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MODULE ONE

Basics of HIV and AIDS
A training manual for
caregivers for
HIV positive children

The Naz Foundation (India) Trust
and
American India Foundation
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Foreward
The spread of HIV/AIDs in India has long been a concern for AIF. Since our
inception in 2001, AIF has been actively involved in HIV/AIDS related
programming by creating awareness, providing healthcare, and trying to curb the
spread of the disease in various States of India. Closest to our hearts was the
work we did with children infected and affected by this epidemic.
After several years of working in the space, and as bilateral organizations such
as USAID took over large scale HIV/AIDS interventions around the country, AIF
realized that it's greatest impact could be made in the areas of working with
orphaned and vulnerable children. Often the most neglected group in HIV/AIDS
programming, we thought developing child-specific interventions that focused not
only on the disease but also on the development of the child holistically would be
the right approach. Care homes are often created through the compassion of
community members who want to make a difference. Their passion and
commitment is heartwarming, however they often lack the technical
understanding and capacity to deal with issues related to HIV/AIDs and overall
child development. At the same time, as new drugs and better nutrition have
improved the quality of life for children, there is also a growing need to develop
practices that address adolescent concerns.
In 2010, AIF funded the Naz Foundation (India) Trust to develop a training
program for caregivers of children affected by HIV/AIDS. Emerging from the
experiences of thirty organizations working in this field, we are excited to present
this four-part manual, "Positive Caregiving for Children Living with HIV". The
manual goes over recommended best practices for childcare, disease
management, counseling, disclosure/legal issues and sex and sexuality for
youth.
AIF and its partner, the Naz Foundation (India) Trust, would like to thank various
NGOs for their inputs and insights into the development of these modules. We
look forward to a deep and engaged learning experience for the many caregivers
who have committed their lives to caring, loving and providing for children
affected by HIV/AIDS.
Dr. Sanjay Sinho
CEO, AIF

Preface
HIV has aggravated the problem of abandoned children with increasing numbers
of orphaned and vulnerable children (OVC) and decreasing numbers of
caregivers. Governments and NGOs are struggling to provide care for
abandoned children whenrelatives are not willing to accept them. The challenge
now is to address this issue while keeping the focus on supporting communities
to care better for OVC.
Many of the care homes are unable to provide quality care. While some are still
running in a charity mode, others are unaware of a right based approach.
Therefore,there is an urgent need to train caregivers in the care and
management of childrenliving with HIV/AIDS in institutional settings so that they
receive proper care.
We felt the need to develop a training manual based on needs emerging from the
experiences of different organizations and Naz India's experience of running a
care home for orphaned children living with HIV. The Naz Foundation (India)
Trust and American India Foundation (AIF) came together to develop this
manual. We hope this would help us in transforming an institution into a home
where children exercise their fundamental right to a loving, fun-filled childhood
with access to health, education and a safe, stigma-free environment.
The module is divided into four parts with information on HIV/AIDS, sex and
sexuality, Child care and child-specific special issues. Caregivers will be able to
use it as a guide for the care and management of children living with HIV/ AIDS.
We are grateful to donors for their big-hearted support through AIF to make this
project possible. We would like to place on record appreciation for Ms. Charu
Johri & Ms. Payal Rajpal of AIF for their oversight. We tender our sincere
gratitude to Ms.Chaitali Dasgupta for editing and Ms. Sangeeta Das for the
beautiful and effective illustrations.
The Naz team deserves a big appreciation for their efforts led by Ms. Anuradha
Mukherjee, the Programs Manager who worked zealously for making this
comprehensive manual. Special thanks to Mr. James Veliath who coordinated the
project with the enormous support from Ms. Madhulika Masih, Ms. Meeta Sen,
Ms.Geeta Kumari, Ms. Barnali Das, Ms. Kathrine Flaate and Ms. Jaya Tiwari
without whose help this manual would not have been a possibility.
We dedicate this manual to the committed caregivers of care homes all over our
country struggling to provide children a better life.
Anjali Gopalan
Executive Director, Naz Foundation (India) Trust
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INTRODUCTION
Getting To Know Each Other
Purpose: To welcome and introduce
each other.

o-:

)-:

Procedure:

D-:

]-:

\-:

You Will Need: Bag of toffees.

• The facilitator introduces himself / herself and talks very briefly
about the organization and the workshop.
• A bag of toffees is then passed around by the facilitator.
• All participants are asked to introduce themselves by giving
their names, the organization they represent and also share
something personal about themselves. Depending on the
number of toffees one takes, he/she will be expected to speak
those many things about oneself. If it's two they will have to
say two things about themselves and so on.
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INTRODUCTION

INTRODUCTION
Icebreaker: Rainbow of experiences
Purpose: To create an open and
friendly environment before beginning
the workshop. To sensitize participants
to respect other people's views.
Procedure:
Participants are asked to choose a colour they identify with and
make a semi circle according to the colours that are closely related
to each other.
For example yellow, followed by orange, red, violet, green etc.
If two people choose blue, ask them to speak to each other and
decide which of them will opt for light or dark blue.

Expectation

Purpose: To give participants
an opportunity to articulate their
expectations from the workshop.
To voice any concerns they
might have.

You Will Need: Flip chart, markers.

Procedure:

Finally, there will be a rainbow formation. Participants must then
say why they identify with the colour they have chosen.

