on members are frequently regarded as easy targets for harassment and violence for several 
reasons. They are considered immoral and deserving of punishment. Criminaliza�on of sex work, 
homosexuality, and drug use contribute to an environment in which violence against key popula�ons is 
tolerated, leaving them less likely to be protected from it. Violence against sex workers, for example, from police, 
local criminals, boyfriends, or occasionally clients is considered to be 'normal' or "part of the job" and sex 
workers do not have access to jus�ce. As a result, key popula�on members are o�en reluctant to report 
incidences of rapes, a�empted (or actual) murders, bea�ngs, molesta�on, or sexual assault to the authori�es. 
Even when they do report, their claims are o�en dismissed.

Rape may also be used to punish people for transgressing social or moral codes. Rape of women is also used as a 
weapon of war, as a form of a�ack on the enemy. Rape of MSM and transgender person is a common way to 
punish them for their dissident gender and sexual iden��es. In certain parts of the world, lesbians are subjected 
to what is called 'correc�ve rape', with the inten�on of changing their sexual preference. 

Laws related to rape and sexual harassment in India

§ Sec�on 375 and 376 of Indian Penal Code addresses rape in India; Sexual Harassment of Women 
at Workplace (Preven�on, Prohibi�on and Redressal) , 2013; Protec�on of Children from Act
Sexual Offenses (POCSO)Act, 2012.

§ The Indian Penal Code con�nues its restric�ve recogni�on of sexual violence as heterosexual 
rape and offences against the modesty of women. As a result, men or transgender persons are 
not seen to be likely to be raped. 

§ The Indian law on rape is itself problema�c in its tradi�onal interpreta�on of sexual intercourse, 
the absence of sensi�ve procedures and medico-legal collec�on protocols, eviden�ary 
requirements of signs of resistance to prove 'no consent', and the failure to take sexual violence 
seriously where a rela�onship exists between the survivor and the accused. 

§ Con�nuing social s�gma associated with sexual violence based on no�ons of chas�ty and purity 
that the legal system perpetuates, has led to reluctance on the part of survivors and their 
families to report sexual violence or even seek other support services, hindering any possible 
assistance to the survivor in terms reducing trauma and the risk of HIV infec�on.
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§ The response of the State in providing for the survivor has also been limited. Indian law does not 
provide for post-violence medical a�en�on or counselling of survivors, or post-exposure 
prophylaxis if there is risk of contrac�ng HIV. 

HIV and violence

§ Social tolerance of violence against women prevents women from discussing the issue, leaving 
or confron�ng an abusive situa�on or seeking help. Discrimina�on associated with HIV 
heightens such tolerance.

§ Women are o�en the first member of a household to discover their HIV status, through 
antenatal tes�ng. This can result in blame, violence, and rejec�on from partners or in-laws, 
family, friends, and community.

§ Exposure to re-infec�on by the refusal by sexual partner, par�cularly husbands and regular 
boyfriends, to use condoms, can endanger key popula�on members life due to HIV-related 
complica�ons;

§ Fear of disclosure of status may prevent a key popula�on member, par�cularly if they are 
women, from accessing available ICTC, PMTCT programmes, and using safer infant feeding 
op�ons, as a woman who doesn't breas�eed her child may be suspected of being HIV posi�ve.

§ During the rape, because of the force used, it is very much more likely that there will be tears to 
the lining of the vagina, something that will greatly increase the probability of transmission of 
STIs including HIV. During unprotected and forced anal sex the risk of transmission is even 
higher.

§ During forced sex, younger women are especially vulnerable to injury to sexual organs and 
infec�ons because their genital tracts are not yet fully mature, their vaginal secre�ons are not 
so copious, and because they are more prone to lacera�ons or tears of the vaginal lining.

§ There is an addi�onal difficulty of nego�a�on of the use of condoms or contracep�on in violent 
rela�onships.

Integration of Sexual and Reproductive Health Rights (SRHR) and HIV

Sexual and reproduc�ve health include choice of sexuality, choice of reproduc�on as well as maternal, newborn 
and child health (MNCH) which refers to the health and well-being of women during pregnancy, childbirth and 
post-delivery, and the health of newborn babies and children un�l the age of five. The Sustainable Development 
goal of health for all cannot be realized unless sexual and reproduc�ve health is a�ained for all men and women. 
Every person has the right to be provided with informa�on and access to safe, effec�ve, affordable and 
acceptable methods of family planning of their choice, and access to appropriate health care services that will 
enable women to go safely through pregnancy and childbirth and provide couples with the best chance of having 
a healthy child. A comprehensive service package for SRH can be provided through joining family  
planning/maternal child health services with HIV preven�on and treatment services.
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“Integra�on refers to one or more components of SRHR programming being integrated into one or more 
components of HIV programming; or vice versa. This includes referrals from one service to another, with 
the overall aim of providing more comprehensive support”.

19

Ra�onale
Unintended pregnancy, HIV and other STI infec�ons are related to sexual behaviour and the underlying message 
for SRH and HIV programs remains the same – safe sex. Moreover, sexual and reproduc�ve ill-health and HIV 
have similar root causes, such as gender inequality, poverty, s�gma and discrimina�on, rights viola�ons, and 
criminaliza�on and legal issues. Integra�on of HIV and SRH services can address these root causes of 
vulnerability and help in reaching out to more people, especially the marginalized communi�es. Integra�on 
gives an individual an opportunity to access a wider range of services through a 'one-stop shop' than what they 
would have received through solely HIV or SRH programming. There is a reduc�on in s�gma and discrimina�on 
related to HIV or sex work or drug use. The programs are strengthened due to more efficient use of human and 
financial resources, increasing cost-efficiency. Health care providers providing SRH services to the general 
popula�on can help prevent, early detect and support those who are at risk of HIV (such as adolescent girls, 
pregnant women and women engaging in unsafe sex for pleasure or commercial reasons) if sensi�zed, thus 
providing an this popula�on with HIV preven�on, treatment and care Similarly, people opportunity to reach 
living with HIV can be reached at HIV services for sexual and reproduc�ve health care including contracep�on, 
infer�lity treatment, STI management, cervical cancer screening and antenatal care. 

