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FOREWORD %

Evidence-based policy making and pregramme designing s the cornerstone of the India's AIDS
response. HIV bio-behavioural survelllance and estimations activities are integral component of
comprehensive systems of evidence generation, analysis and uses. | am proud to mention that HIV
surveillance and estimation systemn provides one of the most authoritative, standard and up-to-date
information on level and trends of HIVIAIDS epidemic at national and State level since the beginning
of AIDS responsa in India.

“HIV Sentinel Surveillance 2017 A Technical Brief' is in continuation of this rich tradition of quick
analysis and dissemination of surveillance report for informing the policy makers, programme
managers, academicians, community, civil society, developmental pariners and all other
stakeholders on most recent level and trend of HIV epidemic.

Surveillance is information for action and this technical brief provides critical preliminary evidences to
strengthen the national AIDS response. it highlights the continuation of concentrated HIV epidemic in
India with some States having very high prevalence than the national level and explained the
diversities of the epidemic with varied drivers in each of State. Many States have multiple drivers,
migration is a key factor in many of the high cut-migration State and then higher prevalence among
truckers at many sites remaing a cause of concern.

| commend Monitoring, Evaluation and Surveillance division of NACO for bringing out this report in
record tima. While field level activities for HSS were complated In August 2017 and sample testing in
September 2017; this technical brief is being released on 1* December 2017. | specially appreciate
the contribution of WHO India for its continuous support for surveillance activities. All other
collaborating partners ie. UNAIDS, COC and USAID are acknowledged for extending valuable
technical suppaort for HIV surveillance.

| am confident that this brief will provide a valuable reference document for all stakeholders including
policy makers, programme managers, research scholars, community and civil society and will be a
critical enabler for further strengthening of AIDS response in country as we take concrete steps for
“Ending AIDS as a public health threat by 2030",
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PREFACE

Monitoring and analysing levels and trends of HIV epldemic across locations and populations is a fundamental
survelllance function to guide national AIDS responses. India has one of the oidest, largest and maost robust
HIV surveillance system and has been described as a fully functional surveillance system by Independent
experts In peer reviewed journal,

Mational AIDS Control Organization (MACO) established the HIV sentinel surveillance (HS5) system in 1992, and
expanded it across the country in 1998, among ANC and STD elinic attendees and select high-risk groups
[HRGs) to maore systematically monitor the epidemic. Initially, sites were selected in areas or cities thought ta
be of high risk. Results were used te produce natlenal estimates of the number of people living with HIV
{PLHIV] in Indiz that helped In informing policy makers and donars as the responses were designed and
initiated. As the surveillance systems expanded, the concentrated nature of HIV epidemic In Indla was well
established and target prevention interventions ameng most-at-risk communities became fundamental to
national AIDS control programme.

The scale of prevention programmes with HRGs followed the scale-up of HSS. New pockets of (DU epidemics,
such as In Punjab, were discovered only after the expansion of the HSS-I0U and, in response, NACD scaled-up
the interventions te reach them.

As expanded epidemic data through surveillance became available at large number of districts, MACO first
classified its districts into four categorles (A-D) using HSS data, where A districts were the most affected and D
the least. This has been used in allocating resources more efficdently in MACP-HIL

HSS 2016-17 technical brief Is in continuation of NACD's practice of promoting evidence based decision
making by disseminating the epidemiological evidences. This brief has highlighted that while the programme
has been hugely successful in the past, thereis no place of complacency and the current challenge Is to
understand thediversity of this HIV epidemic, having complex and multiple drivers in eachstate, and therefore
require a contextualized multi-prong approach, | am confident that this technical brief will be used extensively
by pollcy makers, programme managers, community experts, civil societles, social scientist and jurists as we
strengthen our responses towards "End of AIDS by 20E30°
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Message from WHO Representative to India

The Indian HIV Sentinel Surveillance (HSS) is one of the largest in the world, and aligned with
the latest WHO recommendations.

This surveillance system has guided the program response according to specific
epidemiological situation by providing robust estimates of HIV prevalence and trends by
population groups at the national and state level.

Since the beginning of the HIV epidemic in India, 15 successive rounds of sentinel
surveillance have been conducted with an increased number of sites to strengthen
representativeness. The populations vulnerable to HIV, bridge populations and pregnant
women - considered as a proxy for the general population - have been covered during these
rounds of surveillance.

The 2017 round of HSS, conducted with technical support from WHO, showed that the HIV
epidemic continues to be heterogenic with varied HIV prevalence by location and population.
It also continues to be concentrated among people who inject drugs, transgenders, men who
have sex with men, and female sex workers and their clients, except in some specific pockets
where the HIV epidemicis generalized.

This latest round has shown declining HIV prevalence trends in the traditional high prevalence
southern states such as Andhra Pradesh, Karnataka, Maharashtra, Tamil Nadu and
Telangana. However, the results have alerted the programme in Gujarat, Punjab, Rajasthan,
Haryana, Uttar Pradesh, Delhi and Bihar where the epidemic is showing arising trend.

Continuation and adaptation of HIV surveillance is instrumental to better understand the HIV
epidemic, the geographical areas and communities most affected, and also guiding the
National AIDS Control Programme to meeting the target of ending AIDS by 2030.

WHO is committed to continue supporting NACO in adapting its program response and to

further strengthen its HIV surveillance system to inform the last mile towards the elimination of
HIV as a public health problem by 2030.

'

-
Henk'Bekedam

Xi







HITd AP
N é%o wReg e qEN wE GEey
9 @, gma®, 36 gy, W8 fEwH-110001
Government of India
Dr S. Venkatesh Ministry of Health & Family Welfare

e et e FrNE, FIREA National AIDS Control Organisation
P T Re it Floor, Chandralok, 36, Janpath, New Delhi - 110001

Tele, 81-11-23731063, Fax: 23731746
Emait: srinivasa venkatesh@gov in
drav nace@gmal com

Acknowledgements

Surveillance is information for action. The 2017 HSS Technical Brief provides the data from
the most recent 15th round of HIV Sentinel Surveillance among seven population groups.
Findings in the technical brief clearly show that India's success story of halting and reversing
the epidemic continues. At the same time, it also indicates towards the challenges which
state and district programme managers need to take into cognizance and make smart
decisions locally to turn the epidemic trajectory.

This technical brief is an output of collective efforts of many stakeholders. First and
foremost, efforts of medical officers, nurses, counsellors and laboratory technicians are
acknowledged who implement surveillance maintaining highest possible quality standards.
State AIDS Control Societies and District AIDS Prevention Control Units facilitate timely
implementation of surveillance activities and we congratulate all project directors and their
surveillance team for owning up the activity and ensuring timely completion. We appreciate
the role of regional & nodal institutes as they bring the highest scientific rigor in surveillance
process through intense training and supervision.

We thank WHO India, UNAIDS India and CDC India for the technical support extended
during implementation of 15th round ofimplementation. Lastbut notthe least, we commend
Dr Pradeep Kumar and Dr Bhavna Sangal of Monitoring, Evaluation and Surveillance
division for their hard work and ownership in timely implementation, analysis and publication
of this technical brief.

(Drs.

Xiii







Acronyms

AIDS
AlIMS
ANC
CDC
Cl
DAPCU
EQAS
FSW
HIV
HRG
HSS
ICMR
IDU
LDT
M&E
MSM
NACO
NACP
NARI
NICED
NIE
NIHFW
NIMS
OBG
PGIMER

Acquired Immuno-Deficiency Syndrome

All India Institute of Medical Sciences, New Delhi
Antenatal Clinic

Centers for Disease Control and Prevention
Confidence Interval

District AIDS Prevention and Control Unit
External Quality Assurance Scheme

Female Sex Worker

Human Immuno-Deficiency Virus

High Risk Group

HIV Sentinel Surveillance

Indian Council of Medical Research

Injecting Drug User

Long Distance Trucker

Monitoring and Evaluation

Men who have Sex with Men

National AIDS Control Organisation

National AIDS Control Programme

National AIDS Research Institute, Pune

National Institute of Cholera and Enteric Diseases, Kolkata
National Institute of Epidemiology, Chennai
National Institute of Health and Family Welfare, New Delhi
National Institute of Medical Statistics, New Delhi
Obstetrics & Gynaecology

Postgraduate Institute of Medical Education and
Research, Chandigarh

XV




RI Regional Institute
RIMS Regional Institute of Medical Sciences, Imphal

SACS State AIDS Control Society

SMM Single Male Migrant

STD Sexually Transmitted Disease
H/TG Hijra/Transgender people
ToT Training of Trainers

TRG Technical Resource Group

UNAIDS  Joint United Nations Programme on HIV/AIDS
WHO World Health Organisation
RPR Rapid Plasma Reagin

SRL State Reference Laboratory

XVi




TECHNICAL BRIEF

Executive Summary

1. HIV Sentinel Surveillance (HSS) plays a crucial role in monitoring the
level and trend of the HIV epidemic across different population groups and
locations in the country. With around 650 districts covered under HSS, India
has one of the widest networks of sites, which track the epidemic biennially.
Technical support for the training, monitoring and supervision of HSS is
provided by two national and six regional institutes to ensure high quality
implementation.

2.  The 15th round of HSS was implemented during 2017 at 1323 sentinel
sites- 829 sites among Antenatal Clinic (ANC) clinic attendees and 494 sites
among high-risk groups & bridge populations: Female Sex Workers (FSW),
Men having Sex with Men (MSM), Injecting Drug Users (IDU),
Hijra/Transgender People (H/TG), Single Male Migrants (SMM) & Long-
Distance Truckers (LDT).

3. Consecutive Sampling was adopted for recruitment of ANC, LDT and
SMM populations, while random sampling was undertaken for recruiting
HRG. Around 4.45 lakh blood specimens were tested across all population
groups during the 15th round of HSS.

4. The HIV epidemic continues to be concentrated, with relatively higher
prevalence among high risk groups comprising FSW, MSM, H/TG, IDU, and
bridge population group of SMM and LDT, with lower prevalence among
ANC attendees, which reflects proxy prevalence among the general
population. The highest prevalence recorded in the 2017 rounds of HSS was
among IDU (6.26%, 95% CI: 5.92-6.59), followed by H/TG (3.14%, 95%CI:
2.61-3.66), MSM (2.69, 95% CI: 2.47-2.91), FSW (1.56%, 95% CI: 1.46-
1.66), LDT (0.86%, 95% CI: 0.64-1.07) and SMM (0.51%, 95% CI: 0.34-
0.68). The observed HIV prevalence among ANC clinic attendees,
considered a proxy for general population, was 0.28% (95%CI: 0.26-0.29).

5. Thirteen states have recorded an ANC HIV prevalence which is more
than the national average. Of these states, the north-eastern states of
Mizoram (1.19%), Nagaland (0.82%), Meghalaya (0.73%), Tripura (0.56%)
and Manipur (0.47%) were among the highest. Gujarat and Andhra Pradesh
were other states with HIV prevalence in the range of 0.41% to 0.44%
among ANC clinic attendees.

6. Overall 56 sentinel sites recorded HIV prevalence of > 1% in this round
of HSS, with almost one third of the sites being in the states of Bihar,
Chhattisgarh, Delhi, Gujarat, Jharkhand, Odisha, Rajasthan and Uttar




TTAV] SENTINEL SURVEILLANCE 2016-17

Pradesh. Fourteen sites recorded an HIV prevalence of > 2% of which five
were in the states of Bihar, Chhattisgarh, Odisha, Rajasthan and Uttar
Pradesh. Additionally, 151 sites have recorded an HIV prevalence of 0.50-
0.99% in thisround of HSS.

7. Ofthe 829 sentinel sites for ANC, 561 are consistent sites, and analysis
of these sites indicates a declining trend at the national level. Similar trends
have been observed at consistent sites, in the erstwhile high prevalence
states of southern India (i.e. Andhra Pradesh, Karnataka, Maharashtra,
Tamil Nadu & Telangana). While a similar trend had been observed in the
erstwhile high prevalence states of the north eastern region, now in the
states of Manipur, Mizoram & Nagaland the HIV prevalence seems to be
stabilizing and not declining at the same pace. Conversely, the long-term
trends in states of Gujarat, Punjab, Rajasthan, Haryana, Uttar Pradesh,
Delhi and Bihar appear to be rising.

8. Theimplementation of HSS in the FSW typology was completed at 245
sites across thirty-two states. Nine states recorded HIV prevalence of more
than national average (1.56%, 95% CI: 1.46-1.66) while 17 sites recorded an
HIV prevalence of >5% with a majority of them in Karnataka (6),
Maharashtra (4) and Telangana (3). The national level trends of HIV
prevalence among the FSW is observed to be declining. The trends appear
to be stable to declining among FSW across all regions.

9. Among MSM, HSS was conducted at 89 sites across 26 states with
thirteen sites recording prevalence of more than 5%. In total, 12 states
recorded HIV prevalence of more than the national average (2.69, 95% ClI:
2.47-2.91) with more than 5% HIV prevalence in the states of Manipur (8.40%),
Nagaland (7.66%) and Karnataka (5.40%). The trends of HIV prevalence
among MSM appear to be declining at national level. However, an increasing
trend at consistent sites is being observed in Bihar and West Bengal.

10. The national HIV prevalence among the Injecting Drug Users was the
highest among all population groups (6.26%, 95%ClI: 5.92-6.59). The HIV
Sentinel Surveillance among this group was conducted at 87 sites spread
across 26 states. A total of nine states recorded an HIV prevalence of >5%
among the IDU i.e. Mizoram (19.81%), Delhi (16.21%), Punjab (12.09%),
Chhattisgarh (10.77%), West Bengal (10.76%), Uttarakhand (8.98%),
Tripura (8.55%), Manipur (7.66%) and Madhya Pradesh (5.33%). Thirty
sites recorded HIV prevalence of >5%, with a majority of them in the states of
Manipur (8), Punjab (6) and Mizoram (4). Nationally, the HIV prevalence
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trend among IDU has stabilized at a higher level. However, a stable to rising
epidemic was noticed at consistent sites in the northern, eastern and north-
eastern states.

11. A major expansion of H/TG sites was undertaken in this round of
surveillance, with 18 sites participating in this round of HSS, compared to
only 3 sites in 2010-11. The HIV prevalence among this population group
was the second highest (3.14%, 95%Cl: 2.61-3.66) across all population
groups. The highest prevalence among H/TG was noted at 10.9% in the
district of North East Delhi. Other than North East Delhi, three more sites
recorded a prevalence of more than 5%: Kolkata (7.28%), Thane (6.80%)
and Hyderabad (6.47%).

12. The HIV epidemic continues to be heterogenous in India, with varied
levels of HIV prevalence by location and population. Each state has a
different dynamics of epidemic. In the erstwhile high prevalence states of
Andhra Pradesh, Maharashtra, Karnataka, Tamil Nadu and Telangana,
higher HIV prevalence among FSW, MSM and H/TG indicates an epidemic
primarily driven through unprotected sexual intercourse while in many of the
north-eastern states, high prevalence among IDU, FSW and MSM, as well
as in ANC populations, indicates an epidemic fuelled by multiple, possibly
interrelated, risk behaviours. Prevalence among migrants and truckers is 2-
3 times higher than that of ANC clinic attendees, adding credence to the
hypothesis that migration is playing an important role in the high-
outmigration states of Uttar Pradesh, Bihar, Rajasthan etc.

