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Preface

Much has been done by the National and State AIDS Control societies over the
years to address the problems of persons (including children) infected and affected by
HIV/AIDS, especially in respect of ensuring treatment. Much effort has also gone into
creating awareness about the disease so that the stigma associated with the illness is
mitigated and persons affected by this disease can live a life of dignity. However, such
stigma continues to exist, and it affects the old and young alike, as is evident from the
sporadic tales of discrimination that emerge in the media. In the case of children, such
discrimination, targeted not only against those who have tested positive for HIV/AIDS,
but even those who may not have tested positive, but hail from families which have,
results in gross violation of their rights to survival, development, protection and
participation - the four cardinal rights that are to be ensured for all children as enshrined
in the United Nations Charter for the Rights of Children.

It is in this context that the Kerala State Commission for Protection of Child Rights
undertook this study on the impact of HIV/ AIDS on children who are infected or affected
by it. The study examines the medical facilities available, the convenience of access to
such facilities for testing and support, the reliability in the supply of medicines, the
availability of nutrition for all those who have tested positive, as it plays a major role in
ensuring that children enjoy a decent quality of life, the shelters available for children
who tested positive without families, the support being given to them and rehabilitation
measures, if any. The Commission has made some recommendations to fill in the gaps
noted during the study so that children can live and develop their talents and capabilities
optimally. There are also serious challenges that children continue to face to train
themselves to lead independent lives.

The Commission would like to thank all those who helped us in the course of this
study, including the officers of Kerala State Aids Control Society (KSACS),  especially Shri
Sunil Kumar. G, Joint Director, IEC and Dr. B.B. Rewari, National Programme Officer, ART-
NACO, Ministry of Health and Family Welfare, Govt. of India, all of whom  spared the time
from their busy schedules to peruse the manuscript and offer valuable feedback . The
Commission hopes that these recommendations will find favour with the competent
authorities and measures will be put in place to improve the conditions in which children
infected or affected by HIV/AIDS live in society.
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1. Introduction

A State level workshop was held with
experts and stakeholders on 29.1.2015
at the Government Guest House,
Thycaud, Thiruvananthapuram,  to
discuss the status of children affected
by HIV/AIDS, identify the action to be
taken to mitigate the problems and
alienation that they suffer, and suggest
to Government some practical measures
to rehabilitate them. This was followed
up with a meeting with the stakeholders
on 10.9.2015 at Thiruvananthapuram to
identify the priority areas of action and
the way forward. The list of participants
at the Workshop and the Consultation
are given as Annex I and Annex II
respectively. This report seeks to make
an assessment of the issues that came
up for consideration in relation to the
status and concerns  of children infected
or affected by HIV in Kerala,  and to
suggest some measures to address
them.

2. Data on children infected or
     affected with HIV/AIDS

2.1 The state of Kerala is categorized as
a low prevalent state in the matter of
persons infected with HIV. Against the
figures of estimated 20.9 lakh people
living with HIV (PLHIV) in the country
(0.26%), Kerala has only 25,000 (0.12%).
However, Kerala is situated in the vicinity

of states like Tamil Nadu, Karnataka and
Andhra Pradesh, all of which are high
prevalent states. This also highlights the
need to be ever vigilant about creating
awareness and promoting preventive
measures.

2.2 The statistics of People Living with
HIV (PLHIV) is normally obtained from
the information collected through the
Strategic Information Management
System (SIMS) of the National AIDS
Control  Organisation (NACO) and its
state  based  units; in Kerala it is the
Kerala State AIDS Control Society
(KSACS) that performs this responsibility.
Their data on children is based on the
number of children who enroll in the Anti
Retroviral Treatment (ART) centres
across the country/ state, and the
number of infected children who are
being provided social support through
these centres supported by the Kerala
State AIDS Control Society (KSACS). Only
persons up to the age of 15 are
unfortunately classified as children for
the purposes of this data base.
According to such data from SIMS, there
are 884 children at present in Kerala who
are infected with HIV, as against 1.5 lakh
children infected across the country. Of
the 884 infected children, 553 are
undergoing regular treatment based on
CD 4 count, while around 697 children
require treatment and check up every six
months.

Report on the problems of children  in Kerala
who are infected and  affected by HIV/AIDS
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2.3 It is estimated that there are over
2000 children affected by HIV in the
State; but it is very difficult to give an
accurate figure for children affected by
HIV because these children do not need
to access the treatment centers, and so
the figures are those based only on
information about their families who
may be taking treatment available in the
ART centres. However, this figure will not
be comprehensive because children
whose parents who discontinue
treatment or whose parents have passed
away will not come under this group as
the ART centres can give the figures of
only those who are currently undergoing
treatment. There is a need to create this
database so that we have a better
understanding of the magnitude of the
problems faced by children affected by
HIV.

2.4 It was also learnt that it is difficult
to explain the gap between those who
were registered for treatment and those
actually taking regular treatment; the gap
could be due to deaths that have not
been reported, or because the patient
has gone abroad or away from the place
of treatment without intimation, or
simply because the patient has stopped
taking treatment. It is evident that there
is room for improvement in the existing
system for following up on those
undergoing treatment.

2.5 A related as well as significant issue
regarding children infected by HIV is that
these figures do not include data for
children between 15 and 18. The data
on children available with the National
and State AIDS Control (NACO) societies
is limited to that of children below 15.
And this data is based on the figures
available of children under 15
undergoing treatment in the ART
centres. So, when planning strategies for
children infected with HIV, it needs to
be recognized that the data available is

not comprehensive, especially when
planning strategies for children in the
late adolescent stage. This is a very
serious issue because it is during the late
teen years that children normally
become more sexually curious, and more
vulnerable, especially if there are issues
about their sexuality. In the case of the
children infected with HIV, if they are not
given proper counseling and
handholding, it can lead to life- long
tragic consequences for themselves and
for others. Therefore, it is critically
important to identify these children at
this stage, and provide them the
counseling support they need.

2.5 Another related issue is that although
all hospitals are required to give data
about their patients who are HIV
infected, only Government hospitals,
Medical colleges etc have a stable
reporting system. It is still to be
established in private hospitals, where
this system has not even been initialized
in many cases; though reporting is a
mandatory requirement. This is
apparently a problem that plagues the
reporting system not only in Kerala but
across the country. This matter assumes
importance because 72% of all deliveries
occur in the private sector.

2.6 Most smaller nursing homes send
patients with HIV to Government
Hospitals once the patient is diagnosed;
but treatment is being provided in some
private institutions, which continue to
remain outside the reporting network. It
is important to help upgrade the skills
of the doctors handling HIV and
Opportunistic Infections (OIs) in all
hospitals, especially pediatricians, so
that they take up the treatment of these
patients, and the related monitoring,
with the seriousness it deserves. It is also
important to give better awareness of
this disease to all health personnel so
that they take due precautions and also
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treat the patients, particularly children,
with the consideration they deserve.

2.7 From the programme data available,
88% of patients in the state have
contracted this disease through the
sexual route, a figure that is on par with
the national figures, 1% from infected
syringes, which is again on par with the
national average, and 3% through
transmission from mother to child. The
data on mother to child transmission in
the state of Kerala over the last 4 years
is given below:

Year No. of new born
children found positive

2011 6

2012 5

2013 3

2014 1

In Kerala, since we reportedly have
almost full coverage for registration at
birth, it is consequently presumed that
these figures reflect the total picture of
children infected at birth via the parent.

3. Infrastructure facilities available
    for testing

3.1 Testing for HIV is mandatory in the
case of all pregnant women. This is an
important prevention  measure
prescribed by Government to stop the
spread of infection. The treatment for
HIV is required to be started as early as
possible in the pregnancy, because early
treatment definitely helps bring down
the HIV viral load in the mother. This
reduces risk of HIV transmission to the
baby not only during pregnancy and

delivery but also through breast feeding.
This is the reason why the lack of
reporting by hospitals of persons who
test positive for HIV becomes a problem
in the fight against HIV/AIDS. Since 72%
of the patients go to private hospitals,
their failure to explain to the patients
the critical need to take medicines from
the earliest possible stage of pregnancy,
and the practice of merely referring them
to ART centres delays the whole process
of starting treatment, mainly because
patients try to avoid such identification
as long as possible to avoid the stigma
both in society and in their own families.

3.2 NACO recommends initiation of ART
in all HIV pregnant women as soon as
possible, irrespective of status of their
immune suppression. This helps in
reducing HIV plasma viral load of the
mother and in turn reduces the risk of
HIV transmission to the babies. But, even
in Government hospitals, the required
emphasis is not being given to the need
to get the testing done early, so as to
reduce the infection load sufficiently to
protect the baby and to ensure that it is
breast fed, which is now possible as per
WHO guidelines in this regard; on the
contrary, it is insisted upon normally in
the last trimester, more as a
precautionary measure for the safety of
the health personnel who attend to the
childbirth. Little do doctors and other
health personnel realize that reduction
of the infection load to the lowest
possible level is beneficial to them too.
Therefore, there appears to be a need
to address this lack of awareness on the
part of doctors and patients alike. Details
of mothers who tested positive in the
last 3 years during ante natal check ups
are given below:
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Year No. of ANC No. of
tested positives

2012 133078 71

2013 149723 38

2014 159300 62

Total 442101 171

3.3 Testing facilities are available across
Kerala in the network of 165 Integrated
Counselling and Testing Centres(ICTCs),
263 Facility Integrated Counselling and
Testing Centres (FICTCs) and 41 PPP
ICTCs in private hospitals. ICTCs are
available in all Medical Colleges,
General hospitals, District Hospitals,
Taluk Hospitals and selected Community
Health centres(CHCs), and they
constitute the first point in HIV care. In
these units KSACS provides one or two
counselors and a lab technician. These
counselors provide the pre testing and
post testing counseling to those who
come for the testing. FICTCs are
available in CHCs, Primary Health
Centres (PHCs) and even some private
hospitals; in these centres the existing
lab technician and staff nurse have been
trained to do the testing and counseling
respectively. The FICTCs do only the
preliminary screening test by a highly
sensitive test. If the result is positive,
the patient is then referred to the nearest
ICTC to do two more tests before the
patient is declared as positive. Testing
kits are supplied by NACO and it was
learnt that the supplies of testing kits
are fairly regular and that gaps in supply
have occurred only on extremely rare
occasions.

3.4 Testing is done for antibodies which
are the outcome of infection; but one has
to wait for the window period of three

months to get over. Testing for antigen
can be done as early as twelve days from
any risky episode, but it is expensive and
also has its own variable window period.
Therefore, across India, the decision has
been taken to continue with the testing
for antibodies. Ideally, such testing  to
detect infection, if any, needs to be done
after any instance of risky behavior,
within the window period, because
infection can occur from any such
episode at any time. Testing, as well as
facility for diagnosis, including scanning
for Opportunistic Infections (OI)s, are all
being given totally free in Government
hospitals. Diagnosis of HIV in Infants,
termed as Early Infant Diagnosis, can be
got done as early as six weeks from the
infant’s birth.

3.5 Testing for HIV is considered a
sensitive issue and so it requires
parental consent in the case of children.
In case of children who are brought to
Child care institutions, or an orphaned
child, it requires permission of the child’s
guardians. This has raised an issue that
merits attention. Because parental
consent is mandatory for testing for HIV,
a problem arises in the case of
adolescents who have been sexually
active and may have contracted HIV but
do not wish to divulge the matter to their
parents or guardians. They are denied
the benefit of treatment since treatment
can only follow testing, for which
guardian’s/ parental consent is
mandatory. This is an issue that
underlines the importance of counseling
support, especially during adolescent
years, because only through good
counseling support to both the child and
the parents/guardian can this matter be
handled effectively and timely treatment
made possible, if at all.

3.6. Once the testing is completed, HIV
positive infants and children are provided
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medicines through the Anti Retroviral
Treatment (ART) centres. ART is supplied
to them in appropriate paediatric
dosages, by  the National AIDS Control
Organisation (NACO). There are ten ART
centres in the state and two more have
recently been approved by NACO . These
centres, besides undertaking the supply
of medicines, also have three to four
counselors and community care
coordinators who do the important task
of peer counseling; together they provide
the counseling support that any PLHIV
needs. The four districts that are still to
be provided ART centres, for want of the
requisite quantum of patient load, are
Idukki, Wayanad, Malappuram and
Pathanamthitta.

3.7 Since the treatment has to be
continued without a break, 13 Link ART
centres(LAC) are understood to have
been set up to cover districts that do not
have an ART centre, or where the
distance to the nearest ART centre is
very vast. These Link ART centres are
equipped to disburse medicines while
counseling is being provided by ICTC
counselors at the same facility, who are
also designated as LAC counselors. Both
the ART and Link ART centres provide
medicines for Opportunistic Infections
(OI) too. To ensure the uninterrupted
supply of medicines, in case the supply
through NACO is interrupted, there is
provision to transfer the stocks from
available points, or even to purchase
medicines locally and maintain supplies.
Therefore, provisions are available to
ensure availability of medicines to
patients at all times.

3.8 While studying this issue, an area of
concern came to notice regarding the
lack of link centres in certain vulnerable
and remote areas in tribal belts.
Experience of handling nutrition related
issues with people in the tribal belts

shows a singular lack of interest among
most of them in following a prescribed
treatment regimen. Even in the case of
Immunisation, only when there is
proactive action on the part of the health
personnel can the desirable coverage be
achieved. In such a scenario, there is a
real challenge to ensure that these
people follow up on their treatment
regimen for HIV treatment
systematically, even though free
transportation is being arranged to take
them to the ART centres to collect their
supplies of medicine. In such areas, it
makes greater sense to have the source
of supply closer to their place of
residence so that monitoring can be
done more effectively. There also
appears to be a case for looking beyond
patient load for providing a Link ART
centre in tribal areas for the reasons that
they are mostly on the borders of Tamil
Nadu and Karnataka, which are states
with high prevalence of HIV, and there
are genuine difficulties in making them
follow the discipline of adhering to a
treatment regimen. There are also
challenges in monitoring these patients
as, the terrain is difficult to negotiate,
the nutritional status in such pockets is
very poor, lifestyles are not conducive,
with alcoholism being very prevalent
among all households, and they are
vulnerable to abuse. In tribal belts of
Idukki and Palakkad, there is a tendency
to move to areas in Tamil Nadu
frequently, which also makes the
monitoring of the intake of medicines
even more difficult because the patients
are not under the scanner of any one ART
centre at all times. This issue needs to
be addressed by exploring the possibility
of providing additional link centres closer
to such areas.  All essential medicines
needed for the treatment of HIV and OI
are given free of cost by the
Government. The treatment given in ART
centres is the first line of treatment;
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second line of treatment is also
available, but only from a single point
located at Thrissur. It is learnt that at
present there are only 14 children
undergoing second level of treatment for
HIV in the state.