Ul�mately, integra�on aims to improve the dual health outcomes related to SRH and HIV, such as HIV/STI 
infec�ons, AIDS-related deaths, unintended pregnancies and maternal mortality, cervical cancer and gender-
based violence.

20

Integra�on has been supported at the highest policy levels such as the 2006 and 2011 Poli�cal Declara�ons of 
the United Na�onal General Assembly Special Sessions on HIV/AIDS, the SADC Protocol on Health, the SADC HIV 
and AIDS Strategic Plan and the Maputo Plan of Ac�on on Sexual and Reproduc�ve Health and Rights. This has, in 
turn, led to na�onal commitments to strengthen linkages between SRHR and HIV strategies, laws and policies, 
well as improvements in health systems and integrated services.

This can include providing the right informa�on and counselling, promo�ng safe sex, and screening and 
treatment of STI and their complica�ons.

To provide comprehensive services to women engaging in unsafe sex, two-way approach is necessary – 
combining support and services for HIV and SRHR. Integra�on can be bi-direc�onal, i.e., SRH programmes can 
include HIV services and HIV programmes can include SRHR services. The integra�on of SRHR and HIV services 
can be quite challenging and need the partnership of community groups and organiza�on, governments and 
interna�onal donors for successful implementa�on.

Integrated services can be provided through 

1. One-stop-shop providing comprehensive service package. e.g., Kenya AIDS NGO Consor�um's 
(KANCO programme) drop-in-centres providing HIV services (HIV counselling, tes�ng, 
preven�on, care and support) and SRHR services (such as STI screening and treatment, family 
planning services, safe abor�on, MNCH services and PPTCT).

2. Referral where HIV service centre provides informa�on and referral for SRH services e.g., India 
HIV AIDS Alliance's Mythri clinics in Andhra Pradesh (Outreach workers, counsellors and HCP 
were trained on SRH needs of sex workers and appropriate referrals were made for SRH), and
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19WHO, USAID, FHI (2012). Strategic Considera�ons for Strengthening the Linkages between Family Planning 
and HIV/AIDS Policies, Programs, and Services.

20UNFPA. What is the evidence of effec�veness of SRH/HIV integra�on. Evidence Brief.
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Fig 8: Examples of Bi-direc�onal Integra�on

3. Physical and func�onal integra�on that include providing different services in the same room 
or different rooms of the same facility by two different providers or same provider at different 
�mes.

Any combina�on of these strategies could be used. Common examples of integra�on of services include the 
following:
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Fig 7: Common Examples of Integrated services for Sexual Reproduc�ve Health and HIV

Examples of Bi-direc�onal Integra�on:

SRH SERVICES

Family planning
Pregnancy tes�ng
Emergency contracep�on
Preven�on of unsafe abor�on

REPRODUCTIVE HEALTH

Antenatal services
Labour and delivery
Postnatal Care
Newborn and child health

MATERNAL AND
CHILD HEALTH

STI treatment
Sexual health counselling
Condom provision
Cervical cancer screening
PEP for GBV survivors

SEXUAL HEALTH

HIV SERVICES

HIV PREVENTION
HCT
PMTCT
Pre-exposure prophylaxis
Condom provision
PEP
MMC
BCC

Psychosocial support
OI screening/prophylaxis
Clinical staging

HIV care

ART treatment and adherence
Counselling
Psychosocial support
Treatment as preven�on

ART

From HIV to                         SRHR

HIV counseling and tes�ng into family  planning 

programs

HIV counseling and tes�ng into antenatal care 
including congenital syphilis

HIV treatment and care into community based 
reproduc�ve health interven�ons

Promo�on of male involvement in HIV  

preven�on into SRHR services for men

HIV treatment and care into post-partum care 
canters

An�retroviral therapy into SRHR service 

delivery programs

Family planning into HIV counseling and tes�ng

Family planning into preven�on of mother -to-child
transmission

Family planning into HIV treatment, care and support

STI management including cervical and other cancer
screening into HIV treatment, care and support

Antenatal care into HIV treatment care and support

Preven�ng violence against women and girls into PMTCT 
programs

From SRHR to                          HIV
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Some of the pla�orms that can be used for integra�ng SRH and HIV services in India's public health system 
include:

70

S. No. Facility/Program Services to be added Target group
Educa�on/counseling on 

STI/HIV

Safer sex promo�on, free 

condoms

STI diagnosis and 

management including 

syphilis test

PMTCT and VCT services

SRH informa�on

SRH services if ART centers 

located in major secondary 

and ter�ary facili�es

SRH informa�on

SRH services

1.

2.

3.

Family Planning/MNCH 

services

ART centers

HIV programmes 

(preven�on/care and support 

centers)

More suitable for married 

women

All type of clients

Key popula�ons (PWID, FSW, 

MSM), migrants, 

clients/partners of sex 

workers

In concentrated epidemics, it may be more effec�ve to integrate SRH services in HIV programming that are 
21already established for the key popula�ons.