13. Indiais committed to the goal of “End of AIDS” as a public health threat
by 2030. While the programme has been hugely successful in the past, there
is no place of complacency and the current challenge is to understand the
diversity of this HIV epidemic, having complex and multiple drivers in each
state, and therefore require a contextualized multi-prong approach.
Epidemiological findings need to be taken into consideration for tailoring the
national programme’s responses and treatment must be complemented
with strengthened prevention programmes among high risk populations and
their clients like migrants and truck drivers with high-risk behaviour, as well
as among spouses/partners of these populations. The findings from this
HSS, must be used in conjunction with the findings of the national integrated
biological and behavioral surveillance (IBBS), which provides crucial clues
into the behavioral and service access patterns of populations with high-risk
behaviours.
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1. Introduction

The National AIDS Control Organization (NACO) implements HIV Sentinel
Surveillance (HSS) biennially. The data generated are primary source of
information on the level and trends of HIV epidemic in India. The 15th
round of HIV Sentinel Surveillance (HSS) was implemented at 1323 sites
among Antenatal Clinic (ANC) attendees, high risk groups (HRGs) and
bridge populations. These surveillance sites were spread over 651 districts
across 35 States and Union Territories (Uts). Sample collection for HSS
2017 was done during February-June 2017 at ANC sites while for the HRG
and bridge population sites, samples were collected during April-August
2017.

This biennial surveillance technical brief, published by NACO, presents
state-wise preliminary findings on the HIV prevalence levels and trends
among different population groups. HIV surveillance data are used by policy
makers and programme managers to monitor the levels and trends of the
HIV epidemic, estimate HIV burden, plan services, allocate resources,
conduct programme evaluation and use findings for advocacy and program
improvement.

1.1 Initiation and Expansion

Over the past three decades, HIV Sentinel Surveillance in India has evolved
significantly. While HIV surveillance was initiated in India by the Indian
Council of Medical Research (ICMR) in 1985, sentinel surveillance was first
conducted by the National AIDS Control Organisation (NACO) at 52 sites in
selected cities during 1993-94. In 1998, NACO formalized sentinel
surveillance for HIV infection monitoring in the country, with 176 sentinel
sites (of which 92 were ANC sites). Since then, HSS has expanded across
populations and locations. Table 1 presents the expansion of HSS sites over
the years. HSS was done annually till 2008 and since then it is being carried
outevery two years.

Before the 2017 round, HSS among HRG & bridge populations was carried
out last in 2010-11. While HSS among ANC was done during 2012-13 and
2014-15, the same was not implemented among HRG & bridge population
as the National Integrated Biological & Behavioral Surveillance (IBBS) was
being designed and implemented among high-risk groups during the same
reference period'.

'National AIDS Control Organization (2015). National Integrated Biological and Behavioural Surveillance (IBBS), High
Risk group, India 2014-15. New Delhi: NACO, Ministry of Health and Family Welfare, Government of India.

4
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During the 15" round of HSS implementation, 640 districts, out of a total of
716 districts®, had at least one ANC surveillance site, while 299 districts had
at least one HRG site and 48 districts had at least one bridge population site.
Out of 829 ANC sites, almost half (399) were from the states in northern,
eastern & central India. One third (34%) of the 494 HRG and bridge
population sites were from states in northern, eastern & central India while
half (51%) were in southern and western states. Table 1 and Figure 1 depict
the changing pattern of the distribution of HSS surveillance sites in the
country. Details on state-wise distribution of HSS sites for the years 2003,
2006, 2010-11,2014-15and 2016-17 are provided inAnnex 1.

Till 2012-13, STD sites were also included in the HSS, to provide proxy data
for high risk behavior, introduced at a time when surveillance among HRG
was scant and geographically unrepresentative. With a systematic scale-up
of HRG sites starting 2006, there was a proportional decrease in the number
of STD sites, since the STD data had significant biases. These sites were
entirely discontinued from the 2014-15 round of HSS .

GOl Web Directory, http://goidirectory.nic.in/district.php, October 24, 2017

5
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Figure 1 : Distribution of ANC HSS Sites, 2003, 2006, 2015 & 2017
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1.2 Implementation Structure

Since inception, the HIV sentinel surveillance in India has been supported by
a robust management structure for planning, implementation and
monitoring at national, regional and state levels. This de-centralized
implementation mechanism has been deliberately created by NACO, to
build in sustainability and to ensure ease of conducting surveillance at such
a large scale, without having to overburden the program with reconstitution
and rationalization of effort for initiating HSS. The established institutional
mechanisms described below, function as a well-oiled machine, ensuring
that the entire process of HSS is carried out as efficiently and with the least
amount of burden on the system, as possible.

The structure and key functions of each agency involved, continued during
the 15" round of HSS, are shown in figure 2 below.

National level: The National AIDS Control Organisation (NACO) is the
nodal agency for strategy formulation and commissioning of each round of
HSS. The Technical Resource Group (TRG) on Surveillance and Estimation,
comprising experts from the fields of epidemiology, demography,
surveillance, biostatistics, and laboratory services, advises NACO on the
broad strategy for HIV Surveillance and Estimations. Two national
institutes—National Institute of Health and Family Welfare (NIHFW) and
National Institute of Medical Statistics (NIMS)—support national level
activity planning and coordination. In addition, the central team, which is
coordinated by NIHFW, New Delhi, comprises independent experts who
provide support in training and supervision. Organizations like the World
Health Organisation (WHO), the Joint United Nations Programme on HIV
and AIDS (UNAIDS) and the US Centers for Disease Control and Prevention
(CDC) provide technical assistance.

Regional level: Since 2006, six public health institutes in India have been
identified as regional institutes (RIs) for HSS to provide technical support to
the State AIDS Control Societies (SACS) for all HSS activities, starting with
identification of new sites, training, monitoring and supervision, and
improving the quality of the data collected and their analysis. Data entry is
another function performed by Rls. Core teams embedded within each RI
comprise two epidemiologists/public health experts and one microbiologist,
who are supported by one project coordinator, two research officers, one
computer assistant/data manager, and between four and ten data entry
operators, depending on the volume of data entry for that region.
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State level: The SACS is the primary agency responsible for
implementation of HSS. Every state has a surveillance team comprised of
public health experts and microbiologists who support SACS in the training,
supervision, and monitoring of the personnel involved in sentinel
surveillance. State surveillance teams (SSTs) are formed by Rls in
consultation with SACS.

District level: In districts with functional district AIDS prevention and control
units (DAPCUs), the DAPCU staff is involved in the coordination of HSS
activities at the sentinel sites and the associated testing labs.

Laboratory network: Laboratory supportis provided by a network of testing
and reference labs. For ANC sites where HSS uses serum samples, a total
of 137 serum testing laboratories (STL) conduct primary testing of blood
specimens while thirteen national reference laboratories provide external

quality assurance to the STLs through repeat testing of all HIV-positive blood
specimens and 5% of HIV negative specimens.

Blood sample collection under HSS 2017 among HRG and bridge
populations was done using Dried Blood Spot (DBS) method. The DBS
samples are tested at 17 DBS testing laboratories where they were tested
for the presence of HIV antibodies. The National AIDS Research Institute
(NARI), Pune, is designated as the Apex Laboratory for DBS samples under
HSS. It is responsible for quality assurance procedures including
proficiency assessment of DBS testing labs through panel testing and re-
testing. Re-testing of all positive samples and 2% of the negative samples is
done atthe Apex Laboratory.
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Figure 2: Implementation Structure of HIV Sentinel Surveillance
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2. Methodology

The methodology of the HSS among HRG and bridge population has been
detailed in the operational manuals for HSS 2017. The salient features of the
HSS methodology have been summarized in this section.

2.1 Study Population

HIV epidemic in India is concentrated, with high prevalence among High
Risk Groups, moderate prevalence among bridge populations and low
prevalence among general population. The drivers of the epidemic includes
unprotected paid sex with Female Sex Workers (FSW), unprotected anal
sex between Men who have Sex with Men (MSM) and Hijra/transgender
(H/TG) people and Injecting Drug Use (IDU). Based on these transmission
dynamics, India’s HIV epidemic pattern is monitored among the high-risk
groups, bridge populations as well as the general population (Figure 4).

Figure 4: Population groups under HSS 2016-17

High Risk Groups Bridge Population

.« FSW - Single Male Migrants (SMM) - Pregnant women
- MSM - Long Distance Truckers (LDT)

- IDU

- HITG

2.2 Sample Size

HSS aims to achieve a sample size of 400 for surveillance among ANC
attendees and 250 among High Risk Groups and bridge population at each
site since the inception of HIV Sentinel Surveillance in India. Same sample
size protocols were followed in 15" round of HSS also.

2.3 Eligibility Criteria
231 ANC

Inclusion criteria:

i. Pregnantwoman of age 15-49 years, and
ii. Attending the antenatal clinic for the first time during the current
round of surveillance
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Exclusion criteria:

i. Pregnantwomen notin age group of 15-49 year, or
ii. Any pregnant woman attending the antenatal clinic for the second or
more time during the current round of surveillance

2.3.2HRG and Bridge

Inclusion Criteria:

i. Fulfilthe case definition (as detailed below), and
ii. Age between 15-49 years

Exclusion Criterion:

Already approached and administered informed consent once in the current
round of surveillance

Case Definitions:

I. FSW: Women who are engaged in consensual sex for money or
paymentin kind, as a means of livelihood in the last six months

ii. MSM: Men who had anal or oral sex with a male partner in the last
one month

ii.IDU: Men and women who use addictive substances or drugs for
recreational or non- medical reasons, through injections, at least
onceinthe lastthree months

iv. HITG: Person whose identity does not conform unambiguously to
conventional notions of male or female gender roles, but combines
ormoves between these

v. SMM: Single Male, living at a place other than “place of usual
residence” without his spouse or family, for the purposes of work and
visiting his home town atleast once a year.

vi.LDT: Truckers who travel more than 800 km one way between
source and destination

2.4 Sampling Method

HSS adopted consecutive and random sampling methods depending upon
the population group as detailed below.

241 ANC

Consecutive sampling method was adopted for ANC clinic attendees,
similar to recruitment in previous rounds of ANC HSS. After the start of
surveillance, all individuals attending the sentinel site facility (ANC clinic),
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who were eligible for inclusion in surveillance as per the defined inclusion
criteria, were recruited in the order they attended the clinic.

24.2 HRG

Random sampling method was adopted for HSS 2017 among HRG groups
comprising FSW, MSM, H/TG and IDU. Random sampling was first tested
among HRG at select sites in 2009 and then extended to many states in
2010-11. In the random sampling method, respondents are selected
randomly from the line list of targeted interventions and then approached for
assessing their eligibility criteria. Those eligible are recruited in HSS once
their voluntary consent for their participation was obtained and documented.

2.4.3 Bridge Population

Consecutive sampling method was followed among bridge populations,
similar to previous rounds. All individuals attending sentinel site facilities
(like drop in centers/STI clinics in targeted interventions, etc), who were
eligible for inclusion as per the defined criteria and gave consent, were
recruited in the order they attended the facility.

2.5 Sampling period

For a site, the recommended maximum sampling duration was 3 months.
When a site achieved its allotted target sample size in a period less than the
3 months, collection of samples stopped at that site. However, the data
collection period was extended at some sites, on case to case basis, after
reviewing the reasons for delays and feasibility of achieving the desired
sample size in a reasonable extension period.

2.6 Testing Approach

Testing approach refers to the mechanism adopted for collecting and testing
blood specimens and handling the test results in HSS. Linked Anonymous
testing (LAT) approach was adopted during HSS 2017. Among HRG and
bridge populations, informed consent was taken before recruiting the
respondents under surveillance.

2.6.1 ANC

Among ANC, linked anonymous testing (LAT) was adopted during HSS
2017 where a portion of linked blood specimen collected for routine ANC
services, was used for surveillance purposes. No personal identifiers were

13
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recorded either on the surveillance serum specimens or data forms; no
informed consent was taken. However, the ANC clinic attendees were
informed of the purposes of surveillance. While no personal identifier was
obtained under HSS, provisions were made to allow linking of HSS test
results to the ANC clinic records through codes to facilitate provision of
confirmatory testing, and linkage to care, support and treatment services, for
those who tested positive under the two-test strategy (see section 2.7) , and
who did not already know their status. This process was adequately covered
in the trainings for HSS, and site personnel were trained on maintaining
confidentiality, and at the same time, ensuring that all positive ANC, who did
not know her status, were duly informed and provided support.

2.6.2 HRGand bridge population

Among HRG and bridge population, linked anonymous testing with informed
consent was adopted during HSS 2017 (Annex-3). DBS blood specimens
were collected primarily for surveillance purposes, after obtaining the
informed consent of respondents. No personal identifiers were recorded
either on the surveillance specimens or data forms. However, provisions
were made for linking of HSS test results to the targeted interventions
records through codes, to facilitate confirmatory testing, and linkage to care,
support and treatment services, for those who tested positive under the two-
test strategy (see section 2.7), and who did not already know their status.
This process was adequately covered in the trainings for HSS, and site
personnel were trained on maintaining confidentiality, and at the same time,
ensuring that all positive HRG and bridge populations, who did not know
their status, were duly informed and provided support.

2.7 Blood specimen collection methods and
Testing Protocol

Among ANC, serum samples were collected, while for the remaining
population groups, DBS method using finger prick method was used for
sample collection. HSS 2017 continued with a two-test protocol as adopted
in earlier rounds for HIV. Under this protocol, the first test is of high sensitivity
and the second test of high specificity. The second testis done only if the first
test is found to be reactive. A sample was declared as positive only when
both the test results were reactive. Among ANC clinic attendees, all the HIV
positive samples and 5% of HIV negative samples were subjected to repeat
testing at serum reference laboratories. For HRG and bridge populations, all
the HIV positive samples and 2% of HIV negative samples were subjected to
repeat testing at DBS reference laboratory.
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All the samples collected under HSS among ANC clinic attendees were also
tested for syphilis. Here also, a two-test protocol was followed — the first test
was qualitative and the second test was quantitative; second test was done
only when first test was reactive. A sample was declared positive for syphilis
only when the titer during the second test result was > 1:8.

2.8 Information collected

Abrieftwo-page bilingual data form was used for collection of information, as
done in earlier rounds of HSS. Individual data forms were used by facility
staff responsible for implementing the HSS to collect basic socio-
demographic information about the respondents. For the HRG and bridge
populations, the data forms also collected information on key behavioral
parameters. For the first time in HSS 2017, data was collected to provide
information on the status of the HIV cascade, to estimate the % of PLHIV
who know their status and the % of PLHIV on ART (Annex 2-8).

2.9 HSS implementation Procedures

A standardized procedure for the implementation of HSS, one of the world’s
largest and most robust surveillance surveys, was followed. All the activities
of the HSS project cycle, with the lead stakeholders, has been summarized
in table below:

Table 2: Activities in HSS 2017 project cycle

SN

10

11
12

14

Activities
Pre-Sample Collection phase
Decision on dates of HSS
Finalisation of Strategy and Key Technical/Administrative Decisions

National Pre-Surveillance Planning Meeting of NACO with Regional
Institutes &SACS

Procurement of consumables and test kits — Central & State Level
Recruitment into vacant positions

Finalisation, Printing & Supply of Technical Guidelines, Operational Manuals,
Trainers’ Manuals, Wall Charts, Data Forms, Informed Consent Forms
(Multiple Languages)

Submission of State Specific Action Plans
Constitution/ Revision of State Surveillance Teams
Sentinel Site Evaluation

Technical Validation and approval of new sites & dropping poor performing
old sites

Finalizing site codes and site placement in districts
Finalising list of Testing Labs

Training (National & Regional TOTs, State-level training of site and lab
personnel)

Preparatory Activities for Monitoring & Supervision (Identification of Problem
Sites, Finalisation of Checklists, Development of Integrated Plan)

15

Responsibility

NACO
NACO
NIHFW

NACO/ SACS
NACO/ RI's/ SACS

NACO, RI's and partners
(WHO, UNAIDS & CDC)

Rls and SACS
Rls and SACS
RIs and SACS
Rls

NACO/ Rls/ SACS
NACO/ SACS

NACO/NIHFW/ RIs/ SACS/
partners (WHO/UNAIDS/ CDC)

Rls and SACS
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Sample Collection phase

1  Sample Collection HSS Sites
Laboratory testing of specimens and Quality Control SACS and laboratories
3 Supervision, Monitoring and Trouble-shooting NACO/ NIHFW/ RlIs/ SACS/
partners (WHO/UNAIDS/ CDC)
Feedback and Corrective Action SACS/ SST Members
Data Entry and Freezing Data Rls
Post- Sample Collection phase
1 Investigation into unusual findings NACO/RIs
Post- Surveillance Review Meetings — Regional & National NACO/NIHFW/ RIs
3  Data Analysis and Report Preparation (Technical brief & Final Report) NACO/ RIs/ SACS/partners
(WHO/UNAIDS/ CDC)
4 | HIV Estimation and Projections using HSS data NIMS (ICMR)
In-depth analysis of HSS data NACO/ RIs/ SACS/partners
(WHO/UNAIDS/ CDC)

2.10 DataManagement

Data collection was paper-based, using bilingual standardized individual
data forms. While data recording was done by counsellor/nurse/ANM, all
data forms were checked for completeness and accuracy in the field by the
site in-charge on a daily basis before signing the data forms (Figure 5).
These forms were also checked by the field supervisors during their
monitoring visits. The data forms were then transported to regional institutes
periodically where they were first checked for completeness and accuracy
and then entered into the HSS module of Strategic Information Management
Software (SIMS), which is NACO’s integrated management system with
service delivery program data captured at the facility level.