3.9 Drug resistance is mostly a result of
irregular intake of medicines. It is an
expensive treatment but that too is being
given free of cost by Government. For
diagnosis, the Prevention of Parent to
Child Transmission (PPCT) kits are being
supplied by NACO and given free of cost
to all patients as a preventive measure
against the disease passing on to
children. The numbers of pregnant
mothers-to-be who are users of this kit
in the last five years are given below:

Year                                   Numbers

2011- 12                                  68 

2012 - 13                                 83

2013 -14                                  32

2014  -1 5                                49

3.10 With so much emphasis being
given to control the transmission of this
disease and also to ensure treatment
at the earliest possible time, it has been
possible for the state to reduce deaths
among children very substantially.
Though a year- wise break up is not
readily available, it is understood that
the number of deaths among children
in the last 5 years is 97.  Similarly, the
occurrence of this disease among
children up to the age of fifteen in the
last five years is also given below:

 Year Number of
Children

2010 113

2011 61

2012 62

2013 56

2014 41

 

4. Treatment regimen for those
    infected or at risk of being
    infected with HIV.

4.1 At present the treatment regimen is
started when a patient’s CD 4 count
goes below 350, a recent increase from
the earlier cut off level of 250; however
the level of the CD 4 count is not taken
into account if the client is a pregnant
woman or for Opportunistic Infections
(OI) like TB.  As per the WHO guidelines,
CD 4 count is defined as normal if it
ranges from 500 to 1600/ cubic milliliter
of blood. Some of the factors that
contribute towards bringing down the CD
4 count in HIV infected persons are one’s
lifestyle, quality of nutrition intake and
the general quality of health. It takes
about 7 to 10 years for a PLHIV to reach
the level when he or she needs to take
treatment; however, once started, the
person has to continue to take treatment
in perpetuity to keep down the infection
load. This highlights the reason why the
AIDS control programme gives as much
importance to preventive aspects like
positive prevention, ensuring mental and
physical well being, nutritious food,
exercise etc and the need to avoid
beverages like alcohol, soft drinks etc as
to adherence to ART,
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4.2 The treatment regimen for HIV
comprises a single pill that is a
combination of three drugs which has to
be taken on a daily basis without a break.
The ART centre initially gives drugs only
for a month at a time and monitors side
effects, if any. There is a pediatric
dosage schedule of drugs for children.
Children need to be given treatment
immediately after birth as prophylaxis,
as diagnosis can be done only within six
months of birth. This will help curb the
rate of infection to below 5%, giving
these children a chance to enjoy a better
quality of life. A child infected by HIV
carries the virus within his or her body
throughout his or her lifetime. This
weakens the child’s immune system and
makes him or her liable to opportunistic
infections throughout his or her life,
which in turn restricts the quality of the
child’s life. This situation also calls for
access to good, nutritious food, in
addition to ART at the required frequency
and dosage and medicines to tackle
susceptibility to opportunistic infections.

4.3The challenge of providing good
nutritious food continues to be an area
of concern because it is an
acknowledged fact that the intake of
food by children infected by HIV is
inadequate. Previously, iron and folic acid
tablets were being given by the
Department of Social Justice as part of
the treatment regimen. But this has been
done away with. At present pregnant
women, PLHIVs whose CD4 count is less
than 350, children below the age of 6
and persons above the age of 65 are
eligible to receive nutritional support
from the panchayats to the extent of Rs
250 per month, provided they are not
receiving such support for nutrition from
any other source in Government.  A nutri
mix powder made by Kudumbasree,
called Amritham powder, was also being
supplied to children, which was

discontinued as its taste was not
favoured by the children.

4.4 Today, these children are dependent
only on midday meals and the food and
nutrition support programme of
Panchayats, under which some of them
supply rice, pulses etc to HIV positives.
While a hot meal is any day a better way
to provide nutrition to a child, the child
may not benefit fully from the Panchayat
scheme for providing nutrition, as there
is no uniformity in the frequency of
supply, with the supply sometimes
happening once in six months. During
the interim months, the children are
denied nutrition, which defeats the very
purpose of this scheme. When supply is
made at one go, there is the problem of
safe storage of the food items. Since the
beneficiaries are unable to ensure the
safe storage of such large quantities, the
food often gets spoilt and therefore unfit
for use. Lack of a stable supply chain
prevents these children from being given
fruits, vegetables etc which are actually
very beneficial to them. The quantum and
range of items supplied are also not
consistent; in fact while some supply
even items like dates, others supply just
the basic requirements. With an
allocation of Rs 1.7 crores for this
activity, the scheme caters only to
approximately, 3700 persons whereas
there are 4500 registered cases with
Care Support Centers. Therefore, it is
clear that there are issues yet to be
sorted out in terms of coverage, quality
and assuredness of supply in the matter
of providing regular, nutritious food to
children infected and affected by HIV.

4.5 In the case of midday meals, there
is also the issue of providing the
beneficiary children support during
vacations or when children infected with
HIV remain absent from school due to
poor health. Here the problem is that
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while everyone unanimously agrees that
children need to be given nutrition, there
are numerous challenges in ensuring its
effective delivery; it has also to be
acknowledged that nutrimixes are not
really an answer to the problem except
as a stop gap arrangement. This is an
issue that needs to be studied in depth
as it appears that there is scope to
further streamline the present efforts
being made at the local level so that
adequate nutritional intake is assured.
There is also a need to sensitise the
panchayats about the importance of this
measure towards improving the quality
of life of their children who are infected
with HIV and to educate them about the
items of food that need to be given to
them.

5.  Economic Consequences of the
     disease

5.1 Those infected by the disease have
the burden of coping with the
consequences of this debilitating
disease, its economic consequences and
its impact on the quality of life not only
on themselves but even on their
children. This is because their physical
debilitation prevents them from taking
up many normal avenues available to
earn a livelihood; in addition, their
families have to cope with the social
stigma attached to the disease. These
children who are affected by HIV i.e
those who are not infected but have
parents or family members who are
infected by the disease, are also victims
of these economic consequences. The
economic burden is substantial, and
certainly beyond the means of a family
already blighted by the existence of this
disease in their midst.

5.2 There are also cases where a child
heads the household after the demise
of his or her parents, and others where

an elderly grandparent or grandparents
head the household; in all such cases
the ability to generate resources are
limited. Such situations can even lead
to drop out issues for children who have
to shoulder the responsibility of the
family; circumstances may compel them
to join the work force before they
complete their education, and this needs
to be prevented with timely intervention.
These children are also mostly deprived
of the care and protection that parents
can give, since one or both of them may
also be a patient of the disease, or are
no longer alive. Some of these children
may also be the victims of exploitation
and abuse, with no one to protect and
take care of them, especially in the
matter of securing their property rights
and such other benefits due to them. In
some cases they lose out because of
ignorance of the facilities and schemes
available or lack of knowledge about
how to access them. Others lose out due
to the lack of sensitivity or ignorance of
service providers. It is noted that at
present the state does not have the
details of such Orphans and Vulnerable
Children (OVCs) in the state. This is a
key requirement if the needs of children
from 0 to 18, who are infected or affected
by HIV, are to be comprehensively
addressed. Such data should also yield
information about child headed families,
old headed families, and school drop
outs, so that targeted interventions can
be put in place to address these
concerns.

5.3 In the context of the various problems
faced by children infected or affected by
HIV, social protection measures play a
very significant role.  By definition, social
protection measures include public and
private initiatives that provide income or
consumption transfers to the needy,
protect the vulnerable against livelihood
risks, and enhance the social status and
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rights of the marginalized with the
overall objective of reducing the
economic and social vulnerability of the
poor, vulnerable and marginalized
groups. The facilities extended by the
Kerala state Government to persons
infected with HIV are all contained in the
Government Order (GO) issued by the
Local Self Government Department on
15.3.2013 (Annexure III).This order is
comprehensive and covers measures
relating to prevention of the spread of
the disease, for identification of persons
with HIV, for treatment, care, provision
of nutrition, for providing for psycho-
social needs, welfare programmes and
basic needs, for improving their financial
condition, facilities at the testing and
treatment centres,  and those related to
service providers; it also contains some
general instructions  and even provides
for a system to monitor the provision of
all these facilities.

5.4 Based on this GO, as well as the GO
issued by the Health Department, the
order of the Kerala Social Security
Mission (KSSM), and as part of the
advocacy measures of KSACS, today
children infected with HIV in the State
are entitled to many important benefits
over and above the free facilities that
they receive towards treatment,
diagnosis and medicines. Some of these
are discussed below, along with the
current status of implementation:

i) Financial support to the extent of Rs
1000 per month is distributed
through KSACS for all PLHIV,
including children. The only
difficulty is that this amount is
normally distributed as per the
availability of funds. Since the
monthly allowance was recently
enhanced to Rs 1000 from the
earlier sum of Rs 400, there are
arrears also to be cleared. Against

a total arrears of Rs 10 crores due
to be given, the annual provision
made in the current year for this
support is only Rs 2 crores. Even
the existing support is not given on
a monthly basis, as a result of
which the beneficiaries do not get
the intended benefit from this
scheme. This is a matter of
concern, especially since other
safety net measures, like insurance
for example, are not available to
this segment of the population.
(GO of the Department of
Health.)

ii) From 2012, all families which have
members who are infected or
affected by HIV have been declared
as Below Poverty Line(BPL),
whether they are BPL or otherwise,
so that they can avail of all the
benefits due to BPL families. This
includes the provision of house,
toilets, electricity etc to such
families through the Local Self
Government Institutions. ( Order
of  Department of LSG)

iii) The Snehapoorvam scheme of the
Kerala Social Security Mission
(KSSM), which provides education
scholarships ranging from Rs 350-
RS 700 per month to children of
single parents , has been extended
to all children from families with
HIV, irrespective of whether they
are single parent families. (Order
of KSSM).

iv) For those who require home care to
manage their daily life, there is
provision to provide them palliative
care, in line with the existing
guidelines for providing such care,
and also to train them to manage
their lives better. There is also
provision to use the services of
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Voluntary agencies to transport
these patients for treatment and
also to provide them care. Such
patients who need support and
daily care to manage their lives
have been covered under the
Aaswasakiranam project, and such
support will be forthcoming for one
member of the family who takes
care of the patient.

v) The food and nutrition support
scheme of the panchayats has
already been referred to earlier.
This scheme can play a critical role
in ensuring that these patients get
adequate nutrition; however, its
uneven implementation across
panchayats is an issue that needs
to be addressed, particularly in
tribal areas where the nutritional
levels are normally very poor.

vi) The KSSM has also provided a scheme
to address the problem that many
PLHIV who have lost family
members face when they are
hospitalized, viz the lack of a bye-
stander. KSSM has a Treatment Care
Team Support initiative under
which persons already infected are
trained to provide such support for
a fee of Rs 300 for 12 hours, thus
giving them an employment
opportunity, while the patient gets
skilled assistance with empathy
from these care givers. (Order of
KSSM)

vii) Free transport is being provided to all
patients of HIV to collect their
medicines from the ART or Link
centres regularly, and since it is not
possible for children to travel on
their own, there is provision for a
person to accompany them and
each will be paid RS 100 to meet
their expenses along the way. If it

is not possible for them to travel
by bus or train, based on the
certification from the doctor in
charge of the ART centre or the
District Medical Officer (DMO) they
can even be given Ambulance
facility. Convenient dates are given
for check- ups of all members of a
family infected with HIV so that
they can travel together avoiding
unnecessary wastage of days.

viii)Some livelihood programmes are
being extended to persons infected
with HIV. They include the
opportunity to become trained by-
standers as well as to serve as peer
counselors or Community care
coordinators in ART centres or to
manage helpdesks. At present
there are 8 ART centres having such
care and support centres and
another 6 which have help desks.

ix) LSGIs are also required to help the
persons infected with HIV and
those in the High risk group as well
as their family members to obtain
Voter’s ID cards, ration cards etc
so that they can access the
services (house construction,
health and other welfare schemes)
that require such documents to be
produced.

x) Persons infected with HIV are also
eligible for support from the Chief
Minister’s Disaster Relief Fund, the
Aashraya Project etc if their
condition warrants such support.
The panchayats are expected to
play a major role in helping them
access such services.

xi) Legal support is being provided with
the assistance of the Kerala State
Legal services Authority (KELSA).
One of the chief obstacles that
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children face when they become
orphans is the difficulty to obtain
death certificates, proof of
residence, inability to establish
property rights etc. Legal
assistance is at present made
available to these children with the
assistance of KELSA who through
their district units help to arrange
adalats for linking the children with
the concerned authorities; para
legal  volunteers  help follow up on
the cases They are being paid a
small remuneration for this service.
Although the advocates of DELSA
are willing to provide their legal
services to HIV patients once or
twice a month at the ART centres,
if need be, this system is yet to
stabilize or be optimally made use
of(Part of the advocacy programme
of KSACS)

xii)  To ensure the effective
implementation of the facilities to
be extended to persons infected
and affected by HIV, a multi
sectoral approach is ideal, and to
ensure this, so that all
beneficiaries are included in the
related schemes, be it widow’s
pension, Old Age Pension,
provision of BPL cards etc, the
Government Order (GO) at Annex
III provides for the effective
intervention of the panchayat. This
intervention is expected to bring
about the much needed
coordination between Government
departments. Redressal
mechanisms at the grass root level
have also been prescribed at the
level of the panchayats to ensure
support for these patients.  To
implement all these provisions,
ideally, every panchayat must have
a list of all persons infected with
HIV, including Orphans and

Vulnerable children (OVCs).
However, herein lies the problem.
For fear of stigma, hardly anyone
is willing to reveal at the local level
that they are infected with HIV; as
a result many of these benefits and
support services remain
inaccessible to PLHIV, even though
they need it and are eligible for it.
It is understood that an online
system to track the socio economic
conditions of persons, including
children who are infected with HIV,
is being prepared to assess the
extent to which such beneficiaries
have availed the benefits that they
are eligible for. This needs to be
completed at the earliest.