Some successful examples of integra�ng SRH and HIV services include:

Gambi is a government centre, with 25 polyclinics 
on the same site. It joins services for SRHR (such as 
family planning, STI preven�on, ANC and MNCH), 
HIV (such as HCT, ART and TB screening) and harm 
reduc�on (such as needle and syringe exchange, 
OST and Hepa��s screening). Services are 
delivered through in and out pa�ents, health 
posts and mobile units. Women requiring 
maternal/child health services are referred to the 
MNCH polyclinic. Integra�on involved staff 
training (including in non-discrimina�on) and 
support group mee�ngs. The lessons include that 
a centre's leaders must be commi�ed to 
integra�on and, where possible, core SRHR 
services for women with high-risk behaviour (such 
as screening for cervical cancer) should be free.

Uganda: Network Support Model in Uganda trains 
people living with HIV on preven�on, care, 
treatment and support. It offers community-
based pallia�ve care and adherence counselling 
and HIV preven�on services. Some of these 
trainees are selected as Network Support agents 
who accompany and empower PLHIV for 
accessing community-based government health 
facili�es for services such as family planning, STI, 
PPTCT, etc.

21Interna�onal HIV/AIDS Alliance (2010). Integra�on of HIV and sexual and reproduc�ve health and rights: 
Good Prac�ce Guide.
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Kenya: KANCO, running HIV program for sex 
workers provides services for HIV and STI 
p re v e n � o n  a n d  t re a t m e n t  ( i n fo r m a � o n 
counselling, condom educa�on and provision, HIV 
tes�ng and counselling, STI screening and 
management, OI management, referral for ART, TB 
screening and referral). They have integrated 
services for family planning, PAP smear, breast 
examina�on and group empowerment ac�vi�es. In 
addi�on, they have established support groups for 
those who are living with HIV and self-help groups 
to set up income genera�on ac�vi�es.
KANCO reports that they have reduced risk 
prac�ces and there is greater uptake of HIV tes�ng 
and other health services for self and partners as 
well. Major learning is that the service delivery 
should be flexible and adaptable.  Programmes 
must also have medical, psychosocial and 
behavioural components, and friendly, non-
judgmental a�tudes.

India: a. India HIV AIDS Alliance in Andhra Pradesh 
provided counselling and STI services through 
Mythri clinics (Clinics based in drop-in-centre) to 
the key popula�on for the Avahan program. These 
clinics also provided informa�on and counselling on 
dual protec�on, condoms and oral pills, and referral 
for HIV tes�ng, ART, PPTCT, safe abor�on and other 
reproduc�ve health needs.
 
b. Social Awareness Social Organiza�on, Imphal, 
Manipur, has added SRHR services to their HIV 
preven�on and harm reduc�on program for 
women who use drugs and spouses of men who use 
drugs. Services include safe sex informa�on and 
counselling, free condoms, syringe and needle 
exchange, STI diagnosis and management, HIV 
counselling and treatment, abscess management 
and hepa��s C tes�ng and treatment at drop-in-
centres and provide referrals for HCT, ART, MCH, 
OST, PMTCT, detoxifica�on and legal aid. The 
medical services at the drop-in-center are provided 
by a female doctor and service providers are trained 
on the needs of women. A women-friendly 
environment at drop-in-centre, frequent group 
sessions to engage the women in HIV/SRHR and 
advocacy with doctors at government hospitals is 
needed for the success of the program. 

Benefits of SRHR and HIV Integra�on:
22

• Improved access to and uptake of key HIV and SRHR services.
• Be�er access of people living with HIV to SRHR services tailored to their needs. 
• Reduc�on in HIV-related s�gma and discrimina�on. 
• Improved coverage of underserved/vulnerable/key popula�ons.
• Greater support for dual protec�on. 
• Improved quality of care. 
• Decreased duplica�on of efforts and compe��on for scarce resources. 
• Be�er understanding and protec�on of individuals' rights. 
• Mutually reinforcing complementari�es in legal and policy frameworks. 
• Enhanced program effec�veness and efficiency. 

 • Be�er u�liza�on of scarce human resources for health.

22UNFPA. What is the evidence of effec�veness of SRH/HIV integra�on. Evidence Brief
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Challenges to be addressed in integra�ng SRH/HIV :23

• Overburden on exis�ng services must be avoided so as not to compromise service quality but to 
ensure integra�on actually improves health care provision.

• Managing the increased workload for staff who take on new responsibili�es, and increased 
costs ini�ally when se�ng up integrated services and training staff. 

• Comba�ng s�gma and discrimina�on from and towards health care providers has the poten�al 
to undermine the effec�veness of integrated services no ma�er how efficient they are in other 
respects. Judgemental a�tude of service providers may drive the young people, PLHIV and key 
popula�ons away.

• Reaching those who are most vulnerable but least likely to access services, such as young 
people and key popula�ons such as, sex workers and men who have sex with men. 

• Providing the special training and ongoing support required by staff to meet the complex SRH 
needs of HIV-posi�ve people effec�vely.

• Ensuring community members are aware of their SRHR.

Recommenda�ons for SRH-HIV integra�on:

Based on interna�onal learnings on the integra�on of these services, recommenda�ons include:
24

§ Adopt a par�cipatory and right based approach.  Involving affected communi�es at all levels of 
programming and promo�ng their rights is a vital strategy to decrease s�gma and 
discrimina�on (related to both HIV and KP vulnerability) and increase access to comprehensive 
support. 

§ It is not necessary to go for comprehensive integra�on right from the beginning, but might be 
preferable to start with the integra�on of selected services that are priori�es for the community 
and are rela�vely easy to implement so as not to strain the over-stretched health systems. 

§ Recognize and respond to the significant diversity among people who engage in unsafe sexual 
behaviour and their HIV/SRHR needs. 