Laboratory results were shared separately by laboratories periodically in a
standard format with RIs which entered them into SIMS. The SIMS did the
linking of laboratory results with the data forms using the unique sample IDs
assigned.

Figure 5: Data flow under HSS 2017

Sentinel Site Testing Laboratories Regional Institutes

Data Form Does the data entry
of individual
> data forms

Blood Specimen Does HIV & Syphilis , Does data entry of

) testing as applicable lab results
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Double data entry of each data form was done by two data entry operators in
SIMS. The entries were then compared by an in-built tool in the SIMS and all
discrepancies identified between the two entries were corrected by
consulting the original paper tools. The database was then ‘frozen’ and a
cleaned master file was created. For the analysis, only the valid records i.e.
those records with age as per the eligibility criteria and those with
documented HIV test results, were considered.
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3. Overview of HIV Levels and Trends

This section presents the HIV level and trend at the national level for all
surveillance population groups. The findings are presented based on the
sites which achieved a valid sample size. A site is categorized as a valid site
if it achieved at least 75% of the target sample size i.e. at least 300 samples
for an ANC site and at least 188 for HRG & Bridge population sites. Overall,
out of 1323, 1299 sites (ANC-821, HRGs-423, Bridge Population-55) were
valid sites during 15th round of surveillance.

Figure 6 depicts the national HIV prevalence among ANC clinic attendees,
HRG and bridge populations from HSS 2017. The observed HIV prevalence
was 0.28% (95%ClI: 0.26-0.29) among ANC clinic attendees, 0.51% (95%
Cl: 0.34-0.68) among single male migrants (SMM), 0.86% (95% CI: 0.64-
1.07) among long distance truckers (LDT), 1.56% (95% CI: 1.46-1.66)
among FSW, 2.69% (95% CI: 2.47-2.91) among MSM, 3.14% (95% CI:
2.61-3.66) among H/TG and 6.26% (95% CI: 5.92-6.59) among IDUs.

Figure 6: HIV Prevalence (%) by population group, HSS 2017, India

2017
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Figure 7 depicts the overall HIV prevalence across various population
groups from HIV Sentinel Surveillance from 2003, 2006 and 2017 rounds of
HSS. In 2003 the prevalence among FSW, MSM and IDU was 10-16 times
higher than that among ANC clinic attendees. In 2017, the HIV prevalence
among FSW was 5 times, among MSM 9 times, H/TG 10 times & IDU was 21
times higher than ANC Prevalence. The figures further confirm that India
continues to have a concentrated HIV epidemic.

Figure 7: HIV Prevalence (%) by population groups,

HSS 2003, 2007 & 2017
2003 2006 2017
ANC (B 0.8 Hos W o028
Migarnts 1.6 0.51
Truckers M 237 I 0.86
Fsw | N 10.33 . 4.9 I 156
MsM | I 847 I 6.41 . 2.69
e I 29.6 I 3.14
IDU | I, 13.15 | . 6.92 I 6.26

Trends among different population groups at national and state level are
derived using moving average method at sites consistent since 2003-07
(Figure 8). At the national level, trends continue to be declining among ANC
clinic attendees, FSW and MSM; while the trend appeared to be stable at a
high level among IDU. Data was inadequate to present trends among H/TG,
single male migrants & long-distance truckers.

Figure 8: HIV Prevalence trend across population groups,
India, 2003-17°
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*3-yr moving averages based on consistent sites (2002-2006 for ANC); ANC-561 sites;(2002-2007 for HRG); FSW-82
sites, MSM-25 sites, IDU-36 sites
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4. HIV Level and Trends among Antenatal
clinic attendees: State

4.1 Level

Figure 9 shows state-wise HIV prevalence among ANC clinic attendees.
Geographical differences continued to exist in the prevalence rates across
different regions. Overall, 13 states have recorded prevalence higher than
national average in 2017. In comparison, only 9 states recorded an HIV
prevalence more than national average in ANC HSS 2014-15. Three high
prevalence states among ANC clinic attendees were from the north-eastern
region of the country, with Mizoram (1.19%) recording the highest
prevalence followed by Nagaland (0.82%) and Meghalaya (0.73%). HIV
prevalence higher than national average was also recorded in the states of
Tripura (0.56%), Manipur (0.47), Gujarat (0.44%), Andhra Pradesh (0.41%),
Karnataka (0.38%), Bihar (0.38%), Delhi (0.38%) and Chhattisgarh (0.35%).
The states of Rajasthan (0.29%), Odisha (0.28%), Telangana (0.28%) and
Tamil Nadu (0.27%) recorded HIV prevalence similar to the national
average. Figure 10 shows the state wise color- coded map of India for 2003,
2006, 2015 and 2017 rounds of HSS. As evident, the states of Mizoram and
Nagaland continue to have a prevalence of 0.75% or more. Erstwhile high
prevalence states of Andhra Pradesh, Karnataka, Maharashtra and Tamil
Nadu have recorded lower prevalence over the years and all have recorded
prevalence of 0.25%-0.50% in 2017.
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Figure 9: HIV Prevalence at ANC sites, India and States, 2017
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HIV prevalence among ANC clinic attendees at different sentinel sites
corroborates the heterogeneous distribution of the HIV epidemic. Table 3
summarizes the distribution of pockets of high HIV prevalence among ANC
clinicattendees in India.

There were 56 sentinel sites, across 18 states and 55 districts, which
recorded a prevalence of 1% or more during the 15th round of HSS. Of them,
56% (32) were from the southern and north-eastern states of Andhra
Pradesh (4), Karnataka (5), Maharashtra (5), Tamil Nadu (4), Telangana (2),
Manipur (2), Nagaland (4), and Mizoram (6). At least three sites with
prevalence of 1% or higher were also noted in states of Bihar, Gujarat and
Uttar Pradesh. Sites with prevalence of 1% or higher had also been
observed in Chhattisgarh (2), Delhi (2), Jharkhand (1), Meghalaya (2),
Odisha (2) and Tripura (1). Of the 56 sites which recorded a prevalence of
1% or more, 14 sites showed prevalence of 2% or more. Out of these 14
sites, 2 each were from Meghalaya, Mizoram and Gujarat.

Table 3: State wise number of high prevalence (> 1%) ANC Surveillance
sitesin HSS 2017

State No of sites with ANC HIV | No of sites with ANC HIV
Prevalence of 1% or more | prevalence of 2% or more

Andhra Pradesh 4 -
Bihar
Chhattisgarh
Delhi
Gujarat
Jharkhand
Karnataka

Maharashtra

Manipur
Meghalaya
Mizoram

Nagaland
Odisha
Rajasthan
Tamil Nadu
Telangana
Tripura

Uttar Pradesh
India

N2 (N RWOWINDNAROINDNINOO|O_2|WININ|W

(3
(=]
-
=N
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Figure 10 : State-wise HIV Prevalence (%) at ANC sites,
HSS 2003, 2006, 2015 & 2017
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There were also 151 sites across 139 districts in 25 states that showed an
HIV prevalence of 0.50-0.99% during HSS 2017. Figure 11 shows the map of
India where districts are colour-coded into low (<0.5%), moderate (0.50-
0.99%) and high (> 1%) based on HIV prevalence recorded among ANC
clinic attendees in HSS 2017. Overall, 33 districts in the country recorded an
HIV prevalence of 1% or more, most being from the north-eastern states of
Mizoram (5), Nagaland (4), Meghalaya (2) and Manipur (2).

Figure 11: District wise HIV Prevalence (%) among ANC clinic
attendees, HSS 2017, India
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There had also been a decline in the number of sites showing a prevalence
of 1% or more during year 2003-17 despite a continuous increase in number
of surveillance sites across country (Figure 12). In 2003, more than one third
(34%) of ANC surveillance sites, out of a total of 416 valid sites, showed a
prevalence of 1% or more; 128 (91%) of them were in the six conventional
high prevalence states of Andhra Pradesh, Karnataka, Maharashtra,
Manipur, Nagaland and Tamil Nadu. In the 2006 HSS round, of the total 566
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valid ANC sites, 26% recorded a prevalence of 1% or more, 121 (81%) of
these high prevalence sites were in six high prevalence states. In contrast,
during the 15th round of surveillance, only 56 of total 821 (7%) valid sites
recorded a prevalence of 1% or more, 32 of them (57%) were in high
prevalence states.

Figure 12: Year-wise distribution of valid sites in different HIV
prevalence (%) categories among ANC clinic attendees, HSS 2003-17
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The changes in prevalence category is also evident from Figure 13 which
highlights not only the declining number of districts with more than 1%
prevalence in country, but also the emerging pockets of high prevalence in
states having low/moderate epidemic.
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Table 4 shows districts with at least one ANC site recording HIV prevalence
of 1% or more among ANC clinic attendees in 3 out of 6 rounds of HSS, i.e
from HSS 2007 to HSS 2017. While most of them were in high prevalence
states from the southern and north-east region, Bihar (Patna), Chhattisgarh
(Bilaspur, Raigarh), Gujarat (Mehsana, Sabar Kantha & Surat), Odisha
(Ganjam & Cuttack), and Rajasthan (Chittaurgarh & Bhilwara) also had
districts in this category. There were 287 sites across 223 districts which
recorded HIV prevalence >1% atleast once or more in the last six rounds.

Table 4: State wise distribution of districts having ANC sites showing
1% or more HIV prevalence in at least 3 out of last 6 rounds of HSS
(HSS 2007 to HSS 2017)

State Districts

AndhraPradesh 12, Anantapur (1), Chittoor (1), Cuddapah (1), East
Godavari(1), Guntur(1), Krishna(1), Kurnool(1), Prakasam (2),
Visakhapatnam(1), West Godavari(2)

Bihar 1, Patna (1)

Chhatisgarh 2, Bilaspur (1), Raigarh (1)

Gujarat 3, Mehsana (1), Sabar Kantha (1), Surat(1)

Karnataka 13, Bagalkot (2), Bangalore(1), Belgaum(1), Bijapur (1),
Chamrajnagar (1), Chitradurga (1), Davangere (2),
Gulbarga(1), Kodagu(1), Mysore(1), Tumkur (1)

Maharashtra 10, Mumbai (1), Mumbai Suburban(2), Akola (1), Buldana (1),
Dhule(1), Nanded(1), Pune (1), Sangli(1), Yavatmal (1)

Manipur 2-Chandel (1), Ukhrul (1)

Mizoram 3-Aizawl (2), Champai (1)

Nagaland 6-Dimapur (1), Kohima (1), Phere (1), Phek (1), Tuensang (2)
Odisha 2-Cutttack (1), Ganjam (1)

Rajasthan 2-Chittaurgarh (1), Bhilwara (1)

Tamil Nadu 5-Coimbatore (1), Dharmapuri (1), Namakkal (1), Salem(1),

Tiruchirapalli (1)

Telangana 6- Bhadradri Kothagudem(1), Hyderabad(1), Jagitial (1),
Karimnagar(1),Mahbubnagar(1),Warangal Urban(1).
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Figure 13 : District-wise HIV Prevalence (%) at ANC sites,
HSS 2003, 2006, 2015 & 2017
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4.2 Trend

The national level trends of HIV prevalence among the ANC clinic attendees
continue to be declining. Trends like national level have been observed in
the erstwhile high prevalence states of Andhra Pradesh, Karnataka,
Maharashtra and Tamil Nadu (Figure 14). The HIV prevalence trend, in the
recent past, appears to be stable to rising in the north-eastern region; largely
because of epidemic in the states of Meghalaya, Mizoram, Nagaland and
Tripura. On similar lines are the trends in the low prevalence states of
northern as well as eastern region where stable to rising trends have been
observed, though at a lower level. The trend in Gujarat, Punjab, Rajasthan,
Haryana, Uttar Pradesh, Delhi and Bihar is indicative of continued rising
epidemic among ANC clinic attendees.

Figure 14: Region wise trends in ANC HIV Prevalence’
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Figure 15: State wise trends in ANC HIV Prevalence based on
consistent sites’
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Figure 16: State wise trends in ANC HIV Prevalence based on
consistent sites’
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Figure 17: State wise trends in ANC HIV Prevalence based on
consistent site’
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Figure 18: State wise trends in ANC HIV Prevalence based on
consistent sites’
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Figure 19: State wise trends in ANC HIV Prevalence based on
consistent sites’
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Figure 20: State wise trends in ANC HIV Prevalence based on
consistent sites™
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Figure 21: State wise trends in ANC HIV Prevalence based on
consistentsites”
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5. HIV Levels and Trends among
High Risk Group (HRG) Population: State

The HIV epidemic in India continues to be concentrated with high
prevalence among HRG. The prevalence level varies, but pockets of high
epidemic exists. Table 5 summarizes the distribution of pockets of high HIV
prevalence (> 5%) by states, among high risk groups in India. Pockets with
high HIV prevalence among FSW and MSM are largely in southern states of
Karnataka, Maharashtra and Telangana. Among MSM, Guijarat also had two
sites with prevalence of 5% or higher. However, pockets of high prevalence
among IDU are in Delhi (3), Madhya Pradesh (2), Manipur (8), Mizoram (4),
Punjab (6) and Uttar Pradesh (3).

TECHNICAL BRIEF

Table 5: State wise number of high prevalence (> 5%) HRG Surveillance

sitesinHSS 2017

No. of Sites with >=5% No. of Sites with >=10%
HIV Prevalence HIV Prevalence

State FSW | IDU | MSM | H/ITG | FSW IDU MSM | H/TG
Chhattisgarh - 1 - - - 1 - -
Delhi - 3 - 1 - 2 - 1
Gujarat - - 2 - - - 1 -
Karnataka 6 - 5 - 2 - 2 -
Madhya Pradesh - 2 - - - - - -
Maharashtra 4 - 2 1 1 - 1 -
Manipur - 8 1 - - 1 - -
Meghalaya 1 - - - - - - -
Mizoram 1 4 - - 1 3 - _
Nagaland - - 1 - - - - -
Punjab 1 6 1 - - 5 - -
Tamil Nadu 1 - - - - - - -
Telangana 3 - 1 1 - - - -
Tripura - 1 - - - - - -
Uttar Pradesh - 3 - - - 2 - _
Uttarakhand - 1 - - - - - -
West Bengal - 1 - 1 - 1 - -
India 17 30 13 4 4 15 4 1
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5.1 Female Sex Workers

Figure 22 depicts state-wise prevalence among FSWs as recorded during
the 15" round of HSS. The HSS among FSW was conducted across 32
states in 245 sites while the valid sample size was achieved by 236 sites.
Most of the states have recorded less than 5% prevalence among FSWs
except for Mizoram (24.7%) and Meghalaya (5.9%). Both Mizoram and
Meghalaya have only one FSW site, located in Aizwal and East Khasi Hill
respectively. The states of Delhi (1.6%), Punjab (2%), Haryana (3%),
Karnataka (3.3%), Maharashtra (3.5%), Telangana (3.5%) and Nagaland
(3.6%) recorded a prevalence higher than the national average. Overall, 17
sites have shown an HIV prevalence greater than 5% among FSW (

Karnataka (6), Maharashtra (4), Telangana (3), Meghalaya (1), Mizoram (1),
Punjab (1) and Tamil Nadu (1)).