          5.6.Similarly, it may be seen
that almost all these services and
benefits  remain inaccessible to
children who are “double”
orphaned due to HIV, but are
themselves not infected with HIV.
Such children appear to fall outside
the ambit of all the benefits that
were available to these families
when at least any one parent who
was infected with HIV was alive.
In fact, hardly any facility exists
today for children affected by HIV,
except the provision of scholarship,
even though, when their parents
are infected by HIV, they are unable
to provide them the care and
protection they require. The only
areas in which support is extended
to them are in the matter of being
given shelter in Mahila Mandirams
and orphanages, for redressing
their grievances through the
mechanism available at the
panchayat level, for providing
counseling through school
counselors, and support to help
start their own businesses. These
children are often denied property
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rights by their families, they are
often forced to earn their own
livelihood to support their families,
disrupting their education (if there
is a family to support) as such
children are the only persons in the
family who can earn an income.
This problem exists even when
children are looked after by their
old grandparents after the demise
of their parents. There is a need to
identify all such categories of
children to assess their needs and
support them. The possibility of
providing them support available
for sponsorship under the
Integrated Child Protection
Programme (ICPS) so that the
children can continue to stay with
their families, with the help and
intervention of the Child Welfare
Committee (CWC) for example
merits consideration. The main
challenges in this regard are about
creating awareness about the
scheme and also to encourage the
eligible families to apply with the
assurance that their details will be
kept completely confidential.

            5.7 There are a large number of
children infected with HIV who are
abandoned by families once their
parents are no more. They are left
to fend for themselves or are taken
into orphanages and child care
Homes. If the Home is registered
under the Juvenile Justice (Care
and Protection Act) 2000, then
these children can be kept in these
Homes only up to the age of
eighteen. However by that age,
hardly any child infected with HIV
would have completed his or her
education up to a level where they
can earn on their own, and be
economically independent. Once
these children can no longer be kept

in the Child care Home after they
complete 18 years of age, the
question arises as to how they will
fend for themselves if they leave
the Home, and who will support
their medical, shelter and
educational needs once they leave
the orphanage/ Home. Further, not
all children infected with HIV can
undertake higher studies to an
extent that will enable them to
acquire a job that will support them.
Therefore, they will have to be
trained to become self -employed,
which is also not possible by the
time they are 18. This problem of
economic sustainability is a major
issue for children infected and
affected by HIV during their late
adolescent years and requires to
be addressed. It is also the period
the children are currently receiving
no handholding or support.
Therefore, the need to have a data
base of children already infected
and affected by HIV is reiterated
once again and there is a need to
address this issue. Whether the
age of support to be given to such
children can be enhanced so that
they are given assured support till
they become more independent, or
have the opportunity to be so, is
another issue for consideration.

                    5.8 At present some of the
facilities due to these patients are
being provided through specialized
agencies where their identity can
be kept confidential. That social
stigma exists becomes painfully
clear from the incidents of
rejection and denial that such
children face which are reported in
the media from time to time. Till
social stigma related to HIV/AIDS
reduces with greater awareness,
the only practical solution appears
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to be to provide such support, and
more sustained legal assistance
through the help desks at the ART
centres, as the number of patients
handled by them may not be very
high. The feasibility of
implementing this suggestion
either by providing separate
resources or by expanding the
capacity of existing personnel and
augmented with external legal
support on a more regular basis
than is now available,  needs to be
examined through a study.  For
assessing the need, every ART
centre must prepare a list of OVCs
in their jurisdiction. This will help
make it possible to make a proper
assessment. Where the need for
separate resources is established,
qualified persons who are infected
with HIV may  be employed as they
will be able to provide such service
with empathy. However, the final
solution for ensuring that all the
needy avail the benefits due to
them lies only in breaking the
social stigma attached to this
disease.

6. Issues relating to stigma and
    the need for counseling

            6.1 One of the most critical issues
that need to be addressed in
respect of children infected or
affected by HIV is the issue of
stigma because it has many spin
offs that have far reaching
consequences on other aspects of
their lives and which affect the
quality of their lives significantly.
Stigma itself can be further
categorized into two, viz the stigma
from society and self- imposed
stigma. It is seen that such stigma
affects not merely those who are
infected with HIV but even those

affected by it, ie those who are not
themselves infected with the
disease but who suffer the stigma
and discrimination merely because
some member of their family
suffers from it. Over the years
much has been done to reduce the
first type of stigma that impacts
those infected and affected by HIV
equally. It is understood that no
formal complaints against
discrimination have been received
by KSACS from any quarter since
2010. However, this does not mean
in any way that discrimination in
society has been completely
eliminated or that such issues have
been eliminated, as is clear from
incidents that are reported from
time to time; at best it indicates
that the  frequency of such
occurrences have reduced.

       6.2 Therefore, efforts need to
continue for creating greater
awareness about this disease
among all persons with whom
children have to normally interact,
especially in schools. These efforts
should include introducing modules
at the High school and Higher
secondary school levels to create
awareness among the students,
and teachers at this level need to
be capacitated to handle these
issues through exposure to the
subject in their B.Ed training
module as well as in the trainings
organized by the Sarva Shiksha
Abhiyaan(SSA). It is also necessary
to start sensitizing children early at
the Upper Primary/Lower primary
(UP/LP) levels through cluster
training modules given through the
SSA. Awareness programmes need
to be conducted through the School
Health Programme to students and
to Parent Teacher Associations
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(PTA) to reduce discrimination
based on stigma. Training of
trainers (TOT) should be done for
the Police Department; the services
of DELSAs and KELSA should also
be used for providing this training.
Awareness about HIV can also be
included in the Anganwadi Mothers
meets and in the Adolescent
Children’s meetings. Such
sensitization is very essential to
create an enabling environment in
schools for these children for
ensuring their all -round
development. In the case of
children infected with HIV it will
also help if their teachers have an
idea of this ailment, the adverse
impact of their illness on regular
attendance in school , the need for
relaxation in attendance,
opportunities for doing retests on
certain occasions,  and also some
support in participating in
extracurricular activities. It is only
such attempts at creating wide
spread awareness about HIV at
every level in society that will help
combat the stigma against adults
and children infected or affected by
HIV.

  6.3 One aspect that needs to be
addressed at the earliest when
creating awareness about HIV is the
issue of how this disease has to be
handled by care givers who could
be in schools, households, child
care institutions, hospitals and
nursing homes. Today, the lack of
such awareness is one of the main
causes for the difficulty in
integrating such children with their
peers. Two years ago KSACS is
understood to have given training
to all the care givers under the
Department of Social justice.
However, this needs to be given

more regularly as part of the
regular training given to them.
Therefore, a plan has to be
developed for this purpose; such
training should also cover the
question of how to address the
health risks involved when the HIV
status of children are not known to
the care givers in these institutions
or when such children have to be
handled in situations where they
are in close proximity to many
other children for whose health and
safety they are accountable.
Equally important are the
measures to be followed by them
to protect themselves, and also the
preventive actions to be taken
when they are unwittingly exposed
to the disease when handling such
children whose HIV status was not
known to them.

                    6.4 The problem of “self
stigma” experienced by children
infected or affected by HIV is an
even graver issue. Almost all HIV
positive people, including children
or those affected by the disease
suffer from this problem; it is in
many ways a bye product of the
stigma about this disease in
society. It is the biggest challenge
that has to be overcome to ensure
proper rehabilitation of these
children in society. The problems
of children infected by the disease
and those only affected by it are
strangely similar in many respects;
they both suffer from lack of self
esteem and they have very serious
problems in socializing, both due
to their own inhibitions and also
due to a lack of acceptance of such
persons on the part of society at
large. That is why confidentiality
forms a very important part of
handling children with HIV or those
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affected by it. Yet, it is equally
important that they be encouraged
to develop the confidence to
“disclose” their condition so that
they do not have to bear the burden
of having to perpetually conceal
their identity. This is especially so
in the case of children affected by
HIV who do not suffer from the
disease and have the capacity to
participate in any activity without
any restriction. Availability of
adequate facilities for counseling
is an important requisite to help
tackle this problem.

             6.5 At present the following
counseling facilities are available
where counselors   have been
specially trained to handle such
issues:

i)  in the ICTCs where there are
facilities for both pre and post
testing   counseling facilities. It is
also available to some extent in
FICTCs, where the staff nurse in the
testing facility has been trained to
provide some basic counseling to
patients.

ii)          in ICTCs where there are
professionally trained counselors
to provide  counseling support.
They were being given training for
12 days through    the School for
Behavioural Studies of the MG
University under a programme
funded by the Global Fund for Aids,
TB and Malaria (GFATM). However,
since this funding has ceased, this
training programme is not being
continued. This is an issue that
needs to be addressed.

iii) ART centres also have peer
counseling support provided
through 8    Counseling  centres and

6 Help Desks now being managed
through persons infected by HIV
who have been trained to handle
this work. This project is also
supported by the GFATM through
the project VIHAAN managed by
Alliance, an NGO, across the
country. Their presence in Kerala is
through Council for Positive
Persons in Kerala (CPK+).Besides
counseling support, they also
follow up on patients in the
treatment regimen, to prevent
dropouts from the treatment.  There
is still room for improvement in the
present follow up regimen, as can
be seen from the figures of
children registered for the second
line of treatment. Selected children
are, at present, understood to be
brought to the ART centres once a
year for training, life skill training
etc. This provides an opportunity to
assess their nutritional status, and
the general experience is that
these children do not have good
appetites and that their Body to
Mass Index is less than the required
minimum. In the matter of nutrition
intake, diet plans have to be often
drawn up on a case by case basis,
to help overcome the normal
aversion that children infected with
HIV have for food intake. However,
it needs to be noted that not all
children come up for such
evaluation, and that this
assessment is therefore  limited to
a few children who display
leadership qualities among those
infected by HIV and are under
treatment in the ART centres.
Therefore, there is need for a better
system to gauge the nutrition
intake of all children registered with
ART centres.
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6.6  The above mentioned counselling
facilities address the needs of both
children and adults alike.
Therefore, these resources need to
be augmented, particularly in the
school environment, so that
children in need of counseling can
access them easily as and when the
need arises; such availability will
also help to guide other children in
the school environment who have
to interact with these children. A
serious, emerging problem is the
lack of adequate facilities for
adolescent counseling. At present
the facilities available for this
purpose is not sufficient and the
number of children requiring this
facility are increasing; therefore,
there is a need to increase such
facilities. It is also necessary to
bear in mind the fact that only the
programme data of children up to
the age of 15 is being maintained
by KSACs at present and that the
data for adolescents between 15-
18 years is crucial in this context,
and needs to be specifically
obtained for making a proper
assessment of the demand for such
services. It would be possible for
the ART centres to make a
consolidation of the data regarding
children being treated by them who
are/were 15 years over the last 3
years and make a list of
adolescents who need to be
supported through counseling etc.
This data will need to be
maintained on a year-wise basis so
that there is some basis for
providing counseling support to
children who are between 15 and
18.

6.7 Children infected with HIV have to
face the challenges caused by HIV

all their lives, none more so than
the issues that they have to grapple
with in terms of physical urges
natural to them in their adolescent
years, and the life -long choices
they have to make in their personal
lives. For this, they need strong
counseling support from a very
early age. The prevention of
unacceptable sexual contact by
those infected by HIV has very
serious implications for society as
a whole; therefore, these children
need to be given appropriate
support even as a measure against
the spread of the disease.
Recognising the importance of this
problem, KSACS undertook such
training for 120 children infected
by HIV under a training programme
funded under Annual Plan.
However, this is woefully
inadequate vis a vis the actual
need. Funding needs to be provided
adequately and on a continuous
basis for such a preventive
measure.

  6.8  A review of the counseling facilities
available for children in the   State
under various schemes reveal the
existence of the following facilities
under various schemes in the
health and education sectors :

i) 500 odd counselors appointed
by the Department of Social
Justice (DSJ)

ii) the counselors under the Our
Responsibility to Children
(ORC)   programme,

iii) in  23 centres available for
handling Sexually Transmitted
Diseases in Medical Colleges,
District Hospitals and some
Government Hospitals;
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iv) counseling centres for
Adolescent Reproductive and
Sexual Health centres set up
under the National Rural
Health Mission  (NRHM) in
District Hospitals,

v) the Bhoomika one stop crisis
centres  in District Hospitals,
and

vi) the Family Counselling
centres set up under the
Central Social  Welfare Board.

A very convenient option is to empower all
these counselors with adequate training so
that they are in a position to provide
appropriate counseling support on this
subject, particularly for adolescent children.

  7.  Challenges in providing care

7.1 Just as there are challenges in
providing counseling to this vulnerable
group of children, there are very many
challenges in providing them care.
There could be problems due to the
fact that it is one or both of the
parents who are infected by HIV and
are unable to give the child the
necessary care; it could also be that
the child has lost one or both of his or
her parents and hence have either
none to look after him or her or has
been given to the care of elderly
relatives who do not have the capacity
to look after them. If there are none
to look after such children, they need
to be given care and protection, which
will include the opportunity to study
without disruptions and not become
dropouts. If so, the Child Welfare
Committees (CWCs) have an
important role to play in the matter,
and they need to be given an
orientation to handle such cases.  The
problem gets worse if one or more of

the children are also infected. We are
yet to have structured systems in India
like those available in Sweden and the
USA, for providing foster care and
adoption for persons infected with
HIV, nor are we equipped as yet to
handle such children along with other
children in our Child Care Homes. In
this scenario, the siblings are likely to
be separated because often Care
Homes are not trained to handle
children with HIV. Such children need
counseling support and opportunities
to continue their bonds with their
siblings.