§ Promote HIV/SRHR integra�on at all levels, including building an enabling environment for sex 
workers. For example, raising awareness about key popula�on's rights; training of staff and 
service providers at all levels.

§ Ensure effec�ve and crea�ve service delivery for HIV/SRHR integra�on (community outreach to 
create demand, flexible services delivery mechanisms).

§ Ensure the quality, confiden�ality and 'key popula�on friendliness' of referral systems and 
services.

 §  Advocacy for change in legisla�on/policies that act as a barrier to the provision of women-
  friendly services for the sex worker, women who inject drugs, and HIV posi�ve women.
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23Interna�onal HIV/AIDS Alliance (2010). Integra�on of HIV and sexual and reproduc�ve health and rights: 
Good Prac�ce Guide

24HIV/SRHR Integra�on for key popula�ons: A review of experiences and lessons from India and globally
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Sexually Transmi�ed Infec�ons

Reproduc�ve tract infec�ons (RTI) are infec�ons of the genital area and include the infec�ons acquired through 
sexual contact (sexually transmi�ed infec�ons).

The global burden of STIs is high, with more than 1 million curable sexually transmi�ed infec�ons (STIs) occurring 
each day. According to WHO global es�mates for 2016, there were roughly 376 million new infec�ons of the four 
curable STIs – chlamydia, gonorrhoea, syphilis and trichomoniasis. 

Prevalence and incidence vary between regions, and are higher syphilis in developing countries (for instance, 
occurs 10 – 100 �mes more in developing countries). In terms of age, STIs are most frequent among the age 
group of 15-44 years, with new infec�ons occurring during adolescence. In terms of gender, STIs occur more 
frequently among females than males between the ages of 14 and 19, and slightly more frequently among males  
a�er the age of 19.

Teenage girls, men and women with mul�ple partners, sex workers, and men and women whose job force them 
to be away from their families or regular sexual partners for long period have a higher risk of contrac�ng STIs.

What is more, symptoma�c STIs are only the �p of the iceberg. Most STIs are asymptoma�c and if untreated, 
may cause long term complica�on (such as urethral strictures, pelvic inflammatory disease, infer�lity, 
endometrial and cervical cancer, poor pregnancy outcomes, involvement of heart and brain, ver�cal 
transmission to baby) and increase the risk of acquiring and transmi�ng HIV.

Risk of HIV, as well as STI, is through unprotected sexual intercourse. If a person has STI, not only the risk of 
acquiring and transmi�ng HIV increases, STI also leads to early progression of HIV disease to AIDS.

STI are a big public health challenge because of their rapid spread and economic and social burden for a country. 
Services for STI may not be available or are inaccessible due to a�ached s�gma, poor health-seeking behaviour 
of clients, cost and difficult to reach popula�ons (such as sex workers and MSM).

General approaches to STI management include:

Tradi�onal clinical:  Clinician takes history and does clinical exam, then uses his knowledge and past experience 
to diagnose a specific STI and treat. 

Limita�ons include:

a. Studies show that clinicians using their judgment get the diagnosis wrong in up to 50% of cases 
since different STIs can cause similar symptoms and signs.

b. Mixed infec�ons are common and only one of them may be diagnosed.

 c. Failure to treat an infec�on may lead to development of complica�ons and con�nued 
  transmission.
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Laboratory assisted: .A�er clinical assessment, lab tests are used to diagnose STI/s and then treat accordingly

Limita�ons include:

a. Requires skilled personnel, consistent support and supplies, which may not be available at the 
primary level.

b. Expensive for the pa�ent.

c. The results of tests are not immediately available, so treatment for the infec�on does not begin 
on the same day and some pa�ents may not return for treatment.

d. Unreliable for the diagnosis of some STIs and e�ological diagnosis that tests for a single causal 
agent may miss other STIs.

Syndromic management: Syndromic management is based on the iden�fica�on of consistent groups of 
symptoms and easily recognizable signs (syndromes) and the provision of treatment that will deal with the 
majority of organisms responsible for each syndrome. It does not depend on laboratory diagnosis and so no 
laboratory equipment or trained personnel is required.

SCM is so designed that the service providers can treat pa�ents for STIs in the course of their normal pa�ent 
contact at the �me of first visit only. Any service provider who has been trained in history-taking, examina�on 
and the use of flowcharts for STI case management can confidently diagnose and treat pa�ents with STIs. Makes 
STI care more accessible as it can be implemented at the primary health care level.

SCM  responds to the pa�ent's symptoms, is highly sensi�ve and does not miss mixed infec�ons, provides
comprehensive care for STI, giving opportunity and �me for educa�on and counselling on treatment 
compliance, risk reduc�on, and provision of condoms.

Six components of comprehensive care through SCM include:

· To make a correct diagnosis through history and clinical examina�on.

· To provide correct treatment for the STI syndrome.

· To educate on the nature of the infec�on, safer sexual behaviour and risk reduc�on.

· To educate on treatment compliance.

· To demonstrate the correct use of condoms and provision of condoms.

· To advise on the need to treat the pa�ent's partners and to issue a referral card.

Limita�ons of SM: 

a. It does not cover asymptoma�c infec�ons.

b. There may be over treatment in some pa�ents.

Early diagnosis; appropriate and complete treatment of STI/RTI reduces the transmission rate of HIV infec�on by 
more than 40%. Syndromic Case Management (SCM), with minimal laboratory tests, is the cornerstone of 
STI/RTI management under the Na�onal AIDS Control Programme. 
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Suraksha clinics have been set up in coordina�on with NHM at government hospitals. The clinics provide:

· Free quarterly regular check-ups for key popula�ons.