Figure 22: HIV Prevalence at FSW sites, India and states, HSS 2017
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The national levels trend of HIV prevalence among FSW is observed to be
declining. The trends appear to be stable to declining among FSW across all
regions, as per an analysis of 3-year moving average trends among
consistent sites. (Figure 23).

Figure 23: Region wise trends in FSW HIV Prevalence based on
consistentsites™
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5.2 Men who have Sex with Men

The 15" round of HSS among MSM was conducted in 26 states involving 89
sites in 84 districts. In total, 12 states recorded an HIV prevalence among
MSM above the national average with the highest prevalence recorded in
the states of Manipur (8.4%), Nagaland (7.7%) and Karnataka (5.4%).
Thirteen MSM HSS sites in 2017 showed high prevalence pockets which fell
in the states of Karnataka (5), Gujarat (2), Maharashtra (2), Manipur (1),
Nagaland (1), Punjab (1) and Telangana (1). Figure 24 shows state-wise HIV
prevalence among MSMs.

The trend of HIV prevalence among the MSM appeared to be declining at the
national level as well as in the low prevalence states of the northern region.
The prevalence trends in the states of Andhra Pradesh, Maharashtra,
Karnataka, Tamil Nadu, Assam and Manipur appeared to be stable to
declining but at a higher level. In the low prevalent states of Bihar and West
Bengal, the trends appeared to be rising but at lower level (Figure 25).

"?3-yr moving averages based on consistent sites; India — 82; HP-South-5 (Andhra Pradesh, Tamil Nadu, Karnataka,
Maharashtra, Telangana) — 28, NE 4- (Manipur ,Nagaland, Sikkim, Assam) — 11, LP-North-8 (Chandigarh, Delhi,
Guijarat, Himachal Pradesh, Odisha, Punjab, Rajasthan, Uttar Pradesh) — 22, LP-East-3 (Bihar, Jharkhand, West
Bengal-11).
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Figure 24: HIV Prevalence at MSM sites, India and states, HSS 2017
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Figure 25: Region wise trends in MSM HIV Prevalence based on
consistent sites”
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5.3 Injecting Drug Users

The 2017 HSS among IDU was conducted at 87 sites in 84 districts across
26 states and union territories. The highest HIV prevalence among IDUs was
recorded in the states of Mizoram (19.8%) followed by Delhi (16.2%) and
Punjab (12.1%). Overall, 9 states recorded >5% HIV prevalence among
IDU. This included states of Chhattisgarh (10.8%), West Bengal (10.8%),
Uttarakhand (9.0%), Tripura (8.6%), Manipur (7.7%) and Madhya Pradesh
(5.3%) (Figure 26). More than one third of the sites (30 sites) recorded HIV
prevalence of more than 5% in this round of surveillance including sites in
the state of Manipur (8), Punjab (6), Mizoram (4), Delhi (3), Madhya Pradesh
(2), Uttarakhand (1), Tripura (1), Chhattisgarh (1), West Bengal (1), and
Uttar Pradesh (3).

3-yr moving averages based on consistent site India -25; HP-South-4 (Andhra Pradesh, Tamil nadu, Karnataka,
Maharashtra) — 7, NE 2 — (Manipur, Assam) — 2, LP-North-5 (Chandigarh, Goa, Gujarat, Himachal Pradesh, Uttar
Pradesh)-7, LP-East-2 (Bihar, West Bengal)-3.
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Figure 26: HIV Prevalence at IDU sites, India and states, HSS 2017
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At the national level, the long-term trends of HIV prevalence among IDU
population appear to be stable at a high level. Among the southern states,
there was only one consistent site located in Chittoor (Andhra Pradesh) and
the prevalence appears to be declining at this site. Stable to rising epidemic
was noted at consistent sites in the northern, eastern and north-eastern
states (Figure 27).
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Figure 27: Region wise HIV Prevalence trends in IDU
based on consistent sites™
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Figure 27-a: State-wise HIV Prevalence trends in IDU
based on consistent sites™
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The IDU epidemic in the country is of dynamic nature. Figure 28 depicts that
for this population group, the epidemic is still emerging. In the early days of
the national AIDS response, surveillance sites among IDUs were largely
located only in north-eastern states and it showed high prevalence in select
north-eastern states. However as the surveillance sites were expanded
across the country, pockets of high prevalence were also noted in many
northern states including in Punjab, Delhi, Uttarakhand and Uttar Pradesh.

“3-yr moving averages based on consistent sites; India —36;(Andhra Pradesh) — 1, NE- 5 (Manipur, Mizoram, Nagaland,
Sikkim, Assam) — 19, LP-North-4 (Chandigarh, Delhi, Punjab, Uttar Pradesh) — 6, LP-East-4 (Bihar, Jharkhand, West
Bengal, Odisha-7).

'°3-yr moving averages based on consistent sites; MN (Manipur)-4, MZ(Mizoram)-3, NG (Nagaland)-8.
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Figure 28a : District-wise HIV Prevalence (%) at FSW sites,
HSS 2003, 2006, 2010 & 2017
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Figure 28b : District-wise HIV Prevalence (%) at MSM sites,
HSS 2003, 2006, 2010 & 2017




Figure 28c : District-wise HIV Prevalence (%) at IDU sites,
HSS 2003, 2006, 2010 & 2017
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5.4 Hijra/Transgender (H/TG) People

The 15th round of HSS witnessed a major expansion of H/TG HSS sites. In
the 2010-11 round, there were only 3 sites among H/TG: 2 in Tamil Nadu and
1in Maharashtra.In 2017, 18 H/TG HSS sites were included (Figure 29).

The aggregated HIV prevalence at these sites among the H/TG was 3.13 %
(95% CI: 2.61-3.66). Four sites recorded an HIV prevalence of more than 5%
i.e. North East Delhi (10.9%), Kolkata (7.3%), Thane (6.80%) and
Hyderabad (6.47%).

Figure 29: HIV Prevalence at H/TG Sites, HSS 2017
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6. HIV Levels and Trends among
Bridge Population

Conducting HSS among single male migrants (SMM) and long-distance
truckers (LDT) helps to get an estimate of the epidemic among the bridge
population. The HSS among the SMM and LDT in 2017 was planned and
implemented across 27 and 28 sites respectively, with many new sites
included. The observed prevalence among SMM was 0.51% (95%CI: 0.34-
0.68) while among LDT it was 0.86% (95%CI: 0.64-1.07). Inter-site
variations in HIV prevalence was observed among both the groups (Figure
30 and 31). Among Single Male Migrants, five sites recorded an HIV
prevalence of more than 1 % i.e. Hyderabad (2.4%) in Telangana, Anugul
(1.6%) in Odisha, Allahabad (1%) in Uttar Pradesh, Dakshin Kannada (1%)
in Karnataka and Krishna (1.2%) in Andhra Pradesh. There were 9 sites with
more than 1% HIV prevalence among LDT, these sites were in Kamrup
Metropolitan (2.8%) in Assam, Purba Medinipur (2.8%) in West Bengal,
Bangalore (2%) in Karnataka, Purbi Singhbhum (1.86%) in Jharkhand,
Nagpur (1.6%) and Mumbai (1.2%) in Maharashtra, Rangareddy (1.6%) in
Telangana, Dimapur (1.21%) in Nagaland, and Salem (1.2%) in Tamil Nadu.

Figure 30: HIV Prevalence at SMM sites, 2017
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Figure 31: HIV Prevalence at LDT sites, 2017
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7. State wise Syphilis Sero
Positivity Level

The blood specimens collected under ANC HSS are tested for Syphilis using
non-treponemal Rapid Plasma Reagin (RPR) test. For Syphilis, a two-test
protocol is used, i.e., first test is qualitative and the second test quantitative.
Only those samples for which the first qualitative test is found reactive, are
subjected to the second quantitative test. Under HSS, RPR quantitative
tests are reported as “reactive” at dilution of > 1:8.

Figure 32 shows state wise Syphilis sero-positivity among ANC clinic
attendees. Overall the Syphilis sero-positivity was low at 0.10% (95%CI:
0.09-0.11). Thirteen states recorded Syphilis sero-positivity above the
national average with the highest sero-positivity among ANC attendees in
Meghalaya (1.03%), Tripura (0.88%) and Haryana (0.37%). Other states
which recorded sero-prevalence above the national average were Sikkim
(0.36%), Nagaland (0.26%), Madhya Pradesh (0.25%), Gujarat (0.18%),
West Bengal (0.17%), Chhatisgarh (0.14%). Manipur (0.13%), Arunachal
Pradesh (0.13%), Delhi (0.13%) and Himachal Pradesh (0.13%).
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Figure 32:- Syphilis Prevalence (%) at ANC Sites, India & States, 2017
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8. Discussion

Over the last three decades, India’s HIV Sentinel Surveillance has evolved
and expanded to facilitate strategic planning & decision making by the
programme countrywide. Sentinel sites have been scaled-up across the
country, and among all population groups, thereby maintaining
repetitiveness of trends, and aiding epidemiological investigations for
Surveillance and Estimations, that have consistently driven the programme
for developing evidence-based responses. This round witnessed for the first
time, linked anonymous testing among all the typologies, thus an effort was
made to link those who tested positive under surveillance with programme
service delivery. While the scaling-up of sites across all population groups
was done, its most noted scale-up was the implementation of H/TG HSS
among 18 sites compared to 3 sites in 2010-11, thus giving the programme a
more robust sample size for data interpretation.

The 15th round of HSS has depicted that HIV epidemic in India continues to
be concentrated among HRG with higher prevalence among IDU (6.23%) &
H/TG (3.14%) population groups at the national level. The prevalence
among the FSW (1.56%) and MSM (2.7%) has continued to show a
declining trend at national level, but a stable, high-level epidemic among
IDU continues to be a major concern.

Analysis of HSS data for state and district level portrayed a diverse epidemic
in India. HIV prevalence has a strong declining trend across all population
groups under HSS in the erstwhile high prevalence states in southern India
like Maharashtra and Tamil Nadu. But still, pockets of high epidemic exist in
these states. Specifically, the prevalence among FSW, MSM and H/TG in
these states remains relatively higher than the national average and
indicates a largely sexual driven epidemic. The national IBBS (2014-15) has
indicated that only half of interviewed HRGs were aware of antiretroviral
treatment (ART) and thus relatively higher prevalence in these states may
be driven by new infections as well as that of improved survival.

The epidemic level in the north-eastern states of Manipur, Mizoram and
Nagaland is high and appears to be stable to rising in the last one decade.
This has been noted in almost all past rounds of HSS and continued to be
observedin 2017 round as well. In these three states, high prevalence sites
were recorded in many districts and among multiple population groups.
Clearly, the epidemic is widespread and well entrenched in these states.
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Additionally, the states of Meghalaya and Tripura are also showing pockets
of a growing epidemic. In Meghalaya, pockets of high prevalence have been
noted in East and West Jaintia Hills and East Khasi Hills. Each of these
states has its own characteristics and factors that are fuelling the epidemic.
In Mizoram and Manipur, the high prevalence among high risk groups points
to an epidemic largely fuelled by injecting drug behavior but also supported
through commercial exchange of sex. In Meghalaya, high HIV prevalence
among FSW as well as high level of sero-positivity for syphilis indicates a
sexually-driven HIV epidemic. On other hand, Nagaland appears to have a
more complex epidemic. The state neither has a large size of HRG nor a very
high HIV prevalence among these core groups, but it continues to record a
high prevalence among ANC. The epidemic in these states needs to be
investigated systematically for ascertaining the locations, populations, their
behaviors and contextual factors which are sustaining and fuelling the
epidemic. Such investigations can help in the designing of appropriate
interventions to strengthen the national AIDS response in these regions.

Besides the north-eastern states, injecting drug behavior is one of the key
drivers of the epidemic in many states of north India, namely, Punjab, Delhi,
Haryana, Uttarakhand, Uttar Pradesh etc. As the IBBS has reported, many
drug users reported having female sexual partners, and condom use with
them is relatively low. Experiences from the north-east have indicated that
an IDU-driven HIV epidemic may lead to a high level of epidemic among
general populations and thus underscore the need for consolidation of
three-pronged prevention programmes for injecting drug users
encompassing needles syringe exchanges, opioid substitution therapy and
condom promotion.

Relatively high prevalence among single male migrants and long-distance
truckers, 2-3 times higher than that of ANC clinic attendees, is a key factor in
the overall burden of HIV/AIDS epidemic in India. The role of migration in
fuelling the HIV epidemic in many northern and eastern Indian states, has
been well documented. In-depth analysis of data from the 2015 round of
surveillance has established that pregnant women with a migrant spouse
have higher prevalence rates in select states. Many of these states are from
northern and eastern regions like Bihar, Uttar Pradesh, Rajasthan and
Odisha which are considered as high out-migration states. Interestingly, in
the states of Manipur and Nagaland, pregnant women with a migrant spouse
were 2-3 times more likely to be HIV positive than the pregnant women with a
non-migrant spouse. As these evidences indicate, migration is fuelling the
epidemic not only in select states of northern and eastern India, but also are
probably playing a significant role in Manipur and Nagaland. Similarly,
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among LDT, many sites recorded a prevalence of 1% or more. Higher risk
among LDT has been well documented. Due to the distance, and the nature
of the road network, truckers usually stay away from their families and
immediate environments for days and sometimes weeks, thereby exposing
them to the high-risk behaviors, usually in and around the truck halting
points. In several rounds of HSS, pregnant women who had a spouse whose
occupation was indicated as “truckers” have been found at higher risk for
HIV thanthose who didn’t report having a spouse who was a trucker.

India is committed to “End of AIDS” as a public health threat by 2030. While
the programme has been hugely successful in the past, there is no place of
complacency and the current challenge resulting from the diversity of the
HIV epidemic with complex and multiple drivers in each state, should not be
under-estimated. The HIV sentinel surveillance has once again provided
clues to hidden transmission and alert signs for our renewed focus on
populations and geographies, that may have otherwise been missed.
Epidemiological findings need to be taken into consideration for tailoring the
national, state and district response, and treatment must be complemented
with strengthened prevention programmes among high risk population and
their clients like migrants and truck drivers with high-risk behaviour, as well
as spouses/partners of these populations.
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Annex 2.
HSS 2017 DATA FORM FOR ANTENATAL CLINIC ATTENDEES (ANC)

(Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box/

Site /SUD-SIte NAME: ...ovevvieerieere e

]

(Site code) (Sub-site No) (sample No)  (Date-DD/MM/YY)

1. Age in completed years

2. Literacy status
1. llliterate 2. Literate and till 5" standard 3. 6" to 10" standard

4. 11" to graduation 5. Post graduation

3. Order of current pregnancy

1. First 2. Second 3. Third 4. Fourth/More

4. Duration of current pregnancy

1. First trimester 2. Second trimester 3. Third trimester

5. Has respondentreceived priorAntenatal care services froma healthcare facility during her current pregnancy?

1. Yes 2. No

6. Source of eferral to the ANC clinic

1. Self-Referral 2. Family/Relatives/Neighbours/Friends
3. NGO 4. Private hospital (Doctor/Nurses)
5. Govt. hospitals (including ASHA/ANM) 6. ICTC/ART centre

7. Current place of residence

1. Urban (Municipal corporation/Council/Cantonment 2. Rural

8. Current occupation of the respondent

1. Agricultural labourer 2. Non-agricultural labourer 3. Domestic servant
4. Skilled/Semiskilled worker 5. Petty business/small shop
6. Large business/Selfemployed 7. Service (Govt./Pvt.) 8. Student
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9. Current occupation of the spouse

1. Agricultural labourer 2. Non-Agricultural labourer 3. Domestic servant
4. Skilled/Semi-skilled worker 5. petty business/small shop

6. Large business/Selfemployed 7. Service (Govt./Pvt) 8. Student

9. Hotel staff 10. Truck driver/Helper

11. Local transport vorker (auto/taxi driver, hand cart pullers, rickshaw pullers etc)

12. Agricultural cultivator/landholder 13. Unemployed

99. Not applicable (for never married/widowed/Divorced/Separated)

10. Does spouse reside alone in anotheplace/town away from wife for work for longer than 6 months?

1. Yes 2. No

99. Not applicable (For never married/WidowedDivorced/Separated)

11. Has respondent everbeen tested for HIV?

1. Yes 2. No

12.1f ever tested for HIV, when was the last she wagested for HIV?