7.2 There are hardly any Homes in the
state which handle children infected
with HIV.  St John’s at Venjaranmmodu
is one such institution. They provide
these children, who are either orphans
or those who have no one to look after
them, with facilities for education,
special diets, the medical support,
counseling etc. Efforts are in progress
to provide them support under the
Integrated Child Protection Scheme
(ICPS) programme. However, more
such institutions than presently
available are needed to manage the
requirements of the state as a whole
because an institution like St John’s
for example, can cater at best for
about 30 to 40 children.  The
possibility of creating such institutions
with the support of ICPS needs to be
explored. In developed countries,
community has become more involved
in providing support and care for
children infected with HIV, but it is yet
to become a reality in India. We have
some distance to travel before we can
ensure that level of participation in
provision of care. Therefore, support
through Homes set up with the help
of the voluntary sector remains the
best the option, and needs to be
encouraged.
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7.3 Even as we provide them care and
protection, in the case of these
children, the question arises as to how
the continuum of care that they require
in some cases will be provided after
they turn 18 and are no longer
categorised as children. Many of them
suffer interruptions in their studies
and so they may not have finished their
elementary education by the time they
turn 18. It needs to be considered how
this aspect can be addressed and how
they can be supported till they c at
least complete their education or learn
a skill that will help them to be self
supportive. Unless they learn a trade
or acquire a skill, it will be challenging
for them to earn a living which is
compatible with their health problems.
At present there are no facilities
available, except the ASAP, for
providing them skills to become self -
supportive at least in terms of earning
a livelihood. But the opportunities
available under ASAP like hospitality
industry, automobile or electronic
repair etc are not deemed suitable to
those infected with HIV. It is therefore
necessary to identify areas in which
those infected with HIV can be
gainfully employed, taking into
account the limitations they may have
in the matter of their health, while yet
leveraging on their capabilities. It is
also necessary to figure out how to
maintain the continuum of care
beyond 18 years to those who are not
in a position to do so or have no one
to depend on for such support.

7.4 For becoming more independent
and to live in society on their own
terms, besides the imparting of skills,
they also need the ability to interact
with the community at large. Because
of the stigma they suffer, it becomes
necessary to create opportunities for
them to do so, be it in school or in

other social fora. This is an area where
organizations with tremendous
strength at the local level, like
Kudumbasree could play an important
role. This aspect has been
acknowledged in the Government
Order marked as Annex III However,
the problem in leveraging them is the
issue of confidentiality. Most parents
or children are unwilling to come
forward to declare their health status
and enroll, for fear of being socially
ostracized. Therefore, there is need to
encourage organizations like CPK+ to
provide platforms where these
children can start the process of
socializing, and then be encouraged
to participate in mainstream
activities. At present they do not have
the funds to expand their operations.
If support is provided, it will be
possible for them to provide the
children avenues for life skill training
including leadership development, for
career counseling, and for imparting
job skills, taking into account the
nature of their health and capabilities.
It will also be possible to provide
opportunities for recreational
activities like indoor and outdoor
games, quizzes, painting
competitions, meditation programmes
etc. Competitions could also be held
in such activities for them at regular
intervals in order to encourage them.
Through these efforts the aim must be
to empower these children to break
the self- stigma that they have
imposed on themselves, especially
those children who are affected by
HIV, and they should be encouraged
to face the world without any
inhibition. Initiatives like the Student
Police cadets (SPC), the NCC and the
NSS can also be encouraged to involve
such children in their activities, thus
providing opportunities for peer group
interaction. The possibility of tapping
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funds for such purposes under CSR
from the corporate sector, as has been
done in Tamil Nadu to the extent of
Rs 10 crores, is an option that needs
to be examined.

  Recommendations

Keeping the above aspects in view, the
following recommendations are being
made to improve the conditions of children
infected or affected with HIV:

1.  In order to have a fully comprehensive
data base about children who are affected
and infected by HIV, the following issues
need to be addressed:

i) The state must ensure that every
Hospitals that treats children or
pregnant mothers with HIV,
especially the private hospitals,
report their information  on such
patients without fail to KSACS under
shared confidentiality. For this,
appropriate awareness classes
should be taken to reach all medical
practitioners in the Government and
private sectors, using the training
opportunities available in the
Government system and also with
the Indian Medical Association(IMA)
(Action: KSACS, DHS, DME)

ii) The data of children  between the
ages 15 to 18, who were/are under
treatment, and which would be
readily available with the ART
centres and KSACS needs to be
carved out to create a state based
data base of these children. This will
facilitate the State to take action to
address their specific issues. This
needs to be done at the earliest.(
ACTION: KSACS)

2. To address the crucial needs of
adolescents between 12 and18,
especially in respect of counseling,

resources have to be made available to
KSACS. Their present efforts to do so using
the funds available to them are too
meager when measured against the
actual need.( ACTION: KSACS)

3.There is currently no database of children
affected by HIV. This needs to be started
by collecting the information about the
families of all patients who are currently
availing treatment in ART centres.
(ACTION: KSACS)

4. The medical practitioners in private and
Government hospitals need to be
sensitized so that pregnant women get the
testing done for HIV in their first trimester
itself, and start the treatment
immediately thereafter if they test
positive for HIV. Similarly doctors,
especially paediatricians, need to be
trained to distinguish between
Opportunistic Infections like TB and
similar infections that occur not as part
of HIV. The Director of Health Services,
the Director of Medical Education and the
IMA must take necessary action to reach
out to all health personnel and create the
necessary awareness in this regard.(
ACTION: DHS, DME, Department of
Health, KSACS)

 5. KSACS needs to consider setting up Link
ART centres in tribal belts in the border
areas of the state, irrespective of patient
load, due to the special circumstances
prevailing there, as there is genuine
difficulty in ensuring follow up without
direct supervision, despite the free
transport facility being provided up to the
nearest ART centre.(ACTION: KSACS)

6.The nutrition intake of children infected
with HIV is a matter of concern, given the
loss of appetite that is a natural
consequence of this illness, the lack of
access to midday meals during holidays,
vacations and on days the child falls sick,
and also the lack of nourishment in the



26

diet of many families who are below the
poverty line. There has to be a mechanism
to ensure steady availability of nutritious
food.  The adverse impact of fast foods,
soft drinks etc are also a factor that
children and their families need to be
made aware of so that they can maintain
their quality of life. (ACTION: DSJ, Dept.
Of Health)

7 . The elected representatives of LSGIs
need to be sensitized about the serious
impact of malnutrition  so that they can
review the situation in each of their wards
to see how effective the available
arrangements are for providing nutritious
and clean food in an uninterrupted
manner, to the targeted beneficiaries, and
take corrective measures, wherever
needed. This aspect must form a part of
the training being given to the newly
elected representatives of LSGIs.
(ACTION: LSGD)

8.The supply of nutritious food by the LSGIs
varies from one to another with   some
supplying a more comprehensive diet than
another. KSACS should ideally try to bring
in some level of uniformity in the diet that
needs to be given to any child infected
with HIV, taking into account the nutrition
status and dietary habits in different areas
so that the children get optimum benefit
from this programme.(ACTION: LSGD,
KSACS)

9. The state must take action to prepare a
list of old headed and child headed
families as well as list of drop out children
who constitute the Orphans and
Vulnerable Children(OVC) segment. Due
to the stigma in society and the need to
protect their identity, arrangements
should be made to have such lists, which
should ideally be with LSGIs, initially
prepared by Community Care Centres or
Help desks linked to ART centres, from the
data available with them. Targeted action

must be taken for supporting them so that
children get the care and protection that
they deserve, and they do not become
drop outs or join the workforce at the cost
of their studies. Special attention also
needs to be given to children who have
lost both their parents and are therefore
currently outside the framework of
benefits given to the families of persons
infected with HIV.(ACTION: KSACS, LSGD)

10. Today the Governments Integrated Child
Protection Scheme (ICPS) has many
provisions to support children in need of
care and protection, including sponsorship
schemes for supporting economically and
adverse children in family circumstances.
It is a necessary to ensure that the
benefit of these schemes is extended to
all eligible children infected/affected by
HIV. Since District Child Protection Units
(DCPUs) are now available in every
district, KSACS must establish a link with
them and the ICPS to ensure that the
benefits of this scheme are extended to
these categories of children who are very
much in need of care and protection
(KSACS,DSJ)

11.There is an urgent need  for a support
centre at the level of the ART centre to
provide the OVCs guidance and support
to  access the benefits due to them and
also access the grievance redressal
machinery, if any, available at the grass
root level so that these issues can be
sorted out at the earliest. Simultaneously,
service providers in panchayats need to
be sensitized about the special needs of
this group of people and the importance
of privacy and sensitivity in dealing with
their needs. Additional manpower
resources needed for supporting children
infected with HIV through ART centres can
be made available by employing persons
infected by HIV, as is already being done
in these centres for providing other
services. A feasibility study needs to be
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got done and sustainable options
identified to extend such services to the
needy (ACTION: KSACS)

12.OVCs need easy access to legal aid.
KSACS needs to examine whether the
legal support made available through
DELSA in the form of occasional legal aid
clinics is adequate or whether there is
need to provide them more support that
is easy to access and will help them to
redress their problems more
effectively.(ACTION: KSACS, KELSA)

13. All persons infected or affected by HIV
in the state are to be given Rs 1000 per
month as family support. The arrears of
Rs 10 crores pending for paying the
balance of the enhanced amount from the
date the revised amount came into effect,
and also the amount now due to be given
to them, need to be cleared at the earliest
by the state Government as the current
year’s allocation is only Rs 2 crores and
an allocation of Rs 8 crores is still pending
settlement (ACTION: DSJ, Dept of
Finance)

  14. Counseling needs of children infected
and affected with HIV are varied, and they
would have to even include the need to
counsel the parents and the child, in case
the child contracts HIV on his or her own,
and needs to be tested and treated. In
order to meet these counseling needs of
children infected and affected by HIV, it
is felt necessary to train and sensitise all
counseling resources available in the
state, in all institutions and mechanisms
that interact with children. KSACS will
provide the necessary support for this
initiative.( ACTION: DSJ, KSACS, Dept of
Health)

15.Awareness training, on how to handle
children who are infected and affected by
HIV and also for dealing with any
emergency situations, needs to be given

to all care givers, be they in hospitals,
Child care institutions and schools.
Teachers must be sensitized about their
enforced absence at times due to poor
health, the need for special consideration
at times due to poor health etc.
Awareness training must also be given to
the CWCs who will have to provide care
and protection to children infected and
affected by HIV. KSACS needs to take
action in this matter in conjunction with
the concerned authorities who will lend
full support to this initiative (ACTION:
KSACS)

16. In order to overcome the stigma that
prevents children affected or infected with
HIV from actively participating in normal
socializing avenues available to children,
special opportunities need to be created
by providing adequate resources to
organizations like CPK+ which can provide
them the avenues to do so among
themselves, if suitably supported. This
initiative must be two pronged——one to
ensure that children affected by HIV are
given the necessary handholding to
participate in mainstream activities, and
the other, to provide opportunities to those
infected with HIV to socialise by
supporting activities where they can
participate without the fear of
stigma.(ACTION: KSACS, General
Education Dept)

17. To encourage children infected and
affected by HIV to lead as normal a life
as possible, it is necessary to provide
them life skill training, opportunities for
skill development (in the case of children
infected with HIV, it needs to be ensured
that such vocations take into account their
health needs), avenues for career
guidance and exposure to the
opportunities available to them to pursue
a career. These aspects should become
an important part of the activities that will
be taken up by the Community care centres
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or help desks once their scope is
expanded. (ACTION: KSACS)

18. Children who are only affected by HIV
need to be encouraged to break free from
the self stigma that inhibits them from
taking part in activities along with their
peers. For this, special efforts need to be
made to involve them in activities like the
SPC, NCC etc as well as in other
mainstream activities.(ACTION: Gen
Education Department, Police, KSACS)

19. Given the present stage of evolution
regarding the care being given to children
infected with HIV, while institutionalized
care will continue to be the last option,
there is a need to actively encourage more
voluntary agencies to provide such
support to children in need,  with support
from ICPS.  While care within the family
is the best option, there has to be
provision for institution based care. Since
there are very few institutions providing
care to children infected and affected by
HIV in the State, the possibility of setting
up more such institutions, on a need
basis, even in the PPP mode, needs to be
considered.  (ACTION: DSJ)

20. To address the challenge of ensuring the
continuum of care required by children
infected with HIV once they turn 18, life
skill and vocational training has to be
given to those who are not in a position
to continue their studies, so that they can
stand on their own feet and become
economically stable. This places a double
strain on children infected by HIV
because, in addition to the burden faced
by normal children when tackling their
studies at the higher levels in schools,
they have to cope with the twin burdens
of having to do the same with the
additional burden of the limitations faced
as a consequence to their ill health, and
also the concern about their future once
the turn 18 and can no longer be

supported in a Home registered under the
JJ Act. This is an area that needs to be
studied in depth if the objective of proper
rehabilitation of these children is to be
achieved. (ACTION: KSACS, DSJ)

21.Since no child can be retained in a Home
registered under the JJ Act 2000 after he
or she completes 18 years, and many of
these children would not have completed
their basic education by then due to their
health issues, and given the stigma and
rejection they face in society, there is a
need to consider the possibility of
providing them support beyond 18 years
till they reach a stage where they can fend
for themselves after securing a suitable
level of education or skill, depending on
individual capabilities. In some countries
like the United Kingdom, for example, the
age limit has been extended for children
with vulnerabilities. (ACTION: KSACS, DSJ)

22. The possibility of seeking CSR support
for projects to ensure the quality of life
to children infected and affected by HIV
and to provide them the necessary support
to break free of the self stigma imposed
upon themselves due to the attitude in
society towards them, need to be
explored.(ACTION: KSACS, DSJ)
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Annexure - 1

Participants in the Workshop on the Status of HIV - AIDS affected Children
on September 17, 2015 at Mascot Hotel, Thiruvananthapuram