· Syndromic management of STIs with colour coded packs.

· Presump�ve treatment for asymptoma�c infec�on (gonorrhoea and Chlamydia) every six 
months.

· Condom demonstra�on and provision.

· Informa�on, counselling and referral to ICTC for HIV test every 6 months.

Menstrual Hygiene: Lack of menstrual hygiene is one big contribu�ng factor to reproduc�ve tract infec�on. The 
risk of RTI further increases if sex workers engage in unprotected sex during the menstrual period. A range of 
absorbents are available (Disposable sanitary pads, biodegradable sanitary pads, home-made pads made from 
cloth, gauze and co�on, tampons, menstrual cups) and each has its own advantages and limita�ons. Correct use 
and disposal of absorbent is more important than the type of absorbent used. The  and tampons sanitary pads
must be changed frequently (at least once in 4-6 hours), even if the pad is not fully soaked to avoid infec�ons and 
bad odour.

If menstrual pads made of cloth are being reused, they must be washed and dried in the sun before reuse. Many 
�mes to hide them from others these clothes are dried in damp hidden places. As these clothes remain moist 
they provide excellent breeding ground for infec�on-causing organisms. Disposal pads can be an environmental 
nightmare in the long run as they have plas�c and do not decompose for hundreds of years. Their proper 
disposal by burning in incinerators or burial must be advocated. Alternately biodegradable sanitary pads may be 
used but are expensive. 

Tampons, if forgo�en inside the vagina can lead to toxic shock syndrome. In some places sex workers insert 
co�on in the vagina to soak menstrual blood. This is preferred because the co�on remains inside and the client 
cannot see anything from outside. But care has to be taken to properly take out all the co�on pieces from the 
vagina so that all pieces of co�on are out of the vagina, otherwise, serious infec�on can follow. 

Menstrual cup is a safe op�on that is not an absorbent but is a type of cup or barrier worn inside the vagina 
during menstrua�on to collect menstrual fluid. The cups are safe when used as directed, and no health risks 
related to their use have been found.

Cervical Cancer: Persistent infec�on with Human Papilloma Virus (HPV) can lead to cervical and anal cancers, 
with HPV having been found in over 99% of cases of invasive cervical cancer ( ). The virus Sankaranarayanan 2008
is sexually transmi�ed and has more than 100 subtypes. It is es�mated that more than 50% of the sexually ac�ve 
popula�on globally is infected with one or more subtypes of genital HPV; however, the infec�on resolves by itself 
in most cases. Only a few high-risk subtypes (mostly subtype 16 and 18) can trigger abnormal growth in the 
infected cell and lead to the development of cervical cancer. 

It takes about 12-15 years for the infec�on to progress to invasive cancer. HIV, smoking, mul�ple births, early 
ini�a�on of sex and long-term use of hormonal contracep�ves are some of the co-factors that increase the risk of 
progression from cervical HPV infec�on to invasive cancer. There is evidence to suggest that women with HIV are 
likely to have at a younger age. During the long period taken for progression to invasive cancer, carcinoma cervix  

75Health Care Providers Training Module



the abnormal cervical cells pass through several precancerous changes offering us a unique opportunity for 
detec�on of precancerous lesions. If detected early, treatment of precancerous lesions can dras�cally reduce 
the incidence and mortality of cervical cancer. 

A weakened immune system due to HIV puts women living with HIV (WLHIV) at a higher risk of HPV infec�on. 
There is evidence that WLHIV have a higher incidence of HPV infec�on, especially with cancer-inducing 
subtypes. They also have a higher viral load of HPV, and HPV infec�on progresses more rapidly to cancer. 
Worldwide, infec�on with HPV among WLHIV varies between 55 to 30% (Clifford 2006). In a study in Mumbai 
(Isaakidis 2013), HPV DNA was detected in 32% of the WLHIV studied. With decreasing CD4 counts, the 
prevalence of HPV infec�on increases the infec�on is more persistent and progresses rapidly. There is up to a 10-
fold risk of having an abnormal pap smear among HIV-infected women than uninfected women, with a higher 
risk of these lesions progressing to invasive carcinoma. In a cross-sec�onal survey of 786 WLHIV conducted by 
Koshish, (a programme implemented by India HIV/AIDS Alliance for improving the sexual and reproduc�ve 
health of WLHIV and most-at-risk popula�ons), 5.6% had an abnormal pap smear.

An� retroviral therapy (ART) does not appear to have much impact on reducing the progression of cervical 
dysplasia.

Cervical cancer is the most common cancer among women in India and the leading cause of cancer-related 
mortality. It is es�mated that 134,420 women are diagnosed with cancer of the cervix every year and 72,825 
women die, with India contribu�ng to over a quarter of deaths due to cervical cancer worldwide. This is 
unfortunate, considering cancer of the cervix is preventable and also completely curable if detected early. With 
more than a million women living with HIV in India, who have now increased longevity due to improved access to 
ART, more HIV posi�ve women are likely to develop cervical cancer.

Screening for Cervical Carcinoma:

Annual screening is recommended for women with HIV or at high risk of HIV. Screening is started from age of 21 
(or 5 years a�er they become sexually ac�ve) or from the �me they are detected HIV posi�ve. In the general 
popula�on, the test is recommended once in three years while The American College of Gynecologists (ACOG) 
recommends cervical screening of HIV-posi�ve women once during the first year a�er HIV diagnosis and annual 
screening therea�er.  Screening methods include:
 

1. Papanicolaou pap smear: ( )  Conven�onal screening method for cervical cancer is Pap smear. 
The test, though simple, requires trained cytology technicians and pathologists, and good 
health infrastructure and is not widely available in India. Even in the places where the test is 
available, uptake of the test remains low because of low awareness, high associated cost and 
mul�ple visits required to the health facility, since the test is not a point-of-care test.