1. Tested during current pregnancy 2. Tested before current pregnancy ~ 99. Not Applicable (For never tested)

13. What was the result of respondent’s last HIV test?

1. Positive 2. Negative 3. Did not collect the test result 4. No Response

99. Not Applicable (For never tested)

14. If positive, is respondent seeking care from any of the following for management of HIV?
1. Government Hospital/ART centres 2. NGO doctor
3. Private Facilities (Hospital/ Standalone clinic) 4. Pharmacist/chemist
5. Alternative/nonrallopathic doctor (Ayurvedic/homoeopathic/siddha) 6. Any other type of doctor
7. Not seeing care for HIV nanagement

99. Not applicable (For all who were either never tested or not positive when last tested for HIV)

15. Is respondent currently taking antiretroviral medications/HIV tablets?
1. Yes 2. No

99. Not Applicable (For all who were either never tested or not positive when lagested for HIV)

Signature/ E%TER: Signature/ g%me:
Name/ <1+: Name/ <1+:

(Person who filled the form/ (Sentinel site in-charge/
fdd fSa® gRT BIH 9R_T 1) Wfewrer wrge wer)
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TECHNICAL BRIEF

Annex 3: Bilingual Data form for Surveillance at
FSW Sites, HSS 2017

HSS 2017: DATA FORMS FOR FEMALE SEX WORKERS (FSW)
T, TF. UE. 2017; ARar dd HiAAT & O 2er g7

[Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box/ &feeTel HIsc #r

STABRT T6T ford/ a1y fargerre)
State/ I District/foTem: o
Site /Sub-site Name/ HTSC/ He HISCT bl oATH:
(Site Code) (Sub-Site No) (Sample No) (Date-DD/MM/YY)

1. Age in completed years/31'|'g (H'F‘T\UT asf & )

2. Literacy Status/ &T&RaT fRyfa
1. llliterate/fa &R 2. Literate and till 5th Standard /TTER 3R Grerel @& 3. 6t to 10t Standard B3 & g@d 7%
4. 11 to graduation/TIREH & TTTH 5. Post-Graduation/ TATAHITR

3. Reason for coming to the service point/ 8aT #g & 317 #) T8

1. Collect Condoms/ &SI clet 2. STD Treatment/ TG 37aR eq 3. Other medical care/ 3= fafcar eq
4. Others, Specify] =3 (fFfave FR- ) 5. Randomly Selected/ WW#?#W

4. Current Place of Residence/ F&I faard &1l
1. Urban (Municipal Corporation/Council/Cantonment) /gt (7R GTIel fa17) S1d) 2. Rural/ZJTHIOT

5. What is the type of sex work you are involved in (Multiple response possible)/ JTT W §HR & I7 Gaf0aT Faarg #xd1 &? (v &

IF RFeq gas F Jaata &)
1. Brothel Based/ JeTTe7T JTEMRT 2. Street Based/ &% JTEMRT 3. Home Based/ &R JTETRT 4. Lodge Based/ T JTEMRT
5. Dhaba Based/ &7eTT JTEMRT 6. Others, Specify/ e (20 &V....ooeeeeeeeeeeeeeeee. )

6. What is the duration for which you have been involved in sex work?/ 379 m#m#ahmmwm#?
1. <6 months / <6 Hfgs" 2. 6 months to 1 year / 6 gl & 1 &rel 3. 1-3years /1-3 &Il
4. 3-5vyears /3-5 &lel 5.>5year/>5 &l

7. How long ago did you have last paid sex?/ HTT@ T 319+ fFda GH7T vge dal & v dFg d=m

Dj Days/féFf Dj Months #fge"

8. With how many clients did you have sex in the last week?/ 3T9s Qe g% & et TEHT TP AFT FEUT? caceeeeeeevreseseverissiesins
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9. Did you have any other source of income, apart from sex work?/ FT HT9HT T F73f & weran #ATE #1 FiE Fv T8 ?
1.Ves/ & 2. No/ gt 3. If yes, specify/ 12 & & & RfFe &.........

10. Did you inject yourself with any drug without prescription, for pleasure, in the last 12 months?/ T 379" a2 ﬂ??ﬂf 7 | #qd Ho
# fore, w3t g qam elialt qanait (7 Siaev g &1 ) F7da B ?
1.Yes/ & 2. No/7gT

11. Have you ever been tested for HIV?/ F4T 3Tqe it ﬁWﬁl‘éﬂT aﬁarrrd’r%?
1.Yes/ & 2. No/gT

12. What was the result of your last HIV test?/ 9@ sfaw WHTé?ﬂ SITer &1 qYoTTe T AT
1. Positive/ Uifaited 2. Negative/ f@aifea 3. Did not collect the test result / ST & GROTH g1 foram
4. No Response / PYS STaTd 6T 99. Not Applicable (For never tested) /@ TET Bl (Siegler Tasmsdr g el 78T R §)

13. If positive, are you seeking care from any of the following for management of HIV? (Multiple response possible) I€Y Ta3Téd Ik D]
wmA ifafed § o Fr e vaaméd & 3R e A @ Rt oft e @ 9 W@ (v @ st il wie)
1. Government Hospital/ART centres/ TSR 3 ETATeT / TR, gy
2. Private Facilities (Hospital/ Stand-alone clinic )/ ﬁsﬁgﬁw (3TETe / TEB-3TelIeT fFeiferen)

3. NGO Doctor/ U1, it 3. fafehcas 4, Pharmacist/chemist/qﬂﬁﬁﬁ/ﬂﬁw
5. Alternative/non-allopathic doctor (Ayurvedic/homoeopathic/ siddha)/ Forfous) I-Talrdfe sfeex {W/W/W)
6. Any other type of doctor/ 3= Y&R & Rifhcas 7. Not seeing care for HIV Management/ T3S & 3U9R w1gT of 3§

99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ ﬂﬁlﬂﬁm (ﬁlﬁﬁ Wﬁléﬂaﬁﬂﬁ
FR Yy feTenT T3S St T Rone aifafed =gt am)

14. Are you currently taking antiretroviral medications/HIV tablets?/ 9T 39 TAATT 7 THRE gar /TS ﬁmﬂ'lﬁ%?
1.ves/8  2.No/&  99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ ?»rrga?r
AT (g oY Ter3msdr S aTgt it oY/ et wasmsdy sira s o Uit w1t )

Signature/ §ET&TT: Signature/ §ECT&TT:
Name/ oTH: Name/ #TH:
(Person who filled the form/ ST forge ¢ar B IRT ) (Sentinel Site in-charge/ﬁﬁﬁﬂ'ﬂ'@'{m)
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Annex 4: Bilingual Data form for Surveillance at
MSM Sites, HSS 2017

HSS 2017: DATA FORMS FOR MEN WHO HAVE SEX WITH MEN (MSM)
W.w.w.zoﬂzgm’f & GrT giT gFEey {@eT drel gm"r & T 2er1 yux

[Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box/ dfeaer HIZC

&) STTABRT TeT i@y 19/ A7)
State/ TST: ......... District/foeT: oo
Site /Sub-site Name/ HT$¢/ T HISC bl oITH:
(Site Code) (Sub-Site No) (Sample No) (Date-DD/MM/YY)

1. Age in completed years/.?ﬂ_,? (awg'ufavf#) | I I

2. Literacy Status/dTERET REafa
1. lliiterate/fAvER 2. Literate and till 5t Standard /&TER 3R Gradf @& 3. 6t to 10 Standard 8&'E aHd A%
4. 11% to graduation/TIRES & &AIGF 5. Post-Graduation/ FAIAHITT

3. Reason for coming to the service point/&ar ¥ & 31 #Fr golg
1. Collect Condoms/ &3 e 2. STD Treatment/THEI3 3TTR. ?JF[ 3. Other medical care/ 3= faf&car 3§f
4. Others, Specify/ e fAESE @ .ovvoeveveeereeeeeeeeeveeeeseeveeeseeessiessesssseesonnn 5. Randomly Selected/ SaRAT &I & go_-? b

4. Current Place of Residence/ FAHIT AT TIIT
1. Urban (Municipal Corporation/Council/Cantonment) gt (FTRTIfciawy 7715 S1d+) 2. Rural/ZJTHIoT

5. Current Occupation of the Respondent/ gfAarE 1 ad AT qTHTT

1. Agricultural Labourer/f‘:‘/‘a’ ¥ 2. Non-Agricultural Labourer/: R «;F/% C/ca

3. Domestic Servant/ E?q C/cT 4. Skilled/Semi-skilled worker/ ??/W/Jﬁf BT Cica

5. Petty business/small shop/ﬂ'g W G g GHlT 6. }large Business/Self—emp/oyed/ﬁ?—Fchl' 3?:{?7'7777 ERISTIR

7. Service (Govt./Pvt.)) FHEART(TIHRT/ A5 8. Student// ﬁa}ﬂ?ﬁ

9. Truck Driver/Helper/Z% dTcie/ HgTTH 10. Local Transport Worker (auto/taxi driver, hand cart pullers, rickshaw pullers etc)
AT GRGT F eI (STl et e, Setarer, arelare)

11. Hotel staff/ glceT HHERT 12. Agricultural cultivator/landholder/F Y/ FTHER

13. Unemployed/ RIS

6. Type of MSM/ UH.UH.TH & 9HR
1. Kothi/@2ft 2. panthi/ gt 3. Double Decker/ 3T 3 4. No Response/ @18 STsIa g

7. Did you have sexual intercourse with any female partner in last 6 months? / #J7T 3T9s R&e 6 #gA) # fa} Afer & arer lT gaer
AT
1. Yes/ & 2. No/ =gt

8. How long ago, did you have last sex with a man?/ mmﬁﬁ#mwmwwimﬂhm FATIT?

D] Days/ faeT ED Months/ #gla
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l9. In the last one month, had you received or paid money (or payment in kind) for having sex with a man?/ oo v 7 & 319 Far
et gad 7 @ arer 3k gaer & faw d6y 3R faw/ R
1. Yes, Received Money/ 87 98/ 3TgR faTd 2. Yes, Paid Money /&1 48/ 39k 2T & 3. Both/glat 4. No/7&

10. Did you inject yourself with any drug without prescription, for pleasure, in the last 12 months?/ #I7 37T9%" Rae 12 #gal &, daer
7ot & farw, w3 & gF qanr Fefidt gant () siFev 7 a9T &) FT daT BEn
1, Yes/ &F 2. No/ F&r

11. Have you ever been tested for HIV?/ &1 3T9aY Fair oft nmnéaﬁ ST FIY %?
1.ves/ & 2.No/ 7t

12. What was the result of your last HIV test?/ 3Tqa Jfas W.?ﬂ?a? ST T TO0TH FIT 412
1. Positive/ ditoifed 2. Negative/ faaifea 3. Did not collect the test result / Sl T G{OTH w7g} foram
4. No Response /TS STaTd A& 99. Not Applicable (For never tested) FIF;I’H?I’?I?IT (Siegiar el Ter3msd ST el 78T S g)

13. If positive, are you seeking care from any of the following for management of HIV? (Multiple response possible) J&I TaTEAY ST &1
T giferee €, aY 71 3T TaInddl F IraR e # @ R it Sre @ 9 @ 32 (v @ it wiafea gare)

1. Government Hospital/ART centres/ TR 3TETAT / T.3R.EY. hgy

2. Private Facilities (Hospital/ Stand-alone clinic)/ ﬁsﬁgﬁw (3T / TE3-3Tell [Felfaiah)

3. NGO Doctor/ T, it 3i1. fafercas 4. Pharmacist/chemist/ TS / ZaT 3T gehtet
5. Alternative/non-allopathic doctor (Ayurvedic/homoeopathic/ siddha)/ Jhfedsr/ I-Te A sieFex (H@ﬁﬁm/@ﬁﬂm/m}
6. Any other type of doctor/ 37 YR & RIfdhcas 7. Not seeing care for HIV Management/T=I3TTSdT & 39T o1&l of W&

99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ FIT?IH'(?TB dr ( arg'ﬁ W&I’Iéiﬁaﬁfﬂﬁ
FIAY A/ AT T3S ST T RUNH Gloifed =Tar 24T)

l14. Are you currently taking antiretroviral medications/HIV tablets?/ FIT 39 dd#HIT # OHREY gar/ vasmdat #) Afarar o & 87
1. ves/ &l 2. No/ 7T&T 99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ FIFIH’@T
BT (Siegiet Ta3Sar Sid ol sl &Y/ fotetent Ta3gdr Sird &l SIoH Gifiied oTel )

Signature/ EdI&R: Signature/ g&AI&:
Name/ &ATH: Name/ aITH:
(Person who filled the form/ =afed for@eh car BT T 1) (Sentinel Site in-charge/ WHWW)
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Annex 5: Bilingual Data form for Surveillance at
IDU Sites, HSS 2017

HSS 2017: DATA FORMS FOR Injecting Drug Users (IDU)
TT.TH.UH.2017: g3 &@RT ALMell gar o arelt & v & fow Ser g

[Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box/ &fcsTeT GIse I

State/ T=d: . District/ T o
Site /Sub-site Name/ TTSE/ T TS T AATH: ...oovvrercvrerrsireersseesisenssssissesens
(Site Code) (Sub-Site No) (Sample No) (Date-DD/MM/YY)

lI. Age in completed years / T ( ?ﬂ-‘lzvf F9f 7-7) | I |

2. Sex/fa;lf
1. Male/ G 2. Female/ &Y 3. Hijra/Transgender/ fgtai/freaix

3. Marital Status/ da1fe® RRIfa
1. Never Married/ 3ifaarfed 2. Married / faarfga 3. Divorced/separated/widowed/ TeTTRRIET/
3rerer/fatrar

4. Literacy Status/@TERET RIfa
1. lliiterate/fAR&R 2. Literate and till 5t Standard /&R FIR Gradf d& 3. 6% to 10t Standard FST GH dFH
4. 11t to graduation/TIREE & &IdFH 5. Post-Graduation/ TGN

5. Reason for coming to the service point/ &aT &g & 31 &) aoig

1. Collect Condoms/FSIH st 2. STD Treatment/THEIST 3R ?JFI’ 3. Other medical care /W@@WW?_F’I'
4. Collect needles & syringes/{;?éF e 5. Opioid Substitution Therapy (OST)/ 33T FiaeTa=T fafeear & faw
6. Others, Specify HeT (FATESE @X...ceeeveeeeoeeeeeeeeeeeseeeeeeeeeseeeesesssseeesee ) 7. Randomly Selected// SaRiT &7 & gﬁ’ B

6. Current Place of Residence/ FAHIT AT TTT
1. Urban (Municipal Corporation/Council/Cantonment) gl (FIRTTIcIF 17 S1a+) 2. Rural/ FTHIOT

7. Current Occupation of the Respondent/ FfadTeY T Ecick i

1. Agricultural Labourer/zm"ﬁ' e 2. Non-Agricultural Labourer/ bird ?:'ﬁ E/cca

3. Domestic Servant/ B?a\' E/cTa 4, Skilled/Semi-skilled worker/gv'\"IWHEf el Cycca

5. Petty business/small shop/Hg m it gepleT 6. Large Business/Self-employed/ ﬁ?—?ﬁlﬁ' 33:?7777/ FFRISTIT
7. Service (Govt./Pvt.)/ FHART(FRFRT/ 71) 8. Student// fagareff

9. Truck Driver/Helper/Z Tlcld] HETIFH 10. Local Transport Worker (auto/taxi driver, hand cart pullers, rickshaw pullers etc)/
[ EATAT TRIET FHERY (FTel et arerer, Selare;, deFalare)
11. Hotel staff/ gleer HHART 12. Agricultural cultivator/landholder/: FF/ FTHER

13. Unemployed/ &RISTITR

8. What is the duration for which you are injecting drugs?/ f&da &I & 319 Feflell gar g?‘ Fganrd@d?
1. <6 months/ 6 Hgla & FH 2. 6 months to 1 year/6 #gleAl & 1 el 3. 1-3years/1 & 3 &
4.3-5years/3H 5 TIeT 5. >5year/ 5 &eT & FIIGT
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bo. How frequently do you inject drugs?/ ITHAR R, fFaa v H1g Fefeft gare g?" ¥ ganTaa 87
1. Once a week or less/&TCATIa® IT 3EH H FH 2. Twice a week/8Fd H &1 dR
3. Thrice a wee/8%Fa # Al I 4. More than thrice a week/8%Fd H AT TR & FIIET

l10. Have you ever been tested for HIV?/ FIT 3Tq=t Haft siY Qil'sﬂ'é'q“f ElEETieil %?
1. ves/ & 2. No/ &%

l11. What was the result of your last HIV test?/ 3T9eT 3ifas Ta3mse siver w1 o F47 91?2

1. Positive/ Ttfelied 2. Negative/ afea 3. Did not collect the test result / ST T GOTH AT foram
4. No Response /1S STaTdl wTgT 99. Not Applicable (For never tested) ﬂﬂlﬂﬁm@mﬁaﬁsﬁ TS AT hefy AT T
?)