1. Smt Shoba Koshy, Chairperson, KeSCPCR
2. Shri K. Nazeer, Member, KeSCPCR
3. Fr Philip Parakkatt P.V, Member, KeSCPCR
4. Smt Meena C.U, Member, KeSCPCR
5. Shri Babu.N, Member, KeSCPCR
6. Smt J. Sandhya, Member, KeSCPCR
7. Smt Glory George, Member, KeSCPCR
8. Dr Bindu G.S, Pediatrician, SAT Hospital, Thiruvananthapuram
9. Shri Sunil Kumar G, Joint Director (IEC), KSACS, Thiruvananthapuram
10. Dr T.V. Velayudhan, Joint Director (Care & Support), KSACS, Thiruvananthapuram
11. Smt Anjana.G, Assistant Director, GIPA, KSACS, Thiruvananthapuram
12. Smt Sandhya Sarath, Secretary, CPK+, Ernakulam
13. Shri B. Prathapa Chandra, Law Officer, Social Justice Department
14. Shri P.S. Mathew, ASPD, RMSA, Thiruvananthapuram
15. Smt Sangeetha.S, APO, SSA, Thiruvananthapuram
16. Dr T.P. Asharaf, Executive Director, Kerala Social Security Mission
17. Shri Aseef  Reju.M.I, Directorate of Higher Secondary Education
18. Fr Alexander Valiyaveettil, St Johns Health Centre
19. Shri Ubaidulla.M, Research Assistant, DVHSE, Thiruvananthapuram
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Annexure - 2

Participants in the One Day Workshop on the Status of HIV - AIDS affected Children
 on January 1, 2015 at Government Guest House, Thiruvananthapuram

1. Shri Madhusoodanan T.K, Joint Secretary, CDNP+, Kannur

2. Shri Muhammed, Joint Secretary, KDNP+, Kasaragod

3. Shri C.M. Radhakrishnan, President, IDNP+, Idukki

4. Shri Sugith, Member, IDNP+, Idukki

5. Smt Sumathi.A, PDNP+, Palakkad

6. Shri Pious.C.F, General Secretary, TNP+, Thrissur

7. Shri Mathew.K, President, KNP+, Kozhikkode

8. Shri Zakkir Hussain P.B, Programme Officer, SSA, Alappuzha

9. Smt Sreeja.S, Protection Officer (NIC), DCPU, Thiruvananthapuram

10. Smt Nimmimol.G, Protection Officer (IC), DCPU, Thiruvananthapuram

11. Smt Gayathri.J, Legal cum Probation Officer, DCPU, Thiruvananthapuram

12. Smt Vidya.S.S, Social Worker, DCPU, Thiruvananthapuram

13. Shri Abraham.C, Nodal Coordinator, Childline, Kollam

14. Shri Joseph.K.O, AO, CPK+,  Kochi

15. Smt Anitha Rajan, Block Programme Officer, SSA, Kaniyapuram BRC

16. Smt Shaniba, Project Officer, Nirbhaya

17. Sr Chaithanya, Chavara Inspire Charitable Society, Ernakulam

18. Sr Little Theresa, Chavara Inspire Charitable Society, Ernakulam

19. Smt Thresia.E.M, WNP+, Wayanad

20. Smt Mini Ashokan, ADNP+, Alappuzha

21. Shri Nidhish M. George, Nodal Coordinator, Childline, Kasaragod

22. Dr V.R. Mohanan Nair, Member, CWC, Pathanamthitta

23. Shri V. Chandramohanan, Member, CWC, Kozhikkode

24. Smt Thara.I, CRCC, Thiruvananthapuram

25. Smt Lilly Bai.K.J, SPO, SSA, Thiruvananthapuram

26. Smt Sobhana Kumari.P, State Programme Officer, SSA, Thiruvananthapuram

27. Smt Boby Joseph, State Consultant, Kerala Mahila Samakhya Society, Thiruvananthapuram

28. Fr Thomas P.D, Director, Childline, Thiruvananthapuram
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29. Shri G. Abhilash, Advocate, Palakkad

30. Smt T. Reena, Advocate, Palakkad

31. Shri Ratheesh.S.K, Childline, Thiruvananthapuram

32. Shri Arun Krishna S.S., Childline, Thiruvananthapuram

33. Shri Emmanuel, Childline, Thiruvananthapuram

34. Shri R. Sudha Kumar, District Child Protection Officer, Thiruvananthapuram

35. Smt Sandhya Sarath, TDNP+, Thiruvananthapuram

36. Smt Sheela.R.S, TDNP+, Thiruvananthapuram

37. Smt Dhanya Josy, Programme Officer, CPC+, Ernakulam

38. Smt Aarathi.S.S, TDNP+, Thiruvananthapuram

39. Anil Kumar K.N.Pillai, Advoate, Ernakulam

40. Dr Fr Jose Paul, Director, Samagra/Childline, Palakkad

41. Shri Benchamin, Project Director, ENPT, Ernakulam

42. Smt Prasanna Kumari K.P., DDE (QIP), DPI, Thiruvananthapuram

43. Smt S.Sheeba, Assistant Director, VHSE, Kollam

44. Shri K.K.Shaju, Member, CWC, Kollam

45. Dr T.V. Velayudhan, Joint Director (Care & Support) KSACS, Thiruvananthapuram

46. Shri Sumesh K.R, Deputy Director (Social Protection), KSACS, Thiruvananthapuram

47. Shri Sudheer E.S, Programme Officer, SSA, Thiruvananthapuram

48. Shri Sunil Kumar G, Joint Director (IEC), KSACS, Thiruvananthapuram

49. Shri Victor Johnson, District Coordinator, Childline, Wayanad

50. Darlin Donald, Coordinator, Childline, Thiruvananthapuram

51. Shri Joseph Mathew, President, CPT+, Ernakulam

52. Shri Premlal P.R, Programme Officer, SSA, Kollam

53. Shri John.J, Block Programme Officer, Chathannoor, Kollam

54. Smt Indira.C, DDE (Project Officer), DPI, Thiruvananthapuram

55. Smt Deepa Marlin, DDE (QIP), DPI, Thiruvananthapuram

56. Hanza M. Salim, DDE, DPI, Thiruvananthapuram

57. Smt Chithra Lekha, Kollam

58. Dr Prasanth, Consultant, KSACS

59. Smt Alice George, Help Desk, Pathanamthitta

60. Dr Usha Kumari B, APD, KSACS

61. Dr Anjana.S, Assistant Director, GIPA, KSACS
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62. Fr Alexander Valiyaveettil, St John’s, Pirappancode

63. Shri R.S. Shibu, Chief Planning Officer, DPI, Thiruvananthapuram

64. Thasneem P.S, Programme Officer, Social Justice Directorate

65. Smt Bindhu S, J.S, Directorate of Vocational Higher Secondary

66. Smt Maya Devi.M, Directorate of Vocational Higher Secondary

67. Shri Ashok Nair, NNP+, Thiruvananthapuram

68. Shri K. Surendran Pillai, Block Programme Officer, SSA, Alappuzha

69. Dr M. Prasanna Kumar

70. Dr Ajay Rajan, KSACS

71. Smt Bindu Gopinath, Programme Officer

72. Shri M. Sideekhul Kabeer, Programme Officer, DVHSE

73. Shri Brijithlal.V, KTDNP+, Kottayam

74. Shri Rajan, KDNP+, Kasaragod

75. Smt Maheswari, CDNP+, Kannur

76. Raji, KND+, Kozhikkode

77. Smt Syamala.L, TNP+, Thrissur

78. Shri Balan, PDNP+, Pathanamthitta
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]{¥≠mw ]©-h-’c ]≤-Xn (2012 -̨2017) :

Xt±-i-kz-bw -̀cWÿm]-\-ß-ƒ°v th≠n-bp≈

F®v.-sF.-hn./ FbvUvkv am¿§-tcJ

BapJw

2008 se IW°p {]Imcw C¥ybn¬ apXn¿∂hcpsSbnSbn¬ 0.36 iXam\w t]¿ F®v.sF.hn.

AWp_m[nXcmsW∂v IW°m°nbncn°p∂p. kpc£nXa√mØ ssewKnI_‘ßfneqtSbpw

IpØnsh®p≈ ab°pacp∂v D]tbmKØneqsSbpamWv {][m\ambpw F®v.sF.hn. ]Icp∂Xv.

temIØv G‰hpw IqSpX¬ F®v.sF.hn. _m[nXcp≈ cmPyßfnsem∂mWv C¥y. tIcfØn¬

apXn¿∂hcpsS CSbn¬ 0.26 iXam\w t]¿ F®v.sF.hn. _m[nXcmsW∂v IW°pIƒ

hy‡am°p∂p. F®v.sF.hn. _m[nXcn¬ \s√mcp iXam\w t]¿ c‡]cntim[\bneqsS

AWp_m[ Xncn®dnbmØhcmWv.  tcmKw Xncn®dn™h¿ Xs∂ AXv shfns∏SpØn icnbmb

NnIn’bpw a‰v klmbßfpw tXSp∂Xn\v hnapJX ImWn°p∂hcpamWv. CØcw Hcp

kmlNcyØn¬ F®v.sF.hn. {]Xntcm[ {]h¿Ø\ßƒ°pw tcmK_m[nX hy‡nIƒ°pw

AhcpsS IpSpw_mwKßƒ°pw icnbmb ]cnNcW tkh\ßƒ e`n°p∂Xn\pw kaqlØns‚

apgph≥ ]n¥pWbpw BhiyamWv. ssewKnI sXmgn-em-fn-Iƒ (kv{Xo/]pcp-j≥), ab-°p-a-cp∂v IpØn-

sh-bv°p-∂-h¿, IpSn-tb‰ sXmgn-em-fn-Iƒ (Migrant labourers), IqSp-X¬ XhW c‡w kzoI-cn-t°≠n

hcp∂ P\n-XI sshI-ey-ap-≈-hcpw tcmKn-I-fp-am-b-h¿, lnP-U-Iƒ F∂n-h-cmWv F®v.-sF.hn _m[n-

°m≥ G‰hpa[nIw km[y-X-bp-≈-h¿ (High Risk Behavoiur Groups).

F®v.sF.hn. AWp_m[ hym]n°p∂Xn\v kmaqly˛kmºØnI LSIßƒ°p]pdsa

`qanimkv{X]camb {]tXyIXIfpw sXmgn¬]camb kmlNcyßfpw ImcWamIp∂p.  tIcfØn¬

0.26 iXam\w t]¿ F®v.sF.hn. _m[nXcmsW∂p ]dbptºmƒXs∂ Nne Pn√Ifn¬ AhcpsS

iXam\w 0.052 Dw Nne {]tZißfn¬ 1 iXam\w hscbpamWv F∂Xv CXn\v sXfnhmWv.  BtcmKy

hIp∏pw tIcf tÃ‰v FbvUvkv I¨t{Smƒ skmssk‰nbpw (KSACS) \SØp∂

{]h¿Ø\ßƒ°p]pdsa \nch[n k∂≤ kwLS\Ifpw Cu cwKØv {]h¿Øn®phcp∂p≠v.

Cu {]h¿Ø\ßsfsb√mw Xmsg XeØn¬ GtIm]n∏nt°≠Xv {]h¿Ø\ßfpsS IqSpX¬

Imcy£aX°pw ̂ e{]m]vXn°pw klmbIcamIpw.  Cu taJebnse {]h¿Ø\ßfpsS GtIm]\

NpaXe Gs‰SpØv Cu cwKØv t\XrXz]camb ]¶phln°m≥ Xt±ikzbw`cW ÿm]\ßƒ°v

Ignbp∂XmWv.  Gs‰Sp°mhp∂ {]h¿Ø\ßsf {][m\s∏´ aq∂v taJeIfmbn

Xncn°mhp∂XmWv.

1. {]Xntcm[ {]h¿Ø\ßƒ

2. NnIn’bpw ]cnNcWhpw, ]n¥pWbpw

3. a‰v A\p_‘ tkh\ßƒ

ta¬∏d™hbpsS D]hn`mKßƒ Xmsg ]dbp∂hbmWv.

1. {]Xntcm[ {]h¿Ø\ßƒ

2. F®v.sF.hn. AWp_m[nXsc Is≠Ø¬

3. NnIn’, ]cnNcWw

4. t]mjImlmcw

5. kmaqly˛am\knI Bhiyßƒ \ndth‰¬

6. t£a ]cn]mSnIƒ

A\p-_‘w
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7. ASnÿm\ kuIcyßƒ

8. kmºØnI hnIk\ {]h¿Ø\ßƒ

9. ]cntim[\˛NnIn’m tI{µßfnse kuIcyßƒ

10. tkh\ZmXm°ƒ°pth≠ A\p_‘ kuIcyßƒ

1.  {]Xntcm[ {]h¿Ø\ßƒ

t_m[hXvIcW ]cn]mSnIƒ

(a) BtcmKyhIp∏nse ^o¬Uv Poh\°m¿, Bih¿°¿am¿, kmaqlyt£a hIp∏v lb¿

sk°≠dn kvIqfnte°v \ntbmKn®n´p≈ Iu¨kne¿am¿, sF.kn.Un.Fkv.

kq∏¿sshk¿am¿, AwK≥hmSn h¿°¿am¿ F∂nhcpsS km[mcW tPmenbpsS `mKambn

FbvUvkv t_m[hXvIcW {]h¿Ø\ßƒ IqSn \SØp∂Xn\v \n¿t±iw \¬IpIbpw

A{]Imcw \S°p∂p≠v F∂v Xt±ikzbw`cW XeØnep≈ kaXnIƒ Dd∏phcpØpIbpw

sNøpI. CXn\mbp≈ \n¿t±iw {]mYanImtcmKy tI{µØns‚ {]Xnamk tbmK-ß-fn¬ ̂ o¬Uv

Poh\°m¿, Bim h¿°¿am¿ F∂nh¿°pw kn.Un.]n.H.bptSbpw, Pn√m t{]m{Kmw

Hm^okdptSbpw t\XrXzØnep≈ {]Xnamk tbmK-ß-fn¬ sF.kn.Un.Fkv.

kq∏¿sshk¿am¿, AwK≥hmSn h¿°¿am¿, kmaqlyt£a hIp∏ns‚ Iognep≈

Iu¨kne¿am¿ F∂nh¿°pw \¬tI≠XmWv. IqSmsX IpSpw-_-{io-bpsS kmaq-ly-[n-jvTnX

kwL-S\m kwhn-[m-\-tØbpw Cu Bh-iy-Øn\v D]-tbm-K-s∏-SptØ≠Xm-Wv. Ch¿°v

Bhiyamb ]cnioe\w \¬Ip∂Xn\v KSACS s‚ klmbw tXSmhp∂XmWv.