 
2. Visual inspec�on with ace�c acid (VIA) or Lugol's Iodine (VILI) and HPV-DNA studies  have 

recently been studied for use in low-resource countries including India (Sankaranarayanan 
2007,  Isaakidis 2013). These studies have shown that VIA is more sensi�ve than VILI. The VIA is 
not only a reliable, simple, acceptable, feasible and cost-effec�ve tool for screening but can also 
improve access to effec�ve treatments of diagnosed cervical cancer. The advantage is that the 
results become available immediately, allowing for the lesions to be treated in the same visit.  
Recently, the  has introduced the VIA test  in primary healthcare 25Government of Tamil Nadu
centres (PHC), with plans to scale up to the en�re state.
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3. HPV-DNA test that detects the presence of high-risk HPV subtypes was found to be the most 
effec�ve screening method in reducing incidence and mortality of cancer cervix in a large 
community-based trial in India. The sample is taken by inser�ng a swab in the vagina and can be 
self-collected. But, the test is expensive. Low-cost rapid tests have been developed but not yet 
commercially available. 

There is evidence that the screen and treat programmes using VIA or HPV test are effec�ve in preven�ng cervical 
cancer among HIV posi�ve women (Denny 2005). Though HPV test is more sensi�ve than VIA, its cost can be 
prohibi�ve. VIA could be used as a primary screening method in the HIV-infected women since it is low cost and 
can be made widely available to most at-risk popula�ons through nurses and midwives.  

Apart from introducing the screening at PHC, there is an opportunity to integrate cervical cancer screening at 
ICTC, ART centre and the STI clinics of Targeted Interven�ons. There is a network of these clinics already available 
in all districts with high-prevalence HIV; expanded services to WLHIV and most-at-risk popula�ons will help 
increase u�liza�on of these clinics.

Primary preven�on of HPV should be recommended through correct and consistent use of condom and HPV 
vaccine to reduce the incidence of genital warts and cervical cancer. Male circumcision is associated with 
decreased incidence of cervical cancer in the female partner but its role in reducing HPV transmission is not yet 
known.

Recently, two vaccines, one quadrivalent (against subtypes 16, 18, 6 and 11) and one bivalent (against subtypes 
16 and 18) have been developed that provide more than 95% protec�on against HPV. The vaccines are effec�ve 
only if given before the woman is infected with these subtypes of HPV. According to the CDC, preteen girls should 
be vaccinated at age 11 or 12 in a series of three shots over eight months. Young women can get the vaccine 
through age 26 and young men through age 21 if they haven't already been exposed to HPV.

The efficacy and safety of vaccine among HIV posi�ve women is not yet known and requires more research.
  
Family Planning and Fer�lity Management

Family planning refers to the adop�on of methods that allow the couple to choose when to have children and 
how many. Family planning benefits include improved maternal and child health, reduced maternal and 
neonatal mortality, increased produc�vity, and improved economic and social status of women. Every woman 
has the right to choose whether or not to have children, when to have and how many to have. Service providers 
must keep this right in mind while providing this service and ensure no woman is denied family planning op�ons 
because of her age, sexuality, social or economic status.

The only contracep�ve methods that provide double protec�on, (i.e., simultaneous protec�on against HIV and 
STI infec�on as well as unintended pregnancy) are the consistent and correct use of male and female condoms. 
However, women may not always be in a posi�on to nego�ate condom use with their partners.  Under those 
circumstances, it is recommended that  be used through the consistent and correct dual methods of protec�on
use of male condoms in combina�on with another contracep�ve method. This will enable the woman to have 
control over her fer�lity and provide 100 percent protec�on.

Women must be informed of all contracep�ve op�ons available along with their merits and demerits and 
help them choose the right op�on as would suit them best.
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Safe Abor�on and Post-Abor�on Counseling

Abor�on is a way of ending pregnancy before the fetus is mature, either through medicines or through surgery. 
The World Health Organiza�on defines unsafe abor�on as 'procedure for termina�ng a pregnancy that is 
performed by an individual lacking the necessary skills, or in an environment that does not conform to minimal 
medical standards or both.' Almost half the abor�ons performed worldwide are es�mated to be unsafe and a 
leading cause of maternal deaths and ill-health. Abor�ons are responsible for 13% of annual maternal deaths 
globally. Consequences of unsafe abor�ons may include increased economic burden on poor families due to 
health costs and decreased produc�vity; long-term health problems, such as infer�lity; and considerable costs 
to already struggling public health systems. 

Poverty, lack of access to quality services, s�gma and discrimina�on at health facili�es and unmet need for 
family planning are some of the important reasons for unsafe abor�on. Unintended pregnancy and consequent 
abor�ons result when women do not want to be pregnant but are not using modern methods of contracep�ves 
due to ignorance, misbeliefs, lack of access to family planning, or opposi�on by the partner to use contracep�on. 
Reducing the unmet need for modern contracep�on is an effec�ve way to prevent unintended pregnancies, 
abor�ons and unplanned births.
 
In India, abor�on is legal and as per the Medical Termina�on of Pregnancy (MTP) Law, a woman can have an 
abor�on up to 20 weeks of pregnancy (5 months) with her consent. If she is below 18 years of age, consent from 
her guardian is required. Moreover, a�er 12 weeks (i.e., a�er the first 3 months) of pregnancy, the opinion of two 
medical prac��oners is required to obtain abor�on and only those with experience in obstetric care can provide 
the service.