£nll.

2. If positive, are you seeking care from any of the f ing for of HIV? (Multiple response possible) Id W&T@iﬂ ST T
g ifafea € at Far 3T vasmEd F 3vAR e A @ R o Sere & o WA €2 (v A rftres wia e w@ra)

1. Government Hospital/ART centres/ TSR 3TETT / T.3TR.EY. e

2. Private Facilities (Hospital/ Stand-alone clinic)/ ﬁ?ﬁﬂﬁw (39T / E3-3Teli fFerfaren)

3. NGO Doctor/ T=T. Sit. 31, Rifehcas 4. Pharmacist/chemist/ wﬁﬁ?—-c/aaﬁﬁrg-cmr
5. Alternative/non-allopathic doctor (Ayurvedic/homoeopathic/ siddha)/ W/W-ngm (m/m/m}
6. Any other type of doctor/ 37T YRR & Afhcas 7. Not seeing care for HIV Management/t'ﬂ?rl‘l‘éﬁ‘fﬂ?w?lﬁ AR

99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ ﬂﬂlﬂ?r% or ( Siegiel Wmﬁﬂﬂﬁ
AT oY/ TeTehT T3S dT St w1 oo aifafed A8t ar)

113. Are you currently taking antiretroviral medications/HIV tablets?/ FIT 3ITq TAATST & VI ar /TSy frafoaiawe?
1. Yes/ & 2. No/ A8t 99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ Frrga?r

A (Sieeley varsgar Sitar =gl sy A/ foeTehr var3néa st 1 gons Gifsied #et u1/ 37 GeAa &)

Signature/ &dT&T: Signature/ §EAT&R:
Name/ #TH: Name/ #TH:
(Person who filled the form/ caferd fEsh g@RT W T 1) (Sentinel Site in-charge/ TfesTel ATSE TTRY )
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Annex 6: Bilingual Data form for Surveillance at
H/TG Sites, HSS 2017

HSS 2017: DATA FORMS FOR HIJRA/TRANSGENDER (H/TG)
Tg. Tg. Ug. 2017: fR=ey fFee¥ & U & fAv 31 gyuv

[Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box/ dfesTer HIsT #r
STHRY T6T foldy BT fagere]

State/ I District/fSrelT: .....

Site /Sub-site Name/ H15¢/ T« ATST T o1

[TTTTTT] 00 1T

(Site Code) (Sub-Site No) (Sample No) (Date-DD/MM/YY)

|1. Age in completed years/ 3Tq (Hrlzvf Fuf3) | | I

2. Literacy Status/@TERAT [Egfa
1. llliterate/ fANER 2. Literate and till 5t Standard /&TER 3K 9rerdl @@ 3. 6 to 10t Standard S3TE G@d T
4. 11t to graduation/7IRES & FIdH 5. Post-Graduation/ EATTHITT

3. Reason for coming to the service point/&aT Fg # 17 #1 TIF
1. Collect Condoms/FSIH &t 2. STD Treatment/THEIST 394X ?_’H 3. Other medical care/ 33T ST ??j’
4. Others, Specify/ 3= (fAfavse & ) 5. Randomly Selected/ SaRcAiT 3T & gt T

4. Place of original Residence/ [T ey ¥4TT
1. Urban (Municipal Corporation/Council/Cantonment) g3 (FTRTTTeia fA717) &1a+) 2. Rural/ FHIOT

5. Current Occupation of the Respondent/ Ffaardl &1 FAHTT FTEATT

1. Agricultural Labourer/«??@‘!f@'q’v_ 2. Non-Agricultural Labourer/ #Tf?faﬁlﬁa?

3. Domestic Servant/ ERSTFT 4. Skilledy/Semi-skilled worker/F-Re7 37Ef orer 51

5. Petty business/small shop/eTg. 3&'}7777/ i gPleT 6. Large Business/Self-employed/ @WLF 33:?7??77 EGISTII

7. Service (Govt./Pvt.)/ FHARY(ERFRY/ A0 8. Student// ﬁa}?ﬂ#

9. Truck Driver/Helper/e Tlcid] HeTdH 10. Local Transport Worker (auto/taxi driver, hand cart pullers, rickshaw pullers etc)/
[ EUTAT TRIGT FHARY (FHiel et arerer, Seiarel, {iFolare)

11. Hotel staff/ gleer HH=RT 12. Agricultural cultivator/landholder/ &%/ STHIGR

13. Unemployed/ RIS

6. Have you received money or payment in kind for sex in the last 12 months??/ UG aRg A & T o F41 AT Faw F QT R
IR faw §2
1. Yes /& 2. No/aTgt 3. No Response/ FY& SaTq =Tgt

7. Did you inject yourself with any drug without prescription, for pleasure in the last 12 months? | ¥IT 319 fRGd 12 #Zgat &, Faa 7 &
fav, #3ft g% qany Fehelt qarHt (It siFev & @ &) F1 daT BAn
1. Yes/ &F 2. No/ T&Y

8. Have you ever been tested for HIV?/ FT 3Tqs F3fY sfY weramsal siver warft &2
1. Yes/ &F 2. No/ =Tgt
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2]A'] SENTINEL SURVEILLANCE 2016-17

9. What was the result of your last HIV test?/ 393 WWJH?E?W%WWW]W
1. Positive/ Giteifed 2. Negative/ rafea 3. Did not collect the test result / ST T GLOTHA 8T forar
4. No Response /TS STaTel &Y 99. Not Applicable (For never tested) FI'I’JIH?TE T (St i) el T3Sl Sirer hafl gt i )

10. If positive, are you seeking care from any of the following for ir nent of HIV? (Multiple response possible) HE?WM?E?W%WW
gifafea &dr Fa13M9 s § 3UER FEa & O fhe o sre @ A R N2 (v & IO 9T T3E)

1. Government Hospital/ART centres/ BRI 3TETTT / T.3R.EY. e

2. Private Facilities (Hospital/ Stand-alone clinic)/ ﬁ?ﬁ'{i’ﬁw (3T / TE3-3TellT TFelfereh)

3. NGO Doctor/ TeT. Sft. 311, Rifrcas 4. pharmacist/chemist/ WIHTHES / &al T gehlel
5. Alternative/non-allopathic doctor (Ayurvedic/homoeopathic/ siddha)/ dehfedes /IR-TeT e STy {H@m/mﬁﬁﬁ/ ﬁa\ﬂ )
6. Any other type of doctor/ 3= YR & Rfhcas 7. Not seeing care for HIV Management/Ta3TT$dl & 3TAR ST81 of 1§

99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ HT?;[H'@I'E a1 (=gl WHT%’E\TSTT’HH@'
Y o/ foerehT Tar3mSa St a1 9doH gifafed wét ar)

11. Are you currently taking antiretroviral medications/HIV tablets?/ FdT 319 AT A VIRE qdar /l'a'&)ﬂéff A M ® %?
1. Yes/&F 2. No/ FTEY
99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ WIH@I’@HT (ﬁﬁﬁﬁﬂ'ﬂ'}ﬂéﬁf EIek ]
T oY/ Toistent T3S e Siter ot oA gifeifed =gt ar)

Signature/ &dT&RR: Signature/ BEAT&R:
Name/ aTH: Name/ aTH:
(Person who filled the form/cafFa T carT B IRT 1) (Sentinel Site in-charge/ ﬁﬁﬁamq&ﬁr)
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TECHNICAL BRIEF

Annex 7: Bilingual Data form for Surveillance at
SMM Sites, HSS 2017

HSS 2017: DATA FORMS FOR SINGLE MALE MIGRANTS (SMM)
TT.0H.TH.2017: Uehel Fardl gest & fow ser go+

[Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box/ afesTer HisT #r

State/ TU=d: District/foeT: oo

Site /Sub-site Name/ HISC/ TS HISC hT ATH: ...

(Site Code) (Sub-Site No) (Sample No)  (Date-DD/MM/YY)

1. Age in completed years / 3ﬂ3’ ( HFZVf Fuf s, ) | I I

2. Marital Status/ darfe® feafar
1. Never Married/ 31faarfga 2. Married / faarfga 3. Divorced/separated/widower/ Hﬂﬁ?glaﬂm/fa%'{

3. Literacy Status/dTERdT fRYfa
1. lliiterate/ A& 2. Literate and till 5t Standard /&TER 3R Grad) @& 3. 6 to 10t Standard B3I 8 &ad T
4. 11 to graduation/TIREH & &Id@F 5. Post-Graduation/ FATTHITT

4. Reason for coming to the service point/@aT Fg # 317 #t ToIg
1. Collect Condoms/FBI# et 2. STD Treatment/THEI3T 394X ?gl’ 3. Other medical care/ 3= fAfcar ?5/’
4. Others, Specify/ H=g (fAfdve F.. ) 5. Randomly Selected/ SRS @7 & gl# b

v

. Since how long you have migrated to the current place? TAHIA AT TITA H 96T 3g3 1 JTelt

ED Years/Ts ED months/#Hgle

Q. Nos. 6,7 & 8- Enquire about the place of original residence of the respondent/ 9% 6, 7, 8 - yﬁrﬂa?avga:ga'mmm'#
AR 8

6. What is the State of your original residence?/ 3IT9 W T BT E 37

7. What is the District of your original residence? HTY HeTHd #T & e 387

8. Place of original Residence/ W "TE e H7 & 3’7
1. Urban (Municipal Corporation/Council/Cantonment) &<l (FIRTIfciay f=a1H) S1a+) 2. Rural/ FTHIOT

9. Current Occupation of the Respondent/ Ffaardl #1 TAHIT TTIHTT

1. Agricultural Labourer/fv'fa‘ e 2. Non-Agricultural Labourer/ Eice 4?7'/'3 Crrca

3. Domestic Servant/ H?H\' Al 4. Skilled/Semi-skilled worker/f?lﬂ]ﬂﬁ BRIl Eizca

5. Petty business/small shop/ﬂ_,u' 33}7?’07 aieT GPlT 6. Large Business/Self-employed/ @?—FJH’ 3&:?77777 ERITIR
7. Service (Govt./Pvt.)) FHART(ERFRY/ F) 8. St‘ud(—:int///%a’}'ﬂaﬁc

9. Truck Driver/Helper/Z% dTciF/ TgTdF 10. Local Transport Worker (auto/taxi driver, hand cart pullers, rickshaw pullers etc)/
FUTAT TR FHIART (e ST arers, Setare;, JeFelard)
11. Hotel staff/ Bleel FHIART 12. Agricultural cultivator/landholder/ Y&/ STHIER

13. Unemployed/ ISR
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10. Did you have sex with a female (other than your wife) in last 6 months? G 6 AL & T 3T (3190 IesiY & 3rerrar )R Afger
& a1y Al aFaey T 2
1. Yes & paid money/ gifts for sex /8T, 48 /3TEREFT 2. Yes & not paid money/ gifts for sex/&7, 9T I&/ITER 3HT
3. Both/glsl 4. No/ 781

11. Did you have sex with another Man in the last 6 months?/ fd@el 6 W#WTWWW A & T IT GFaT TATT 87
1. Yes and he paid money/ gift for sex /8T, U/3TER T 2. Yes & he received money/payment in kind for sex/&T, U /39ER
ECTd 3. Yes & without exchange of money/ gifts /&7 1977 e cled-a+7 & 4. No/ 78T

12. Did you inject yourself with any drug without prescription, for pleasure in the last 12 months?/ 3T 39+ foaa 12 #gaA" 7-7, Faer
#7o & fav, #3 & gF qanT Al gant (it siFey & agt &) T daeT fFaAr?
1. Yes/ & 2. No/ g1

13. Have you ever been tested for HIV?/ #7395 %31 8} versmdat siia #vre 8?
1. Yes/ & 2. No/ T

14. What was the result of your last HIV test?/ 3T9a JH1a# vaaTsdl ST T GO0ITH FIT IR

1. Positive/ difaifea 2. Negative/ faaifea 3. Did not collect the test result / Sl 3T GRIUTIH AT foram
4. No Response /NS STATS &Y 99. Not Applicable (For never tested) ﬂ'ﬂlﬂﬁiﬁ?ﬁ (=gl Fsl Ta3msdr ST Fefy gt
2)

15. If positive, are you seeking care from any of the following for management of HIV? (Multiple response possible) mﬁm T H T
qume gifSifea € A 3T TaanEd) F 3AR e & @ ST o e @ o W@ 2 (v ¥ 3w wiafear wera)
1. Government Hospital/ART centres/ R 3T / T.3TR.3Y. ey
2. Private Facilities (Hospital/ Stand-alone clinic)/ WW(W/@?—W [ECIGED)

3. NGO Doctor/ Tt Sit. 3. fafercas 4. Pharmacist/chemist/ Cﬁlﬁﬁ}_{/mﬁw

5. Alternative/non-allopathic doctor (Ayurvedic/homoeopathic/ siddha)/ Jorfeus / AT-Tad e siareT (m/m/m}
6. Any other type of doctor/ 3 R & RAfhcas 7. Not seeing care for HIV Management/WWé‘qﬁ'é?WHﬁ o
W®

99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ ﬂ'ﬁlﬁ@'tﬂ?ﬁ (ﬁﬁﬁﬁ Wmaﬁ'
FET Y A/ Setent wa3nsdY Sita 1 gdonA aifsfea w7 o)

16. Are you currently taking antiretroviral medications/HIV tablets?/ FIT 39 AT A VA gar /('ﬂ'é)ﬂéﬂ’f #m?ﬁ'%?
1. Yes/ @l 2. No/ FgF 99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ FI'I?;I'H@'
BT (S iey Ta3msar S =Tar T A/ ToieTent T3S S & 90T uifetied wTgr 2T)