(b) t_m[hXvIcW IymºpIƒ ˛ Hcp h¿jØn¬ c≠v IymºpIƒ hsc \SØmhp∂XmWv.

Hcp Iymºn\v D®`£Ws®ehv Dƒs∏sS ]camh[n 3,000 cq] hsc hn\ntbmKn°mhp∂XmWv.

FbvUvkv I¨t{Smƒ skmssk‰n \n¿t±in°p∂ dntkmg vkv t]g vk¨amtcm

BtcmKyhIp∏nse tUmIvS¿amtcm Bbncn°Ww ¢m pIƒ ssIImcyw sNtø≠Xv.  Cu

cwKØv {]h¿Øn°p∂ kwLS\ IfptSbpw AwK≥hmSn h¿°¿amcptSbpw klmbw Iymºv

kwLSn∏n°p∂Xn\p th≠n tXSmhp∂XmWv. Hcp Iymºn¬ NpcpßnbXv 25 t]sc¶nepw

]s¶SpØncn°Ww. Cu taJebn¬ {]h¿Øn°m≥ k∂≤Xbp≈htcbpw AWp_m[

hcm≥ IqSpX¬ km[yXbp≈ {]tZißfnse hy‡nItfbpamWv CØcw Iymºn¬

]s¶Sp∏nt°≠-Xv.

(c) tIcf kwÿm\ FbvUvkv I¨t{Smƒ skmssk‰n \n¿t±in°p∂  ÿeßfn¬ XpS¿®bmb

t_m[h¬°cW ]cn]mSnIƒ \StØ≠Xmbn´p≠v.  AØcw ÿeßfn¬ skmssk‰nbpsS

klIcWtØmsSbpw \n¿t±itØmsSbpw t_m[h¬°cW ]cn]mSnIƒ

\S∏m°mhp∂XmWv.

(d) {Kmak`Ifnepw IpSpw_{io tbmKßfnepw AwK≥hmSn {]h¿ØI tbmKßfnepw F®v.sF.hn./

FbvUvkv hnjbhpw N¿®°mbn Db¿∂phcWw.

(e) tIcf kwÿm\ FbvUvkv I¨t{Smƒ skmssk‰nbptStbm AXpambn _‘s∏´

F≥.Pn.H.IfptStbm tkh\ßfpsS eLpteJIfpw, hnhchn⁄m\hym]\ D]m[nIfpw

Xt±ikzbw`cW ÿm]\ßfnepw, tkh\tI{µßfnepw {]Z¿in∏nt°≠XmWv.

(f) F®v.sF.hn./FbvUvkpambn _‘s∏´ ss…UpIƒ, tjm¿´v ^nenapIƒ F∂nh kn\nam

Xotb‰dpIfnepw {]mtZinI Nm\epIfnepw {]Z¿in∏nt°≠XmWv.

(g) F√m Xt±ikzbw`cW ÿm]\ßfnepw A\p_‘ ÿm]\ßfnepw  F®v.sF.hn./FbvUvkv

tkh\tI{µßfpsS hniZmwißfSßnb hnhcW t_m¿Uv ÿm]n°mhp∂XmWv.  CXpambn

_‘s∏´ hniZmwißƒ°v KSCAS klmbßƒ \¬Ip∂XmWv.
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(h) F®v.sF.hn. _m[nXcpsS A\p`h hnhcWw t_m[h¬°cW ¢m pIfn¬

Dƒs∏SpØmhp∂XmWv.

(i) hm¿UpXe sl¬Øv B‚ v \yq{Sojy≥ tU ]cn]mSnIfn¬ F®v.sF.hn./FbvUvkv

t_m[h¬°cWhpw Dƒs∏SpØmw.

(j) ªUv tUmtWgvkv t^mdw, F≥.Fkv.Fkv., \n¿_‘nX kmaqly tkh\w _m[Iambn´p≈

hnZym¿∞nIƒ, tkmtjym-f-Pn, tkmjy¬ h¿°v sFOnI hnj-b-am-sb-SpØv tImtf-Pp-I-fn¬

]Tn-°p∂ hnZym¿∞n-Iƒ, F≥.kn.kn., kvIu´v, bqØv ¢∫pIƒ, bphP\ t£a t_m¿Uns‚

{]h¿ØI¿ F∂nhcpsS klmbhpw tkh\hpw t_m[hXvIcW ]cn]mSnIƒ°v

D]tbmKs∏SpØmhp∂XmWv.

ta¬]d™ t_m[hXvIcW {]h¿Ø\ßƒ {Kma]©mbØpIfpw \Kc`cW ÿm]\ßfpw

am{Xta \SØmhq.

2.  F®v.sF.hn. _m[nXsc Is≠Ø¬

i) tcmK\n¿ÆbØn\mbp≈ kuP\y]cntim[\ saUn°¬ tImtfPpIƒ, Pn√/P\d¬

Bip]{XnIƒ, Xmeq°v Bip]{XnIƒ, sXcs™SpØ kmaqlnI BtcmKytI{µßƒ

F∂nhnSßfn¬ e`yamsW¶nepw AXv th≠{X D]tbmKs∏SpØp∂n√. AXn\m¬

F®v.sF.hn._m[ ]nSns]Sm≥ km[yXbp≈ kmlNcyßfn¬ sXmgnente¿s∏´n´p≈htcbpw

]cntim[\ Bhiyap≈ a‰p≈htcbpw AhcpsS A\phmZtØmSpIqSn CØcw ]cntim[\m

tI{µßfnseØn®v tcmK\n¿Æbw \SØp∂Xn\v t_m[]q¿∆amb {iaw BhiyamWv.

AXn\mbn Cu cwKØv {]h¿Øn°m≥ k∂≤cmb 3-5 k∂≤{]h¿ØIsctbm, tlmwsIb¿

]mt°Pnse {]h¿ØIsctbm Hmtcm {Kma]©mbØpw/\Kc`cWÿm]\hpw Is≠Øn

Ah¿°v {]tXyI ]cnioe\w \¬In tcmK_m[nXsc Is≠Øp∂ NpaXe

Gev]n°mhp∂XmWv. IqSmsX Bi h¿°¿am¿°pw ]cnioe\w \¬In Cu NpaXe

Gev]n°mhp∂XmWv.  ]cnioe\w FbvUvkv I¨t{Smƒ skmssk‰ntbm {]Xymi tI{µw

hgntbm \¬Ip∂XmWv.

ii) XzIv˛c‡ ]cntim[\m IymºpIƒ ˛ FbvUvkv I¨t{Smƒ skmssk‰n \n¿t±in°p∂

ÿeßfn¬, skmssk‰nbpsS ta¬t\m´Øn¬ CØcw IymºpIƒ, tPymXnkv tI{µßfpsS

tkh\w D]tbmKs∏SpØns°m≠pw am¿§\n¿t±ißƒ ]men®psIm≠pw

kwLSn∏n°mhp∂XmWv.  Hcp Iymºn\v kwLmS\ sNehpw tUmIvS¿amcpsS bm{Xm∏Sn

sNehpw IqSn ]camh[n 2000 cq] hn\ntbmKn°mhp∂XmWv. {Kma]©mbØpIfpw

\Kc`cWÿm]\ßfpw am{Xta C{]Imcap≈ IymºpIƒ \StØ≠Xp≈q.

3.  NnIn’, ]cnNcWw

i) F√m saUn°¬ tImtfPpIfnepw, sXcs™Sp°s∏´ Pn√m Bip]{XnIfnepw, P\d¬

Bip]{XnIfnepw, Xmeq°v Bip]{XnIfnepw NnIn’bv°pw ]cntim[\bv°pw

Iu¨knenßn\pw Bhiyamb kuIcyßƒ e`yamWv. hniZmwißƒ A\p_‘ambn

\¬Inbn´p≠v. F∂m¬ ]e ImcWßfm¬ F®v.sF.hn. _m[nX¿, IqSp-X¬ AWp-_m[m

km[y-X-bp≈ hn`m -K -ß-fm -bn -cp -∂n -´p -IqSn (HRG) Cu tkh\ßƒ/kuIcyßƒ

th≠hn[Øn¬ D]tbmKs∏SpØp∂n√. kmºØnI _p≤nap´psImt≠m, imcocnI

AhiXsImt≠m CØcw tI{µßfnte°v t]mIm≥ IgnbmØh¿°v F.B¿.Sn. tUmIvSdpsS/

saUn°¬ Hm^okdpsS km£ys∏SpØens‚ ASnÿm\Øn¬, Xosc AhiXbn√mØXpw,

_ ntem s{Sbn\ntem bm{XsNøm≥ Ignbp∂Xpamb tcKnIƒ°pw Bhiysa¶n¬ IqsS

Hcmƒ°pw _kv/c≠mw ¢mkv s{Sbn≥ Nm¿÷pw c≠pt]cptSbpw `£WØn\p≈ sNehpw

(Hcmƒ°v 100 cq] {]Imcw) \¬Imhp∂XmWv. _kv/s{Sbn≥ bm{X sNøm≥ tcmKmhÿ
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A\phZn°mØ tcmKnIfmsW¶n¬ F.B¿.Sn. tUmIvSdpsStbm/saUn°¬ Hm^okdpsStbm

k¿´n^n°‰ns‚ ASnÿm\Øn¬, kuP\y Bw_pe≥kv kuIcyw e`n°mØ

kmlNcyØn¬ Bw_pe≥kv Dƒs∏sSbp≈ hml\sNehv k¿°m¿ \nc°n\v hnt[bambn

hln°mhp∂XmWv.  {Kma]©mbØpIfpw \Kc`cW ÿm]\ßfpw am{Xta C°mcyßƒ

sNømhq.

ii) F®v.sF.hn. _m[nX¿°v D≠mIm\nSbp≈ AhkcP\y tcmKßƒ°v (Opportunistic Infections)
Bhiyamb acp∂pIfpsS e`yX F√m ]n.F®v.kn..Ifnepw/kn.F®v.kn.Ifnepw/Xmeq°v

Bip]{XnIfnepw Dd∏phcpØp ∂Xn\p≈ \S]SnIƒ _‘s∏´ Xt±i`cW ÿm]\ßƒ

kzoIcnt°≠XmWv. Ahiy acp∂pIfpsS enÃn¬ Dƒs∏´ acp∂pIƒ apgph≥ t]¿°pw

hne IqSnb acp∂pIƒ _n.]n.F¬. hn`mKØn¬s∏´h¿°pw kuP\yambn \¬Imhp∂XmWv.

F∂m¬ A\n-hm-cy-amb kml-N-cy-ß-fn¬ F.-B¿.Sn tUmIvS-dpsS km£y-]-{X-Øns‚ ASn-

ÿm-\-Øn¬ hne IqSnb Cu acp-∂p-Iƒ F.-]n.-F¬ hn`m-K-Øn¬s∏´ tcmKn-Iƒ°pw kuP-

\y-ambn \¬Im-hp-∂-Xm-Wv. BtcmKyhIp∏p aptJ\ Bhiyamb acp∂pIƒ e`n°p∂ns√¶n¬/

aXnbmb Afhn¬ e`n°p∂ns√¶n¬ Pn√m saUn°¬ Hm^okdn¬ \n∂pw t\m¨

Asshe_nen‰n k¿´n^n°‰v hmßnbtijw tIcf saUn°¬ k¿∆okkv tIm¿∏tdj≥

enan‰Un¬ \n∂pw _‘s∏´ Xt±i`cW ÿm]\Øn\v \nehnep≈ \S]Sn{Iaw

]men®psIm≠v acp∂v hmßmhp∂XmWv.

iii) F®v.sF.hn. AWp_m[nX¿°v Djkv, tPymXnkv, kvt\l, ]pecn, IΩyq-Wn‰n  sIb¿ sk‚¿

F∂o tI{µßfn¬ e`n°p∂ kuP\y ]cntim[\Iƒ°v ]pdsa AhkcP\y tcmKßfpambn

_‘s∏´phcp∂ em_v ]cntim[\Iƒ°v sNehv Bhiyambnhcp∂XmWv. F.B¿.Sn.

tUmIvSdpsS/k¿°m¿ saUn°¬ Hm^okdpsS \n¿t±im\pkcWw \SØp∂ C{]Imcap≈

em_v ]cntim[\Iƒ°v (kuP\yambn e`yamb ]cntim[\Iƒ°p]pdsa) hcp∂

sNehn\Øn¬ tcmKnIƒ k¿°m¿ Bip]{XnIfn¬ \¬Ip∂ XpI F.]n.F¬./_n.]n.F¬.

t`Zan√msX {Kma]©mbØpIƒ°v/\Kc`cW ÿm]\ßƒ°v doCwtºgvkv sNbvXv

\¬Imhp∂XmWv.

iv) ssZ\wZn\ Imcyßƒ°v ]cklmbw Bhiyamb tcmKnIfpsS ]cnNcWcoXn AhcpsS

hoSpIfn¬ sN∂v ]Tn∏n®psImSp°m\pw Bhiyamb XpS¿ ]cnNcWw (km-¥z\ NnIn-’)

\¬Im\pambn tlmw sIb¿ kwhn[m\w G¿s∏SpØmhp∂XmWv ({Kma]©mbØpIfpw

\Kc`cW ÿm]\ßfpw am{Xta C°mcyw sNømhq).  ]mentb‰ohv ]cnNcWhpambn

_‘s∏´ 2.11.09 se 66373/Un.F.1/2009/ Xkz`h \º¿ k¿°pednse JWvUnI 4.3.(2), 4.3(3)

F∂nhbnse \n¿t±ißƒ°v hnt[bambn´mbncn°Ww tlmw sIb¿ \¬tI≠Xv.

v) tcmKnIsf NnIn’mtI{µßfn¬ FØn°¬, Bhiyamb acp∂pIƒ e`yam°¬, tlmw

sIb¿ F∂nhbv°v Cu cwKØv k∂≤ {]h¿Ø\w \SØp∂ kwLS\IfpsS/

ÿm]\ßfpsS tkh\w Xt±i`cW ÿm]\ßƒ D]tbmKs∏SptØ≠XmWv.  FbvUvkv

I¨t{Smƒ skmssk‰nbpsStbm/BtcmKyhIp∏ns‚tbm am¿§\n¿t±ißfpw

tXSmhp∂XmWv.