As per law, only a qualified registered medical prac��oner can provide abor�on services in a hospital or clinic 
approved by the government to ensure safe and hygienic condi�ons. It is important to have an abor�on by a 
qualified doctor in a government-approved facility to avoid any complica�ons.

Abor�on is a safe procedure but the risk of complica�ons increases if it is performed a�er 12 weeks. It is safest if 
done before 8 weeks of pregnancy. Medical abor�on can be done in up to 9 weeks of pregnancy a�er which 
surgical abor�on is offered. Chances of incomplete abor�on increase if more advanced pregnancy is terminated 
medically, requiring surgical removal. 

Rarely, women may experience heavy vaginal bleeding or damage to the wall of the womb or cervix during 
surgical bleeding, more so if the abor�on is being carried out between 12-20 weeks of pregnancy. This will 
require treatment through surgery.

Post-Abor�on Care and Counselling

There is more risk of complica�ons two weeks a�er the abor�on than at the �me of the abor�on. These include 
infec�on, and vaginal bleeding if the abor�on was incomplete and some �ssue is le� in the uterus. Therefore, it is 
important to go back to the doctor for follow-up if pain or bleeding persists or there is a fever.

The womb is so� and enlarged following abor�on and takes 4-6 weeks to come back to its original size depending 
upon the dura�on of pregnancy at the �me of termina�on. Maximum involu�on takes place in the first 7-10 
days. Sex should be avoided un�l the bleeding has completely stopped as it may cause injury to the internal 
organs and increase the chances of infec�on. If there is an injury or infec�on of the genital organs, sexual ac�vity 
should be resumed only a�er the healing is complete.
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Women must be counselled to adopt the family planning method of their choice before resuming sex. Use of a 
condom along with an intrauterine contracep�ve device (IUCD) or a hormonal contracep�ve is the best op�on 
available. The pills can be started immediately a�er abor�on while IUCD, vaginal ring or tubectomy can be 
started once infec�on is ruled out and genital injury, if any, has healed.

Infer�lity

Infer�lity is the inability to produce a child even a�er 12 months of unprotected sex. FSW may have reduced 
levels of fer�lity due to repeated STIs. Sexual desire may also be reduced if she or her partner is HIV posi�ve. HIV 
can cause reduced sperm count and mo�lity, and/or an increase in abnormal sperm forms. ART for HIV can 
improve sperm count and mo�lity. The presence of pelvic inflammatory disease following any previous STI or 
infec�ons of the reproduc�ve tract caused by medical procedures can also lead to infer�lity. It is important to 
provide screening and treatment for STI and protect from infec�on during abor�on or delivery to protect 
fer�lity. If a woman is unable to conceive, provide treatment and counselling support to enable the couple to 
have a child, including adop�on and assisted reproduc�on, if available.26 

The decision to have a child should be based on clear, accurate and up to date informa�on, especially if one or 
both partners are HIV posi�ve. The following op�ons should be offered:

If both the partners are HIV posi�ve, they should be advised to have sex during the fer�le period of the menstrual 
cycle (10-18 day) to reduce chances of re-infec�on. Chances of transmission of HIV are low if the viral load is low, 
so if needed, ART should be ini�ated. Water-based lubricants should be used during sex to prevent fric�on and 
damage to the �ssue lining the vagina and the head of the penis, thus further reducing the risk of HIV 
transmission or acquisi�on.

If only one partner is HIV posi�ve (discordant couple), assisted reproduc�ve techniques can be used. These 
include:

Ar�ficial insemina�on

When only the woman is HIV posi�ve, her partner's semen can be injected into the woman's vagina, 
elimina�ng the risk of HIV transmission for the male partner. This is a safe and inexpensive procedure, 
and the couple can be taught to try the procedure on their own. The man ejaculates in a clean container 
and this semen is then self-inseminated in the woman's vagina using a plas�c syringe. The procedure 
should be carried out during the fer�le period of the reproduc�ve cycle.

Sperm washing

If the male partner is HIV posi�ve, sperm washing provides a safe method for concep�on. It involves 
separa�ng the sperm from the seminal fluid that is infected by the virus. The washed sperm is then 
tested for HIV and it is injected into the woman's uterus. The method is only available in leading 
infer�lity hospitals across the country and is quite expensive.

In-Vitro fer�liza�on

  The egg is fer�lized with sperm in a laboratory and the embryo is then implanted in the womb where it 
 develops and matures further. This is a good procedure when both people are HIV posi�ve. This 
 procedure is also available in infer�lity clinics outside the government set-up but can be expensive. 
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Sex work during pregnancy

If the woman so desires, it is usually safe to have sex during pregnancy. Usually, there is no risk to the foetus from 
sex during pregnancy. The baby is fully protected by the amnio�c sac and the strong muscles of the uterus. 
There's also a thick mucous plug that seals the cervix and helps guard against infec�on. The penis does  come not
into contact with the foetus during sex. Many women find that their desire for sex fluctuates during certain 
stages in the pregnancy. During the late stages, some women find it difficult to have sex due to their larger body 
size. On the other hand, some women find sex more pleasurable. Certain sexual posi�ons may be more 
comfortable during pregnancy than others. Posi�ons in which the pregnant woman is on top or on her side will 
avoid pu�ng addi�onal weight or pressure on her abdomen.

However, women must ensure protec�on during sex work to avoid contrac�ng any STI/RTI as infec�on during 
pregnancy can worsen pregnancy outcomes. Number of clients could be reduced during the first trimester or 
last weeks of pregnancy to avoid miscarriages due to contrac�ons during orgasm, and premature delivery due to 
a contrac�on s�mula�ng chemical in semen respec�vely.