Signature/ 8&dT&T: Signature/ &dT&T{:
Name/ AATH: Name/ AATH:
(Person who filled the form/ cafed faras IR e ST 1) (Sentinel Site in-charge/ Tfeaier TT8E TR )
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TECHNICAL BRIEF

Annex 8: Bilingual Data form for Surveillance at
LDT Sites, HSS 2017

HSS 2017: DATA FORMS FOR LONG DISTANCE TRUCKERS (LDT)
TH.UH.TH.2017: ol gl & g drelehl & faw Ser gux

[Please fill the site details in the box below OR Paste the sticker with site details/Stamp the site details in the empty box// &fceTer &I5€ HI

State/ TS covvveeeeeverrecesseenseseessseon . District/fTE: oo
Site /Sub-site Name/ TS/ T TTSC BT ATH: ...t siees
(Site Code) (Sub-Site No)  (Sample No) (Date-DD/MM/YY)

1. Age in completed years/ 3T ( aFqof 97 H) | | I

2. Marital Status/ 3‘371?3:' feufa
1. Never Married/ 3ifaarfga 2. Married / @arfed 3. Divorced/separated/widower/
YT AT/ TaLT

3. Literacy Status/ TR RUfT
1. iliiterate/faver 2. Literate and till 5t Standard /@TER 3R Gradl @& 3. 6t to 10t Standard &1 8 &Td T
4. 11% to graduation/TIREH & &IIGH 5. Post-Graduation/ FAITHITT

4. Reason for coming to the service point/&ar Fg & A Fr dolg
1. Collect Condoms/&FSIH et 2. STD Treatment/THEIST 3TaR 5’_’6' 3. Other medical care/ﬂmgg
4, Others, Specify/ HeT (FATECE @ oovvveeeeeeeeoeeeveeceseeeeeeeeeseeeeeveseeeeveisseeens ) 5. Randomly Selected/ SaRAT T & _E’!# b

5. Current Place of Residence/ dHTT AT &7
1. Urban (Municipal Corporation/Council/Cantonment) gt (IR cia fa78) &1d+) 2. Rural/ ZmHIOT

6. On an average how many days in a month do you spend at home with family? #gla & aTarHr fbetat a7 319 IRTR F T TAT fadra
& Days/f2eT

7. Did you have sex with a female (other than your wife) in last 6 months? fA&e 6 Feal & #3739 (HYAT Geadl & srerrar) fFat #fgar
3 &rer gleT FFEaE T 8
1. Yes & paid money/ gifts for sex/(;'f od/39eIEHT 2. Yes & not paid money/ gifts for sex/ﬁ'fﬁﬂf o/ 39 dHT
3. Both/lAl 4. No/ 78T

8. Did you have sex with another Man in the last 6 months? (Multiple response possible)/ a6 7-73?37 o a7 3197 et q'\'ﬂ" AL F
AR T FFaer qATe 87 (O W A wia i i)
1. Yes and he paid money/ gifts /f'.'f /39 AT 2. Yes & he received money/payment in kind for sex/f','f o/ 39R
e 3. Yes & without exchange of money/ gifts /8 87T &t -3 & 4. No/ &

9. Did you inject yourself with any drug without prescription, for pleasure in the last 12 months? FIT 39t R 712 AT A, Hae
7 & v, w3 ot g8 g aefieht qand (S staew & gt &) #1 e fran?
1. ves/ & 2. No/ €T
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10. Have you ever been tested for HIV?/ F4T 3T9a Foft st '!'ﬂ'Sﬂéﬁ a“fam%?
1. Yes/ & 2. No/ =T&¥

11. What was the result of your last HIV test? / 3T9% HTa# UT3TEd" i FT GRI0TH FIT I
1. Positive/ Gitaifea 2. Negative/ f@aifea 3. Did not collect the test result / SITeI &T TRIOTTH wTgT foram
4. No Response /&S STaTS w181 99. Not Applicable (For never tested) FI'I?IFT%TB a1 ((Siegier 3l Ta3msar Sira s 18T T g)

12. If positive, are you seeking care from any of the following for management of HIV? (Multiple response possible) mwsn'éa% ST HT
o gifafRa & at s vasn$d & 3var Fe § @ Fia @ e F o @ {2 (o A 30 ufafar w@uaa)
1. Government Hospital/ART centres/ TXHRT I ETATS / T.3R.EY. g
2. Private Facilities (Hospital/ Stand-alone clinic)/ ﬁGﬁﬁﬁ?ﬂ'ﬂ' (3TETATeT / TES-37eNT [Felfoiah)

3. NGO Doctor/ e, ST, 311, fafhcas 4. Pharmacist/chemist/ Wﬁﬁ?{/ﬂ@rw

5. Alternative/non-allopathic doctor (Ayurvedic/homoeopathic/ siddha)/ Jhieus / -t STy (H@m/m/
faezm)

6. Any other type of doctor/ 3T YR & Rfhcas 7. Not seeing care for HIV Management/ﬂ?‘rﬁléd’fa?waﬁﬁﬁ

99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ ﬂ'ﬂlﬂﬁﬁﬂﬂ el Wﬁé‘&f@ﬁﬂ'
LT Y A/ TSIt T3S SitT T WO uiteied Fg ar)

13. Are you currently taking antiretroviral medications/HIV tablets?/ FJ7T 3T FHTT # OHRT gar/ Wj‘ﬂ???#ﬂmﬁi?' 3""
1. Yes/&F 2. No/ gt 99. Not Applicable (For all who were either never tested or not positive when last tested for HIV)/ 1o}

AL RYaT (Siegiey Tar3msar Sifar adt s oY/ Foiatet waraiddl site &1 gfioms aifsifea =g ar)

Signature/ EdI&: Signature/ EAI&R:
Name/ T Name/ dATH:
(Person who filled the form/ =af&d TS s canrT B $RT ) (Sentinel Site in- charge/ Tfeater ATSE TRY)
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Annex 9: Consent Form, HRG & Bridge
Population HSS 2017

TE.UH.UH.2017 - Sidardr § #@gAfd / AT g9T

(T T 2017 & A o ag wioEd, TR ST 15 & 48 99 & = g, e W wgei )
sl W)

FH T A MUE WA F A U & ¥ 3EF Aop 60 1 @ E e A awrn i ot s
Tl STy U= Frstsy & o1 T o A B 3 Ta gereves B, o 370 Wy & 35 et 51 8 o Heph
STl w0 A S A A T a e A AT e e o e Eer # awer g g aed E)

W A el vy e ey e waandd S & e dgla Atew vl B S T R s owpt
& v worEdr 99 & ST T gar deer & Ta s v adeer gwiag s §) S e gw afen &
et 4 ae # Pl wamrat, $5t v F o s g e i R g s R e wr
i) gy 8 o 250 W o e T S, SR g e At S T o wraer o ga weer
& Tore =T 0 | e T T AT # W A 3 R A A S S & e & A A T e AL v
fiFe o a7 vE Er ATl e R v 3y St wir & s & dem e gEE ol g vee
s (P I I w4 F R s e & e gl e & e T i § e g A e A
w1 TR 3o Fer @ 3 Iawae F EE wed B

T ARG AT AT AT AT UAT S 6T AT AT A T TR A6t R SO ST S & e
T AT T R i AT FEaT M SR Ui o A S R & U & Ol S A g,
TR 5 N TS T & rIOTS A S W £ Ei, 7 3T 3 T 2 T S S S A
B, At g Ao s ArsE & A v woAd o el =9 & fae v ot & s ) o g e
wrfaror & ora et aforndt & oo st o oo oo & fare wiayfamanceres g, o gant s & ffces ¥t
THTFHETAT T L A e F e T M e i A T 5 e T He

£ AR wee g S S & Fer g A e e e B S g e Tdea B
=T Pl TEISTr i e &, st TR S & T SR o A T SRl W HT R e S AeT A
S, 7T 3T T ST & o S A AT, §R T g SRE S R TR s i v & S
AT FE 1A A A e

T wTen T T g e 3w 6 e g A F o w A g, st st v
FAIOT & qfroITE 1 T A & e meEel, i v ruat A v g e e & e ouie srdes
& Tayerre & FEre T ST g ST A W SR O A S 8 T gan A A A Eree ofehea F e
Framat & W = WM R Rl

ST HTPRT R HarE

# 3T o, TR CRTETT & T e 3 M T 6 T A )
o & e g wdem A i oaarEr Ste & afvore B9 aEen a1 wEar ) SR A o § R g e e qof
i & B T oRs R s & T s e s

EEAIET (3T T e Al

[ o wr A a T ) s AT )
CEIERE TR . FTRT: A

AT = F. FFCTE: AN

i Aty aftardy #r 3my 1507 I B, A afdad @ set & wiva gite wely ol & sw-R ) sfisnes
EEATAETAT 3 T AT
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Annex 10: Assent Form, HRG & Bridge
Population HSS 2017

T 0. UH.2017-3 0 yes & ggafa gov

(TULOETH2017 # $OT fa qr Gidarer, el 3 16 % 17 aF & dnr g, S e /
FERRF [ AT A wEafe T

T 77 AT TR R oR ot A T Tar o o R & wr o wwer wr h ool e
TR AT TR O W I S ST AT ST () G T O AR G O TR e iR
g & i W O & S W R W § W S W e wea) AR wE Wl @ sk g sevdar 8, o
A T AT & W e g s wn i

sy # grefier v fnkor g (wad) veanddr Sedor & foe Sl sieer vl & o f Bfew v
wap & v vk G & waR =T 9Er aeet & e e veekd sdaor sl e §1 s o) mw wler
i uftows 3w i fffesr s, dnt of Fuet & veskdtosr S & fo wicr s Bl T
v Benltl gy 8 & 5 260 S T wee v s & fer e, SR e de W el s
ot & veF s e (P Arnfeer wfndr) oy olf o orr B R se e e 3 et ark o e O F TR
e 8 K A SR Sl & gee ¥ arcs & v R s o o fimer dor W ey o el wrar v o
v Wit iR & fore weiprm & dow swerml ww fie v v weieT (s SRl T e S0 ot
fir Wit o fore qfr g ¥ T o AT 1 awT W o, T s vt & fe i fanr e aRe e
Wt dm w1

T A F W s o o et o v ek Wil Rer smem e wieeer e ol Bem srow o sl
iy & v o vireler T e i Tt aenr st wieer vier v sl SR B A ok T o
T A E i g s ok i v ofee & oftoer S T w1 e, TR A o o § v
# v i S S W §, o B SR wadehl S A Ao o ool o ol B iF TR e
i & wrt i v Pl wduer ¥ aer Al ol F wRr R W aiomr v F fire wREsnewr
T, o e v O fafeees e e wisi il g wEer v T i wie B i T
T O T e R

= T & e wer it ot vl & T e e S e der 0 el ok s O o
PR o Aol T A oy o Rl wer o anr i S ek ¥ o T o v i o v Y
1 i, g s gEv Swaider S e o o oS & Sifer ank ST o e & wer el

i e & e T s o wleer 3 e R oy sem En il v s rd o o o
A A g TR Aeher o s W F uThee SR A o R e, et oo owaen A
iy O o dam & e i ovime o e e fein srol ok o e Benelr T O
A A T S A IR AR e aTiEee & o Al o w0 i S e

T AP e T A

#, . ¥ o, W AR § ey | fmwerek €, A v T &
mm##mmwmmtmmglywtmmmmwmmnﬂm
wilt fr areAn w A off wer & fn wer ey o oot wirelET O WP R veRr fvtor S & e sl

for S|

FRIRE [ 3 T R g d

{ i mi 3w Frer & W W e |
T T S TEAET: i

T W A FIPREAT: i
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Annex 11: SACS's ANC checklist HSS 2017

TECHNICAL BRIEF

S.N

Activity

To be
completed

by

Status

Remarks

1. Background Activity

1.1

Filling of DD (MES) if position is vacant

1.2

Intimation to NACO on DD (MES)-Focal person for HSS 2017

2. Finalization of ANC surveillance sites

2.1 | Validation of new sites in consultation with Regional Institutes
2.2 | Submission of composite sites details to NACO

2.3 | Sentinel site evaluation of ANC Sites

2.4 | Release of budget to Sentinel Sites

3. Procurement

3.1 | Estimation for procurement of consumables

3.2 | Process initiated and Tenders issued

3.3 | Purchase order issued

3.4 | Consumables received at SACS

3.5 | Site-wise packing of consumables

3.6 | Consumables reached sites

4. Testing lab preparation for HSS ANC sites

4.1 | Submission of contact details of lab personnel to NACO

4.2 | Submission of details of ELISA/RAPID tests done at ANC testing
labs to NACO

4.3 | Submission of details of Sentinel Site - Testing Lab linkages to
NACO

4.4 | Release of budget to Testing Lab

4.5 | Consumables reached Testing labs

5. Training of SACS team, SSTs and ANC surveillance site personnel

5.1 | Finalisation of SST members in consultation with Rls

5.2 | Participation of SACS in National Pre-Surveillance Meeting

5.3 | Participation of SACS in Regional Pre-Surveillance Planning
Meeting & TOT

5.4 | Preparation of training plan including identification of training site
@ 3 days per batch (10-12 sites per batch)

5.5 | Communication to the sentinel sites about training dates and
location

5.6 | Preparation of Training Kits (Operational Manual, Technical
guideline, Session wise presentation, data forms, Sample
Transport sheet, Date Form transport sheet, Site codes, sub site
codes, site-Testing lab linkage sheet etc)

5.7 | Training of sentinel sites

6. Orientation/ Sensitization meetings at SACS involving NHM officials & district authorities

6.1 | Letter to key officials from NHM at state and district level on HSS
and support required

6.2 | Sensitization of state level NHM leadership and officials on HSS
and support required during routine state level meeting or as a
separate meeting, as appropriate in each state

6.3 | Sensitization of district level NHM/DMHOs/CMOs on HSS and

support required during site level training or routine district level

meeting

69




2]A'] SENTINEL SURVEILLANCE 2016-17

7.D

evelopment of monitoring plan

71

Constitution of state and district level monitoring team

7.2

Development of integrated monitoring plan to ensure first visit to
every sentinel site in first 15 days of start of HSS by SACS/SST
team/RI/Central Team

8. Printing and Supply of Documents

8.1

Translation of Bi-lingual Data Forms to Local Language

8.2

Printing of Bi-lingual Data Forms

8.3

Bi-lingual Data Forms reached Sentinel Sites

8.4

Printing of Stickers with Site Details/ Preparation of Stamps with
Site Details

8.5

Stickers/ Stamps with Site Details reached Sentinel Sites

8.6

Operational Manuals/ Wall Charts supplied by NACO reached
Sentinel Sites

9. Commencement of HSS 2017 Implementation

9.1

Date of Initiation of HSS 2017 at ANC sites
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Annex 12: State wise HIV prevalence among