vi) ssZ\wZn\ Imcyßƒ°v ]cklmbw Bhiyamb tcmKnIsf ]cnNcn°m≥ \n¬°p∂

IpSpw_Ønse HcwKØn\v kmaqlykpc£m anjs‚ Bizmk IncWw  ]≤XnaptJ\

klmbw e`n°p∂XmWv.  Cu klmbw F®v.sF.hn. _m[nXcpsS ImcyØn¬

kmaqlykpc£m anj\n¬ \n∂pw e`yam°m≥ th≠ \S]SnIƒ Xt±i`cW ÿm]\ßƒ

kzoIcnt°≠XmWv.

vii) AWp-_m-[-bpsS {]Xym-Lm-X-ambn A\m-Y-cm-b-hsc (infected and affected) alnfm aµn-c-ß-

fntem AKXn aµn-c-ß-fntem ]cn-N-cn-°p-∂-Xn\v th≠ kuI-cy-ßƒ kmaq-ly-t£a hIp-∏p-

ambn _‘-s∏´v G¿s∏-Sp-tØ-≠-Xm-Wv.
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4.  t]mjImlmcw

i) F®v.sF.hn. AWp_m[nXI¿°v t]mjImlmcw e`yam°mhp∂XmWv. Pn√m

]©mbØpIfpw \Kc`cW ÿm]\ßfpw am{Xta Cu {]h¿Ø\w Gs‰Sp°mhq.  CXns‚

`mKambn F.B¿.Sn tUmIvS¿/saUn°¬ Hm^ok¿am¿ km£ys∏SpØnb tcmKnIsf

K¿`nWnIƒ, CD4 Iu≠v 350 ¬ Xmsgbp≈h¿, 6 hb v hscbp≈ Ip´nIƒ, 65 hb n\p

apIfnep≈h¿, a‰v apXn¿∂h¿ F∂nßs\ 5 hn`mKambn Xncn®v Hmtcm hn`mKØn\pw

\¬tI≠Xmb t]mjImlmc hkvXp°ƒ Fs¥ms°sb∂v \n›bn°Ww. Pn√m

Bip]{Xnbnse kq{]≠v, Pn√m saUn°¬ Hm^ok¿, Pn√m kmaqlyt£a Hm^ok¿, Pn√m

]©mbØntebpw \Kc`cWÿm]\ßfntebpw BtcmKy Ãm≥UnwKv IΩn‰n

sNb¿t]gvk¨ F∂nhcSßnb kanXnbmWv C°mcyw \n›bnt°≠Xv.  tcmK_m[nX\mb/

_m[nXbmb Hcp hy‡n°v {]Xnamkw 250 cq] hsc t]mjImlmc hkvXp°ƒ hmßn

\¬Ip∂Xn\mbn hn\ntbmKn°mw. t]mjImlmchkvXp°ƒ k¿°m¿ s]mXphnXcW tI{µw,

amthen tÃm¿, em`w am¿°‰v F∂nhnSßfn¬ \n∂v am{Xta hmßmhq. hkvXp°ƒ In‰pIfmbn

Hcp tI{µØn¬ ht®m Bhiysa¶n¬ H∂ne[nIw tI{µßfn¬ ht®m hnXcWw sNøWw.

hnXcWw \SØp∂Xn\mbn AWp-_m-[n-X-cpsS Pn√m-Xe Iq´m-bva-bmb {]Xymim tI{µ-Øn-

t‚bpw F®v.-sF.-hn. _m[n-X-cpsS kwL-S-\-I-fp-tSbpw  klmbw tXSmhp∂XmWv.  t]mj-Im-

lmc hnX-cWw \S-Øp-∂-Xn-\p-≈ t{]mPIvSv, Pn√m ]©m-b-Øp-I-fn¬ F√m saUn-°¬ Hm^o-

kdpw (A-tem-∏-Xn) \K-c-`-cW ÿm]-\-ß-fn¬ \K-c-k-`bpsS \nb-{¥-W-Øn-ep≈ Atem-

∏Xn BtcmKy ÿm]-\-ß-fnse saUn-°¬ Hm^o-kdpw \n¿∆-lWw \S-tØ-≠-Xm-Wv.

CXpIqSmsX knhn¬ skmssk‰nbpsS klmbtØmsSbpw Xt±ikzbw`cW

ÿm]\ßƒ°v A[nI t]mjImlmc hnXcWhpw A\p_‘ {]h¿Ø\ßfpw

\S∏nem°mhp∂XmWv.  k¿°mcns‚ hIp∏pIfn¬ \nt∂m k¿°m¿ GP≥knIfn¬ \nt∂m

t]mjImlmcw e`n°p∂h¿ ta¬]d™ {]Imcw t]mjImlmcw e`n°m≥

A¿lcmbncn°p∂X√.

ii) A∂]q¿Æ/At¥ymZb A∂tbmP\ ]≤XnIƒ {]Imcw `£y[m\yw e`n°m≥

A¿lXbp≈ F®v.sF.hn. AWp_m[nXcp≈ IpSpw_ßƒ°v B ]≤XnIƒ {]Imcw

`£y[m\yw e`n°p∂ns√¶n¬ AXv e`n°p∂Xn\mhiyamb \S]SnIƒ Xt±i`cW

ÿm]\w ssIs°mt≈≠XmWv.

iii) AwK≥hmSn apJm¥ncw \¬Ip∂ ]qcIt]mjImlmc hnXcWw (0-3 {]mb]cn[n) F®v.sF.hn.

_m[nXcmb AΩamcpsS Ip´nIƒ°v (ape∏m¬ e`yamImØ CØcw Ip´nIƒ°v) {]tXyI

{i≤tbmsS e`yamt°≠XmWv.

5.  kmaqly˛am\knI Bhiyßƒ \ntdh‰¬

F®v.sF.hn. AWp_m[nXcmbn Pohn°p∂hcpsS (PLHIV) Iq´mbvaIfneqtSbpw

GtIm]\ØneqtSbpw AhcpsS tijn h¿≤n∏n°m≥ Dd∏m°p∂ \S]SnIfneqtSbpw AhcpsS

kmaqlym[njvTnX kwLS\Iƒ (CBO) t{]m’mln∏n°p∂XneqtSbpw AhcpsS hn]peamb

CSs]S¬/Dƒt®c¬ Dd∏m°m≥ Ignbp∂Xmbncn°pw. CXn\mbn  Xmsg ]dbp∂ \S]SnIƒ

{Kma]©mbØpIƒ°pw \Kc`cW ÿm]\ßƒ°pw sNømhp∂XmWv.

i) IpSpw_{iobpsS t\XrXzØn¬ F®v.sF.hn. _m[nXcpsS (]pcpj∑mcpw Ip´nIfpw

Dƒs∏sSbp≈hcpsS) kwLßƒ A\ptbmPyamb XeØn¬ ({Kma]©mbØv/tªm°v

]©mbØv/Pn√m ]©mbØv) cq]oIcn°pI.  CXn\v Pn√mXeØn¬ {]h¿Øn°p∂ {]Xymi

tI{µßfpsSbpw Pn√m IpSpw_{io anjs‚bpw klmbw tXSmhp∂XmWv.

ii) F®v.sF.hn. _m[nXcmb kv{XoIƒ, Ip´nIƒ, ssewKnI sXmgnente¿s∏´ncn°p∂ kv{XoIƒ,

AhcpsS Ip´nIƒ F∂nh-tcm-Sp≈ Km¿ln-Ihpw kaq-ln-I-hp-amb AhKW\, hnth-N-\w,
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Ah¿s°-Xn -sc -bp≈ AXn{Iaßƒ F∂nh ]©mbØvXe/ap\nkn∏¬Xe/

tIm¿∏tdj≥Xe Pm{KXmkanXn ]cntim[n°pIbpw Ah ]cnlcn°p∂Xn\mhiyamb

\S]SnIƒ kzoIcn°pIbpw sNøpI.

iii) kmaqlyt£a hIp∏v lb¿ sk°≠dn kvIqfpIfnte°v \ntbmKn®n´p≈ Iu¨kne¿amcpsS

tkh\w D]tbmKs∏SpØn AWp_m[nX¿°pw AhcpsS IpSpw_mwKßƒ°pw

Iu¨knenwKv \¬IpI.

iv) IpSpw_Øns‚ GI hcpam\ZmXmhmb IpSpw_\mY\v/IpSpw_\mY°v F®v.sF.hn.

AWp_m[aqew sXmgn¬ sNøm≥ Ignbn√ F∂v F.B¿.Sn . sk‚dnse/Pn√m

Bip]{Xnbnse/Xmeq°v Bip]{Xnbnse tUmIvS¿ km£ys∏SpØnbm¬ B IpSpw-_-

\mYs‚/IpSpw-_-\m-Y-bpsS hnZym¿∞nIfmb a°ƒ°v (imcocnI˛am\knI˛sh√phnfnIƒ

t\cnSp∂ Ip´nIƒ°v \¬Ip∂ [\klmbØn\v kam\amb coXnbn¬) Xmsg ]dbpw {]Imcw

{Kma]©mbØpIƒ°v/\Kc`cW ÿm]\ßƒ°v {]Xnamk kvtImf¿jn∏v

\¬Imhp∂XmWv.

{Ia \º¿ Ãm≥tU¿Uv/¢m v kvtImf¿jn∏v (cq])

sUkvtImf¿ tlmÃe¿

1. \gvkdn ˛ 4 200 -

2. 5 - 8 300 -

3. 9 – +2 400 600

4. _ncpZw/shmt°jW¬ ]cnioe\w 500 800

5. _ncpZm\¥c _ncpZw 750 1000

IpSpw_w Xma-kn-°p∂ {Kma-]-©m-b-Øn¬/\K-c-k`-bn¬ \n∂mWv Cu [\-k-lmbw \¬tI-

≠Xv.  [\-k-lmbw hnX-cWw sNtø≠ Npa-Xe saUn-°¬ Hm^o-ksd G¬∏n-t°-≠-Xm-Wv.

hnZym¿∞n-bm-sW-∂p≈ k¿´n-^n-°‰v Ip´n ]Tn-°p∂ ÿm]\ ta[m-hn-bn¬ \n∂v hmßn saUn-

°¬ Hm^o-k¿°v \¬tI-≠-Xm-Wv.

imcocnI˛am\knI sh√phnfnIƒ t\cnSp∂ hnZym¿∞nIƒ°v e`n°p∂ kvtImf¿jn∏v

e`n°p∂ hnZym¿∞nIƒ°v ta¬]d™ kvtImf¿jn∏n\v A¿lX D≠mbncn°p∂X√.

v) F®v.sF.hn. _m[nXcpsS kwLS\bnse AwKßtftbm Cu taJebn¬ {]h¿Øn°p∂

k∂≤ kwLS\Itftbm Xt±i`cW ÿm]\Øns‚ h¿°nwKv {Kq∏n¬ ({]tXyIambpw

kmaqlykpc£, BtcmKyw) Dƒs∏SpØmhp∂XmWv. CXneqsS F®v.sF.hn./FbvUvkv

{]h¿Ø\ßfpsS apJy[mcmh¬°cWØn\v IqSpX¬ ^ehØmb hnZKv≤ CSs]S¬

D≠mIm\p≈ Ahkcw e`yamIp∂XmWv.

vi) Xt±i`cW ÿm]\ßfn¬ \n∂v hnhn[ tkh\ßfpw, kmaqlyt£a ]≤XnIfpw,

ASnÿm\mhiyßƒ°p≈ kuIcyßfpw (`h\\n¿ΩmWw, IpSnsh≈w, BtcmKyc£m

\S]SnIƒ) e`yamIp∂Xn\v sXcs™Sp∏v Xncn®dnb¬ Im¿Uv, tdj≥ Im¿Uv F∂nh

BhiyamWv.  BbXn\m¬ F®v.sF.hn. _m[nX¿/ssl dnkvIv {Kq∏n¬s∏-́ -h¿ F∂nh¿°pw

AhcpsS IpSpw_mwKßƒ°pw sXcs™Sp∏v Xncn®dnb¬ Im¿Uv, tdj≥ Im¿Uv XpSßnb

ASnÿm\ kmaqlykpc£m D]m[nIƒ e`yam°p∂Xn\v Xt±ikzbw`cW ÿm]\w

ap≥ssIsøSpt°≠XmWv.

6.  t£a]cn]mSnIƒ

i) Xt±i`cW ÿm]\ßfneqsS \¬Inhcp∂ kmaqlykpc£m ]≤XnIfpsS

(t£as]≥j\pIƒ, sXmgnen√mbvamthX\w apXembh) am\ZWvUßƒ {]Imcw



]{¥≠mw ]©-h-’c ]≤Xn (2012-˛17)

Xt±-i-kzbw -̀cW ÿm]-\-ß-ƒ°pth-≠n-bp≈

F®v.-sF.-hn./FbvUvkv am¿§-tcJ13

A¿lXbp≈hcpw F∂m¬ Cu ]≤XnIfpsS klmbw e`n°mØhcpamb F®v.sF.hn.

_m[nX¿°v Ah e`yam°m≥ \S]Sn kzoIcn°Ww.

ii) AhnhmlnXcmb AΩam¿°v kmaqlykpc£m anj≥ \¬Ip∂ {]Xnamk 300 cq]

[\klmbw e`n°m≥ F®v.sF.hn. _m[nXcmb AΩam¿°pw A¿lXbp≠v. Cu

[\klmbw e`yam°m≥ th≠ \S]SnIƒ Xt±i`cW ÿm]\w kzoIcn°Ww.