Preven�on of Parent-to-Child Transmission of HIV (PPTCT)

HIV can be transmi�ed to the baby from an HIV infected mother during pregnancy, delivery or breas�eeding. In 
absence of any interven�on, the risk of the baby acquiring HIV infec�on is 20-45%. Around 20.52 thousand 
pregnant women were es�mated to need preven�on of mother-to-child transmission (PMTCT) as per the India 
HIV Es�mates report of NACO.

A four-pronged strategy  is recommended for the preven�on of HIV transmission from parent to child. These 
27

include:

1. Prevent HIV infec�on among women.
2. Prevent unintended pregnancies among women living with HIV.
3. Reduce mother-to-child transmission of HIV by an�retroviral treatment or prophylaxis, safe delivery  
 and infant-feeding counselling.
4. Provide care, treatment and support to the woman living with HIV to keep her healthy.

As per the Revised Na�onal Guidelines on PPTCT (released in January 2014), a triple-drug regimen of 28 

an�retroviral drugs (Tenofovir, Lamivudine and Efavirenz) is given to all HIV-posi�ve pregnant women 
irrespec�ve of their CD4 count. The ART is con�nued life long to ensure be�er health for the woman. This 
provides early protec�on against mother-to-child transmission in future pregnancies and avoiding drug 
resistance. 

The baby is also given Nevirapine daily from the �me of birth for 6 weeks and therea�er Co-trimoxazole syrup is 
started once daily to prevent any infec�ons. Co-trimoxazole is con�nued un�l the HIV status of the child is 
confirmed at 18 months of age. All children born to HIV posi�ve mothers (exposed child) must be followed up 
regularly at the ART centres. 

Exclusive breas�eeding should be given for the first six months.
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Pre-Training and Post-Training Ques�onnaire

1. Which of the following is NOT necessarily included in SRH interven�ons?
 a. Nutri�onal support.
 b. Condom distribu�on.
 c. Gender based violence and/or crisis counseling.
 d. Fer�lity treatment.

2. Sexual and reproduc�ve health includes: 
  a. Emo�ons.
  b. STI diagnosis and treatment.
  c. Desires and physical pleasure.
  d. Infer�lity.
  e. All of the above.

3. A street-based female sex worker living with HIV is pregnant, and is in her first trimester.  
 She wants to keep the child. As her physician, you should advise her to
 a. Opt for an abor�on as she will transmit HIV to the child. 
 b. Access PPTCT services to ensure that she minimises the risk of transmi�ng HIV to the 
  child and then opt for sterilisa�on to avoid the future risk of pregnancy. 
 c. Access PPTCT to ensure the safety of her child to be; access ART services for herself to 
  manage the current pregnancy safely, and manage her own HIV infec�on; and access 
  family planning counselling services and goods, so that she can be in charge of her 
  fer�lity.
 d. None of the above.

4. A woman living with HIV has come to the local health care facility for the delivery of her baby. As  
the a�ending doctor you 

 a. Refer her to the district hospital as you do not want to take the risk of possible HIV 
  transmission among your other pa�ents.
 b. Refer her to the district hospital as you do not have the necessary equipment and 
  supplies to protect yourself from ge�ng infected with HIV. 
 c. Prac�ce universal precau�on and infec�on control protocols and deliver the baby at 
  your facility. 
 d. None of the above.

5. Universal declara�on of human rights says that all human being irrespec�ve of their age, sex,  
sexual orienta�on, ethnicity, religion, or wealth should enjoy all rights equally. However, in 
prac�ce, some rights are more important than others for specific groups of people. 

   □ True □ False

  6. The sexual and reproduc�ve health needs of female sex workers are ____________ than the 
  sexual and reproduc�ve health needs of other women.
   a. Vastly different.
   b. Somewhat different.

  c. No different. 

  only 7. Universal precau�ons should be used when caring for people with HIV. 

□ True □ False  
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8. Please read the statements below carefully and �ck the response that is nearest to what  
you .feel

  a. Women with HIV should not have children; it puts both the child and the mother 
  at risk.
     □ Yes □ May be □ No
 b. If women could be prevented from selling sex for money, HIV would not have   
  spread. 
     □ Yes □ May be □ No
  c. Same sex ac�vity is imported from western cultures. 
     □ Yes □ May be □ No 

9. What essen�al component of Syndromic case management is missing below: 
  a. Establishing diagnosis through history and clinical examina�on.
  b. Treatment of STI with appropriate drugs.
  c. Informa�on and counseling on risk reduc�on and provision of condoms.
  ______________________d.

10. Benefits of integra�ng sexual reproduc�ve health (SRH) and HIV services include: 
  a. Increased uptake of services.
  b. Increased outreach.
  c. Increased efficiency of healthcare system.
  d. All of the above.

11. Which of the following viral infec�ons is associated with an increased risk for cervical  
cancer?

 a. Influenza.
 b. Human papillomavirus (HPV).
 c. Hepa��s.
 d. Human immunodeficiency virus (HIV).

12. Which of the following statements about Emergency contracep�ve pill i(ECP) s true. 
 a. ECP use is not safe in women who are HIV posi�ve or on ART.
 b. ECPS can not be used more than once in the same cycle.
 c. Fetus is not harmed if woman accidentally takes ECP when pregnant.
 d. It is safe to have unprotected sex the day a�er taking ECP.

13. Health care providers cannot offer anything for women experiencing violence. 

   □ True □ False
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 1. a
 2. e
 3. c
 4. c
 5. False
 6. c
 7. False
 8. a: no; 8b: no; 8c: no
 9. Partner treatment
 10. d
 11. b
 12. C
 13. False
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