ANC clinic attendees, HSS 2003-2017

TECHNICAL BRIEF

State 2003 | 2004 | 2005 | 2006 | 2007 2%%8' 22110' 2‘:132' 22154' 2017
A &N Islands 0.45 0 0 0.17 | 0.25 0.06 0.13 0 0.06 0.06
Andhra Pradesh 1.45 1.7 1.67 1.41 1.07 1.22 0.76 0.59 0.35 0.41
é::gzgﬂa' 0 02 | 046 | 027 | 0 046 | 0.21 026 | 006 | (40
Assam 0 0.14 0 0.04 | 0.11 0.13 0.09 0.16 0.18 0.16
Bihar 0.11 022 | 0.38 | 0.36 | 0.34 0.3 0.17 0.33 0.37 0.38
Chandigarh 0.22 0.5 0 0.25 | 0.25 0.25 0 0 0.25 0.00
Chhattisgarh 0.76 0 0.32 | 0.31 0.29 0.41 043 0.51 0.41 0.35
D & N Haveli 0.13 0 0.25 0 0.5 0 0 0 0 0.50
Daman & Diu 0.27 | 038 | 0.13 0 0.13 0.38 0.13 0.13 0.25 0.00
Delhi 0.13 | 0.31 0.31 0.1 0.2 0.2 0.3 0.4 0.25 0.38
Goa 0.48 1.13 0 0.5 0.18 0.68 0.33 0.25 0.08 0.08
Gujarat 0.38 | 019 | 0.38 | 0.55 | 0.34 0.44 0.46 0.5 0.56 0.44
Haryana 0.27 0 0.19 | 0.17 | 0.16 0.15 0.19 0.17 0.25 0.14
Himachal Pradesh | 0.25 | 0.25 | 0.22 | 0.06 | 0.13 0.51 0.04 0.04 0 0.09
Jammu & Kashmir 0 0.08 0 0.04 | 0.05 0 0.06 0.07 0.05 0.02
Jharkhand 0.08 | 0.05 | 0.14 | 0.13 | 0.13 0.38 0.45 0.19 0.18 0.18
Karnataka 1.43 152 | 1.49 1.12 | 0.86 0.89 0.69 0.53 0.36 0.38
Kerala 0.09 | 042 | 032 | 0.21 0.46 0.21 0.13 0.03 0.05 0.05
Madhya Pradesh 042 | 038 | 027 | 026 | 0.25 0.26 0.32 0.14 0.13 0.11
Maharastra 115 | 097 | 1.07 | 0.87 | 0.76 0.61 0.42 0.4 0.32 0.26
Manipur 1.34 1.66 1.3 1.39 | 1.31 0.54 0.78 0.64 0.6 0.47
‘Meghalya 0.35 0 0 0.09 0 0.04 0.05 0.26 0.16 0.73
Mizoram 1.7 1.5 0.81 094 | 0.85 0.72 0.4 0.68 0.81 1.19
Nagaland 1.69 1.85 | 1.97 1.36 1.1 1.14 0.66 0.88 1.29 0.82
Odisha 0 0.5 0.6 0.55 | 0.23 0.73 0.43 0.31 0.24 0.28
Puducherry 0.13 | 025 | 025 | 0.25 0 0.25 0.13 0 0.13 0.00
Punjab 0.13 | 044 | 0.25 0.2 0.12 0.31 0.26 0.37 0.32 0.11
Rajasthan 0.15 | 0.23 0.5 0.29 | 0.19 0.19 0.38 0.32 0.32 0.29
Sikkim 0.21 0 0.25 0.1 0.09 0 0.09 0.19 0.13 0.05
Tamil Nadu 0.83 | 0.81 054 | 0.54 | 0.58 0.35 0.38 0.36 0.27 0.27
Telangana - - - - - - - - 0.39 0.28
Tripura 0 0.25 0 042 | 0.25 0 0 0.19 0.19 0.56
Uttar Pradesh 022 | 044 | 015 | 0.25 | 0.08 0.18 0.21 0.2 0.21 0.22
Uttarakhand 0.06 0 0 0.11 0.06 0.22 0.25 0.27 0.12 0.13
West Bengal 046 | 0.43 | 0.89 | 0.38 0.4 0.17 0.13 0.19 0.11 0.13
India 0.8 0.95 0.9 0.6 0.49 0.49 0.4 0.35 0.29 0.28
Note:- (1) Based on valid sites (75% of target achieved) (2) No HSS site in Lakshadweep during HSS 2010-
11, 2012-13and 2014-15.(3) All figures in percentage (4) Figures from HSS 2017 are provisional.
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Annex 13: State wise HIV prevalence among
FSW, HSS 2003-2017

State 2003 2004 2005 2006 2007 2008-09 | 2010-11 2017
A & N Islands - 0.5 0.4 - - - - -
Andhra Pradesh 20 16.97 12.97 7.32 9.74 11.14 6.86 0.68
?FZSZiEa' ) ) ) 0 ) 0 0.28 0.27
Assam 0 0 0.76 0.46 0.44 0.8 0.46 0.21
Bihar 4.8 0.2 2.24 1.68 34 2.98 23 0.40
Chandigarh 0.6 0.8 0.67 0.67 0.4 0.82 0 0.00
Chhattisgarh - - - 1.57 1.43 - 273 0.42
D & N Haveli - - - - - - - -
Daman & Diu - - - - - - - -
Delhi 1.61 4.6 3.15 2.8 3.15 217 0.7 1.60
Goa 30.15 - - - - 6.4 2.7 0.80
Gujarat - 9.2 8.13 6.4 6.53 3.74 1.62 0.97
Haryana - - 2 1.19 0.91 1.55 0.48 3.00
Himachal Pradesh 0 0.8 0 0.66 0.87 0.55 0.53 0.08
Jammu & Kashmir - - - 0 - 0 0 0
Jharkhand - 0 0.8 0.88 1.09 0.94 0.82 0.28
Karnataka 14.4 21.6 18.39 8.64 5.3 14.4 5.1 3.33
Kerala 1.94 - - 0.32 0.87 1.46 0.73 0.10
Madhya Pradesh - - 1.82 1.07 0.67 - 0.93 0.64
Maharastra 54.29 41.69 23.62 19.57 17.91 10.77 6.89 3.48
Manipur 12.8 12.4 10 11.6 13.07 10.87 2.8 1.40
Meghalya - - - - - - - 5.94
Mizoram - 13.69 14 10.4 7.2 9.2 - 24.68
Nagaland 4.4 4.44 10.8 16.4 8.91 14.06 3.21 3.60
Odisha - 5.18 26 1 0.8 24 2.07 0.51
Puducherry - 1.94 0.28 1.44 1.3 - 1.21 0.27
Punjab 0 - - 1.36 0.65 0.97 0.85 2.00
Rajasthan 3.92 2.31 3.72 2.55 4.16 3.58 1.28 1.40
Sikkim - - - - 0 0.44 0 0.46
Tamil Nadu 8.8 4 5.49 4.62 4.68 6.22 2.69 147
Telangana - - - - - - - 3.54
Tripura - - - - - - 0.21 1.20
Uttar Pradesh 6.6 8 3.5 1.52 0.78 1.03 0.62 0.22
Uttarakhand - - - - - - 0.44 0.00
West Bengal 6.47 4.1 6.8 6.12 5.92 4.12 2.04 1.25
India 10.33 9.43 8.44 4.9 5.06 4.94 2.67 1.56
Note:- (1) Based on valid sites (75% of target achieved) (2) No HSS site in Lakshadweep (3) All figures in
percentage(4) Figures from HSS 2017 are provisional.
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Annex 14: State wise HIV prevalence among

MSM, HSS 2003-2017

TECHNICAL BRIEF

State 2003 2004 2005 2006 2007 2008-09 | 2010-11 2017
A & N Islands 1.25 - - - - - - -
Andhra Pradesh 13.2 16 6.45 10.25 17.04 23.6 10.14 1.60
Arunachal R R R R _ R R R
Pradesh

Assam - - - 0.78 2.78 0.41 1.4 2.40
Bihar 1.6 1.6 0.4 0.3 0 1.64 4.2 3.63
Chandigarh - 1.36 1.6 4.8 3.6 2.79 0.4 2.40
Chhattisgarh - - - - - - 14.98 247
D & N Haveli - - - - - - - -
Daman & Diu - - - - - - - -
Delhi 27.42 6.67 204 12.27 11.73 7.87 5.34 1.80
Goa 9.09 1.68 4.9 4.8 7.93 6.4 4.53 0.60
Gujarat - 6.8 10.67 11.2 8.4 5.48 3 3.99
Haryana - - - 0 5.39 3.2 3.05 2.79
Himachal Pradesh - - - 0.44 0 0.4 1.23 0.82
Jammu & Kashmir - - - - - - - -
Jharkhand - - - - - 2 0.4 0.86
Karnataka 10.8 10 11.61 19.2 17.6 12.52 5.36 5.40
Kerala - 0.89 3.2 0.64 0.96 0.75 0.36 0.23
Madhya Pradesh - - - - - - 7.94 4.40
Maharastra 18.8 11.2 10.4 15.6 11.8 11.9 9.91 4.69
Manipur 29.2 14 15.6 10.4 16.4 17.21 10.53 8.40
Meghalya - - - - - - - -
Mizoram - - - - - - - -
Nagaland - - - - - - 13.58 7.66
Odisha - - - - 7.37 4.19 3.79 0.80
Puducherry - 5.22 5.6 2.47 2 - 1.21 0.20
Punjab - - - 4.8 1.22 3 2.18 4.67
Rajasthan - - - 0 - - - 4.80
Sikkim - - - - - - - -
Tamil Nadu 4.2 6.8 6.2 5.6 6.6 5.24 241 1.02
Telangana — b - — — — - 3.10
Tripura - - - - - - -

Uttar Pradesh - - - - 0.4 4.07 1.56 1.14
Uttarakhand - - - - - - - 285
West Bengal - 1.33 0.54 6.6 5.61 4.9 5.09 2.34
India 8.47 7.47 8.74 6.41 7.41 7.3 4.43 2.69

Note:- (1) Based on valid sites (75% of target achieved) (2) No HSS site in Lakshadweep (3) All figures in
percentage(4) Figures from HSS 2017 are provisional.
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Annex 15: State wise HIV prevalence among
IDU, HSS 2003-2017

State 2003 2004 2005 2006 2007 2008-09 | 2010-11 2017
A&N ) ) R ) ) B ) }
Islands
Pradech - - - - 3.1 69 3.05 0.00
prunachal - - - 0 0 0.23 0.24 0.00
Assam 5.56 4.48 7.86 2.86 2.14 3.64 1.46 0.69
Bihar - - - 0.2 0.6 5.47 4.54 0.70
Chandigarh - 4.8 9.2 17.6 8.64 13.6 7.2 3.60
Chhattisgarh - - - - - - 0.42 10.77
D&N ) } R ) } R } }
Haveli
Daman & ) ) B ) ) B ) )
Diu
Delhi 14.4 17.6 22.8 10 101 18.6 18.27 16.21
Goa - - - - - - - -
Guijarat - - - - - - 1.6 1.20
Haryana - - - 0 0.8 2 0.8 -
Pradesh. - - - - - 0-65 4.89 1.60
Ko 0 0 0 25 - 0 0 0.00
Jharkhand - - - 0.4 - 1.65 2.02 0.42
Karnataka 2.8 0 - 3.6 2 2 0 0.40
Kerala - 2.58 5.19 9.57 7.85 3.04 4.95 0.41
Pradeeh - - - - - - 513 533
Maharastra 22.89 29.2 12.8 20.4 24.4 20 14.17
Manipur 24.47 21 241 19.8 17.9 28.65 12.89 7.66
Meghalya 0 0 0 3.33 417 - 6.44 1.62
Mizoram 6.4 6.8 4.8 3.05 7.53 5.28 12.01 19.81
Nagaland 8.43 3.22 4.51 2.39 1.91 3.17 2.21 115
Odisha - - - 10.4 7.33 7.2 7.16 3.40
Puducherry - - - - - - - -
Punjab - - - 13.8 13.79 26.36 21.1 12.09
Rajasthan - - - - - - - -
Sikkim - - 0.48 0.2 0.47 1.45 0 0.00
Tamil Nadu 63.81 39.92 18 24.2 16.8 9.48 - -
Telangana 0.80
Tripura - - 10.92 0 0 0.42 0.45 8.55
o - - - 463 1.29 246 2.03 453
Uttarakhand - - - - - - 4.33 8.98
West Bengal 2.61 3.83 7.41 4.64 7.76 6.9 2.72 10.76
India 13.15 11.16 10.16 6.92 7.23 9.19 7.14 6.26
Note:- (1) Based on valid sites (75% of target achieved) (2) No HSS site in Lakshadweep (3) All figures
in percentage(4) Figures from HSS 2017 are provisional.
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Annex 16: State wise HIV prevalence among Single Male
Migrants (SMM), Long Distance Truckers (LDT) and
Hijra/Transgender (H/TG), HSS 2005-2017

SMM LDT H/TG
State 200 | 200 | 200 | 200 | 201 201 200 | 200 | 200 | 201 201 200 2007 200 | 201 20
5 6 7 9 1 7 6 7 9 1 7 6 9 1 17

A &N Islands - - - - - - - - - - - - -
Andhra _ _ B _ _ _ - - 3.2 - - - - 4.2
Pradesh 0.40 i 0.40 4
Arunachal _ _ _ _ _ - - - - - - - -
Pradesh
Assam - . . . - looo| - - - - |2g0| - - - -
Bihar - - - - - - - - - - - - -
Chandigarh - - - - - - - - - - - - -
Chhattisgarh - - - - - 0.00 - - - - 0.41 - - - -
D & N Haveli 0 - - - - - - - - - - - -
Daman & Diu - - - - - - - - - - - - -

i 55
Delhi - - - - ~ lom| - - - " looo| - - - |3
Goa - - - - - - - - - - - - -

i 24
Guijarat - - - 1.8 0.67 013 - - - 3.09 0.60 - - - - 0
Haryana - - - - 1.33 - - - - - - - -
Himachal
Pradesh i - 0 0 0 |ooo| - | 04 - - . . i B
Jammu _ _ _ _ _ _ _ _ _ _ _ _ _
&Kashmir
Jharkhand - - - - - - - - 1.2 186 - - - -
Karnataka - - - - 0 - - - 3.2 - - - - 26

0.60 i 2.00 0
0.1

Kerala - - - - 0 0.00 2.4 3.6 0.8 0 0.00 - - - - 6
Madhya
Pradesh B 3 3 3 B 0.40 3 B 3 247 0.00 B B 3 3

42.2 5.2
Maharastra - 24 1.6 3 1.07 053 - - - 1.61 1.40 29.6 1 16.4 | 18.8 0
Manipur - - - - - - - - - - - - -
Meghalya - - - - - - - - - - - - -
Mizoram - - - 0.8 1.22 - - - - - - - -
Nagaland - - - - - - - - - 121 - - - -
Odisha -] - |88 | 32 | g | 273 - - - | oso | - - . ! é7
Puducherry - - - - - - - - - - - - -
Punjab - - - - 1.2 0.40 1.07 - - - 0.40 - - - -

. 2.8
Rajasthan - . i - - |oso | - - - © |oao | - - - - 0
Sikkim - - - - - - - - - - - - -

Tamil Nadu - - - - 0.8 - - - 2.01 - - - 3.82 04
i} 0.20 : 1.00 . 0
Telangana 6.4
9 2.37 0.80 7
Tripura - - - - - - - - - - - - -
Uttar Pradesh - - - - - 1.00 - - - - 0.40 - - - -
Uttarakhand - - - - - - - - - - - - -
7.2
West Bengal - - 9.27 | 242 1.61 0.80 272 | 272 175 | 3.71 1.20 - - - - 8

. 42.2 31
India L] 1.6 3.61 217 | 0.99 0.51 237 | 2.87 | 1.57 | 2.59 0.86 29.6 1 16.4 | 8.82 4
Note:- (1) Based on valid sites (75% of target achieved) (2) No HSS site in Lakshadweep (3) All figures in percentage(4) Figures
from HSS 2017 are provisional.
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N

/Tremendous efforts have been made to collect data on the HIV/AIDS epidemic
through HIV Sentinel Surveillance. Over the past two decades, the HIV surveillance
has expanded; the geographical unit of data generation, analysis and use for
planning through HIV surveillance has shifted from the national to the State and
district level. This technical brief analyses and describe the level and trend of
HIV/AIDS epidemic across seven study population based on data from over 650
districts across 35 States and Union Territories.

HSS 2016-17 highlights that the HIV epidemic continues to be heterogenic in India
with varied HIV prevalence by location and populatio. These epidemiological
findings need to be taken into considerations for tailoring the responses by all
stakeholders including policy makers, programme managers, research scholars,
community and civil society. )
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