AXpt]mse F®v.sF.hn. _m[nXcmb kv{XoIƒ, 60 hb v Ign™ ssewKnI

sXmgnemfnIfmb kv{XoIƒ F∂nh¿°v {]Xnamkw 300 cq] hoXw {Kma]©mbØn\v/

\Kc`cW ÿm]\Øn\v [\klmbw \¬Imhp∂XmWv.

iii) {]tXyI klmbw A¿ln°p∂ F®v.sF.hn. _m[nX¿°v/AhcpsS IpSpw_ßƒ°v

Xt±i`cW ÿm]\Øns‚ ZpcnXmizmk\n[nbn¬ \n∂v A¿lamb [\klmbw \¬IWw.

iv) F®v.sF.hn. _m[nXcptStbm/ssl dnkvIv {Kq∏n¬s∏-́ -hcptStbm,  AhcpsS B{inXcptStbm

A¿ln°p∂ IpSpw_ßƒ°v apJya{¥nbpsS ZpcnXmizmk\n[nbn¬ \n∂v klmbw

e`yam°p∂Xn\v th≠ \S]SnIƒ Xt±i`cW ÿm]\w kzoIcn°Ww.

v) B{ib  ]≤XnbpsS A¿lXmam\ZWvUßƒ {]Imcw B{ib ]≤Xnbn¬ Dƒs∏Sm≥

A¿lXbp≈ IpSpw_ßsf AXn¬ Dƒs∏SpØn B ]≤Xn {]Imcw \¬Im≥ Ignbp∂

F√m klmbßfpw e`yam°Ww.

vi) klmbw sNøm≥ Xev]ccmb alXvhy‡nIsf/ÿm]\ßsf/kwLS\Isf Is≠Øn,

F®v.sF.hn. AWp_m[aqew kmºØnIambn XI¿∂ IpSpw_ßsf klmbn°m≥

Bhiyamb \S]SnIƒ Xt±i`cW ÿm]\ßƒ ssIs°m≈Ww.

7.  ASnÿm\ kuIcyßƒ

_n.]n.F¬. enÃn¬ Dƒs∏Sm≥ A¿lXbp≈ F®v.sF.hn. _m[nXcp≈ F√m

IpSpw_mwKßƒ°pw hoSv, I°qkv, sshZypXn F∂nhbpw IpSnsh≈ kuIcyhpw

e`yam°Ww. C.Fw.Fkv. ]m¿∏nS ]≤XnbpsS KpWt`m‡m°sf Is≠Øp∂Xn\v

]cntim[\ \SØp∂ coXnbn¬ c≠v DtZymKÿ¿ ]cntim[\ \SØn A¿lcmsW∂v

Is≠Øp∂h¿°v ta¬]d™ ASnÿm\mhiyßƒ°v A\phZn°s∏´ \nc°pIƒ {]Imcw

kmºØnI klmbw \¬Imhp∂XmWv.

8.  kmºØnI hnIk\ {]h¿Ø\ßƒ

F®v.sF.hn. _m[nXcmbh¿/ssl dnkvIv {Kq∏n¬s∏´-h¿ F∂nhcn¬ sXmgnseSp°m≥

tijnbp≈h¿°pw, F®v.sF.hn. _m[nXcpsS a°ƒ sXmgnet\zjIcmsW¶n¬ Ah¿°pw

kzbwsXmgn¬ Bcw`n°p∂Xn\v Xmsg ]dbp∂ \S]SnIƒ {Kma]©mbØpIƒ°pw

\Kc`cW ÿm]\ßƒ°pw ssIs°m≈mhp∂XmWv.

i) F.]n.F¬˛_n.]n.F¬. ]cnKW\ IqSmsX sXmgn¬ ]cnioe\w \¬IpI.

ii) F.]n.F¬.˛_n.]n.F¬. ]cnKW\ IqSmsX kzbwsXmgn¬ kwcw`w Bcw`n°p∂Xn\v

\nehnep≈ a‰v k_vknUn am\ZWvUßƒ ]men®psIm≠v kmºØnI klmbw e`yam°pI.

iii) IpSpw_{iobpsS B`napJyØn¬ C{]Imcap≈hsc kwLSn∏n®v Ab¬Iq´ßfpw kzbw

klmb kwLßfpw cq]oIcn°pI. {Kq∏Snÿm\Ønep≈ sXmgn¬ kwcw`ßƒ

Bcw`n°p∂Xn\v IpSpw_{iobn¬ \n∂pw kmºØnI klmbw e`yam°pI.

iv) ssewKnI sXmgnen¬ G¿s∏´ncn°p∂hsc kwLSn∏n°pIbpw Bhiysa¶n¬ Ah¿°v

A\ptbmPyamb sXmgnepIƒ e`yam°m≥ th≠ \S]SnIƒ kzoIcn°pIbpw sNøpI.
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v) C{]Imcw kzbwsXmgnen¬ G¿s∏Sp∂h¿°v Bhiyamb ]n¥pWmkwhn[m\ßƒ

e`yam°pI

9.  ]cntim[\˛NnIn’mtI{µßfnse kuIcyßƒ

Xmeq°v̨ Pn√m Bip]{XnItfmS\p_‘n®v {]h¿Øn°p∂ Djkv, tPymXnkv, ]pecn, kvt\l

tI{µßfn¬ ]cntim[\Iƒ \SØp∂Xn\mhiyamb F√m D]IcWßfpw a‰ v

k÷oIcWßfpw D≠mbncnt°≠XmWv. IqSmsX Cu tI{µßfn¬ FØp∂h¿°v

Bhiyamb F√m kuIcyßfpw (Ccn∏nSw, kzImcyXbp≈ ]cntim[\mapdn, IpSnsh≈w

apXembh) D≠mbncnt°≠XmWv.  C°mcyßfn¬ IpdhpIfps≠¶n¬ BhiyamIp∂]£w

AXv ]cnlcn°m\mhiyamb \S]SnIƒ _‘s∏´ Xt±i`cW ÿm]\ßƒ

kzoIcnt°≠XmWv.

10.  tkh\ZmXm°ƒ°p th≠ A\p_‘ kuIcyßƒ

tIcfØn¬ skmssk‰nbpsS (KSCAS) 53 Hmfw kpc£m t{]mPIvSpIƒ

\S∏nem°nhcp∂p≠v. CØcw t{]mPIvSpIƒ°p≈ A\p_‘ kuIcyßƒ (Iu¨knenwKv

apdn, ]cn]mSnIƒ \SØp∂Xn\p≈ kuIcyßƒ) {Kma]©mbØn\v/\Kc`cW

ÿm]\Øn\v Hcp°n sImSp°mhp∂XmWv.

11. s]mXp \n¿t±ißƒ

i) Hcp {Kma-]-©m-b-Øntem \K-c-`-cW ÿm]-\-Øntem Cu am¿§-tc-J-bn¬ ]d™ {]Im-c-

ap≈ tkh-\-ßƒ e`n-°m≥ A¿l-cm-b-h¿ Ds≠-¶n¬ Ah¿°v CXn¬ ]d™ {]Im-c-ap≈

tkh-\-ßƒ \n¿_-‘-ambpw \¬tI-≠-Xm-Wv.  Bh-iy-sa-¶n¬ AXn-\mbn t{]mPIvSv Xøm-

dm°n ]≤-Xn-bn¬ Dƒs∏-Sp-Øm-hp-∂-Xm-Wv.

ii) Cu am¿§tcJbn¬ \n¿t±in® {]h¿Ø\ßƒ°v th≠nhcp∂ XpI hnIk\ ^≠n¬

\nt∂m X\Xv ^≠n¬ \nt∂m Is≠Ømhp∂XmWv.

iii) F®v.sF.hn. _m[nXsc∂v ]ckyambn {]Jym]n®psIm≠v KpWt`m‡r Xncs™Sp∏v

\SØpItbm, B\pIqeyhnXcWw \SØpItbm sNøm≥ ]mSn√. {]tXyI ]cnKW\

A¿ln°p∂h¿  F∂ hn`mKØn¬ Dƒs∏SpØn KpWt`m‡r Xncs™Sp∏v \S]SnIƒ

]q¿ØoIcnt°≠XmWv. F.B¿.Sn. tI{µØnse/Pn√m Bip]{Xnbnse/Xmeq°v

Bip]{Xnbnse _‘s∏´ tUmIvS¿ \¬Ip∂ k¿´n^n°‰v F®v .sF.hn.

_m[nX\msW∂Xn\p≈ sXfnhmbn IW°m°n B\pIqeyßƒ \¬Imhp∂XmWv.

]cky{]NcWw \¬Intbm s]mXpthZnbn¬ \SØp∂ NSßn¬ ht®m Cu B\pIqeyßƒ

hnXcWw sNøcpXv.

iv) F®v.-sF.hn _m[n-X¿, Ah-cpsS IpSpw-_mw-K-ßƒ F∂n-h-sc-t∏mse Xs∂ ]cn-K-Wn-°-s∏-

tS-≠-h-cmWv F®v.-sF.hn _m[n-°m≥ G‰hpw km[y-X-bp≈ hn`m-K-ß-fmb (High Risk Behaviour
Groups) ssewKnI sXmgn-em-fn-Iƒ (kv{Xo/]pcp-j≥), ab-°p-a-cp∂v IpØn-sh-°p-∂-h¿, IpSn-

tb‰ sXmgn-em-fn-Iƒ, IqSp-X¬ XhW c‡w kzoI-cn-t°≠n hcp∂ P\n-XI sshI-ey-ap-≈-

hcpw tcmKn-I-fp-am-b-h¿, lnP-U-Iƒ apX-em-b-h¿.  Cu am¿K-tcJ {]Imcw A¿l-amb tkh-

\-ßƒ Cu hn`m-K-ßƒ°pw e`y-am-t°-≠-Xm-Wv.

v) Xt±i`cW ÿm]\ßƒ kwLSn∏n°p∂ F®v.sF.hn./FbvUvkv t_m[h¬°cW

¢m pIfn¬ AWp_m[nXcpsS A\p`h hnhcWhpw Dƒs°m≈nt°≠XmWv.

 vi) Cu am¿§tcJ {]Imcw Xt±i`cW ÿm]\XeØn¬ \S-tØ≠ F√m {]h¿Ø\ßfpw

\n¿t±-in-°p-∂-Xn\pw Gs‰-SpØ {]h¿Ø-\-ß-fpsS \n¿∆-lW ta¬t\m´w hln°p∂Xn\pw

Xmsg ]dbpw {]Imcw Hcp IΩn‰n cq]oIcnt°≠XmWv.
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sNb¿t]gvk¨ Xt±ikzbw`cW ÿm]\Øns‚ A≤y£≥

sshkv sNb¿t]gvk¨ 1. BtcmKy˛hnZym`ymk Ãm≥UnwKv IΩn‰n sNb¿t]gvk¨2.

t£aImcy Ãm≥UnwKv IΩn‰n sNb¿t]gvk¨

I¨ho\¿ saUn°¬ Hm^ok¿, ]n.F®v.kn./kn.F®v.kn./  Xmeq°v Bip]{Xn/

Pn√m saUn°¬ Hm^ok¿

tPmbn‚ v I¨ho\¿am¿ 1. Xt±ikz-bw-̀ -cW ÿm]-\-Øns‚ sk{I-́ dn

2. sF.kn.Un.Fkv kq∏¿sshk¿/kn.Un.]n.H./F.kn.Un.]n.H./ Pn√m

kmaqlyt£a Hm^ok¿

3. kn.Un.Fkv.sNb¿t]gvk¨

4. KSACS \n¿t±in°p∂ Hcp hy‡n

AwKßƒ Cu cwKØv {]h¿Øn°p∂ c≠v k∂≤ {]h¿ØI¿ (H-cmƒ F®v.-sF.hn

t]mkn-‰ohv Bb hy‡n-bm-bn-cn-°-Ww)

vii)  tIcf tÃ‰v FbvUvkv I¨t{Smƒ skmssk‰nbptStbm skmssk-‰n-bpsS kt∏m¿´nwKv

GP≥kn-I-fp -tStbm ta¬t\m´Ønepw \n¿t±ißƒ°v A\pkrXambpw am{Xta

{]h¿Ø\ßƒ Bkq{XWw sNøphm\pw \S∏nem°phm\pw ]mSp≈p.  Bhiyamb F√m

klmbßfpw FbvUvkv I¨t{Smƒ skmssk‰nbpw kt∏m¿´nwKv GP≥kn-Ifpw

\¬Ip∂XmWv.

12. tamWn‰dnwKv

i) Cu am¿§tcJ {]Imcw \n¿t±in® {]h¿Ø\ßfpsS AXmXv Xt±-i-`-cW ÿm]-\-Xe

tamWn‰dnwKv NpaXe apIfn¬ kqNn∏n® IΩn‰n°mbncn°pw.  IΩn‰n amkØnsemcn°¬

tbmKw tN¿∂v {]h¿Ø\ßƒ hnebncptØ≠XmWv.

ii) Cu am¿K-tcJ {]Imcw \n¿t±-in® {]h¿Ø-\-ß-fpsS Pn√m-Xe tamWn-‰-dnwKv Pn√m Bkq-

{XW kanXn \S-tØ-≠-Xm-Wv.  AXn-\mbn Xmsg-∏-dbpw {]Im-c-ap≈ Hcp Pn√m-Xe IΩ‰n

cq]o-I-cn-t°-≠Xpw {]h¿Ø-\-ß-fpsS {]Xn-amk hne-bn-cp-Ø¬ \S-tØ-≠-Xp-am-Wv.

sNb¿t]gvk¨ Pn√m Bkq-{XW kanXn sNb¿t]-gvk¨

sshkv sNb¿t]-gvk¨ Pn√m Bkq-{XW kanXn AwK-am-bn-´p≈ Hcp \K-c-`-cW ÿm]\ P\-

{]-Xn-\n[n

I¨ho-\¿ Pn√m If-IvS¿

tPmbn‚ v I¨ho-\¿ Pn√m saUn-°¬ Hm^o-k¿ (A-tem-∏-Xn)

AwK-ßƒ 1. Pn√m saUn-°¬ Hm^o-k¿ (B-bp¿th-Zw)

2. Pn√m saUn-°¬ Hm^o-k¿ (tlm-an-tbm-∏-Xn)

3. kq{]-≠v, Pn√m Bip-]{Xn (A-tem-∏-Xn)

4. Pn√m kmaq-ly-t£a Hm^o-k¿

5. Hcp KSACS {]Xn-\n[n

£Wn-Xm-°ƒ 1. {]Xymim tI{µ-Øns‚ Hcp {]Xn-\n[n

2. KSACS ]¶m-fn-Ø-tØmsS t{]mPIvSv \S-∏n-em-°p∂ Hcp A\u-tZym-KnI

kwL-S-\-bpsS {]Xn-\n[n

3. F®v.-sF.-hn. t]mkn-‰ohv Bb Hcp ]pcp-j≥, Hcp kv{Xo.
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