Ask participants what their expectations are from the workshop
and if they have any concerns they would like to discuss.

After everyone has spoken, begin a discussion on the choices.
There could, for instance, be more than one person identifying with
a colour, but for different reasons.

List the key points on the flip chart as they speak.

End the exercise by pointing out how varied human experiences,
behaviour and attitudes can be. Stress on the importance of
working with people who are different from oneself and of the need
to have an open mind and not judge others by one's own beliefs
and standards.
2
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Discuss the responses together as a group and address any
concern.
If there are expectations that are outside the scope of the
workshop, they could be directed to other resources or
organizations.
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INTRODUCTION

INTRODUCTION
Goals and outline of the training:

Purpose: To outline the goals of the
workshop, the agenda that will be followed
and the topics that will be covered.
You Will Need: A prepared flip chart or
PowerPoint Presentation or Transparencies.

• To train caregivers to deal with and handle special issues of
children with infection. Such as- stigma and discrimination,
disclosure, death and dying.
• To equip caregivers with the knowledge of rights of children
as this will help them initiate action when these basic rights are
violated. Caregivers can pass this knowledge on to the children
under their care and enable the latter to be aware of their rights
as citizens of India.
• To train caregivers to take care of themselves.
The facilitator can put up a rough agenda of the workshop
consisting of the topics that will be covered each day.

Procedure:
The facilitator discusses the goal or objective of the workshop
using the prepared presentation.

Note : Participants should be given adequate time to clear doubts
and seek clarifications.

Points to be covered:
• To train caregivers in the care and management of children
living with HIV, by providing and reinforcing their knowledge
about various aspects of HIV/AIDS.
• To train caregivers in dealing with issues related to sex and
sexuality with children, by first making them feel comfortable with
these issues and ensuring they are well informed on the same.
• To train caregivers on counselling, on the psychological,
emotional and medical care of children in general and children
living with HIV in particular.
4
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INTRODUCTION

INTRODUCTION

Recommended Ground Rules
Ground Rules
Purpose: To establish an agreedupon code of behaviour for the group
so each member feels safe and able
to rely on others in the group.

You Will Need: Chart paper and markers.

Confidentiality- What we share in this group will remain in
this group. Ideas and experiences that were discussed during
the workshop may be shared, but personal identities and details
must NOT be disclosed.
Right to pass- It is always okay to pass or remain silent.
Respect- Give undivided attention to the person who has the
floor. No whispering or talking among themselves, switching off
mobile phones.
Punctuality- Being on time for sessions and not keeping others
waiting and thus delaying the training.

Procedure:
Explain that these ground rules are necessary to create an
encouraging environment that will enhance their learning and
participation.
Then ask them to suggest ground rules for the training and
list them on the chart paper.
Suggest any ground rule that has been missed out for the
recommended list of Ground Rules.
Put up the chart in the room and keep it throughout the
training and refer to it when people are not adhering to the
agreed-upon rules. The members can also be asked to
remind each other when someone breaks any of the
ground rules.

6
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Open debate- Everyone has the right to check someone's
accuracy of facts.
Non-judgmental Approach-We can disagree with another
person's point of view or behaviour without judging or putting
him/her down.
Sensitivity to Diversity- We will remember that members in the
group may differ in cultural background and / or sexual
orientation. We will be careful about making insensitive or
careless remarks.
Acceptance- It is okay to feel uncomfortable. All of us can feel
uncomfortable when talking sensitive and personal topics,
including HIV and sexuality.
No smoking, no sleeping or lounging around.

Module 1 – Basics of HIV and AIDS
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MODULE 1
BASICS OF HIV AND AIDS
Message:
Knowing and understanding an illness or
disease is a vital step towards its treatment
and prevention as well as care and
management of the ill.
Lack of appropriate knowledge leads to fear
and the incapability of dealing with issues
related to HIV/AIDS making this is a
huge barrier in the Care and
Management of PLHA.
Appropriate knowledge will help Caregivers
take care of PLHA as well as help them
impart the right information and equip
PLHA to take better care of
themselves in the longer run.

Session I: LET'S BEGIN WITH
Learning Activity I:
CONNECTING WITH HIV/AIDS
Content:
„ Expressing personal feelings
and fears about HIV/AIDS
Objective:
„ To allow participants to describe
their personal feeling and fears
regarding HIV/AIDS and to allay
these fears by providing
appropriate information.
You will need:
Coloured blank cards, pen/pencil, box/bowl

u On one side of the card ask the participants to write down one
thing that they would like to learn about HIV/AIDS in the
training.
u On the other side ask them to write down their greatest fear
about being exposed to HIV/AIDS.
u Ask participants not to write their names on the card and drop
the cards into the box/bowl.
u Pick one card at a time and first discuss what the participants
want to learn about HIV/AIDS. Address queries that are not
covered in the training module. If the queries are covered in the
training module refer the sessions that will address the issue.
u Next read the feelings and fears put down by the participants
and encourage a discussion on why these fears and feelings
exist. Allay these fears briefly in this session.

Procedure:u Each participant is asked to pick a coloured card of their choice.
Outcome:
~ This will allow the participants to come out with their
personal fears and feelings regarding HIV and see
how inadequate information and lack of appropriate
knowledge leads to misconceptions and fear
regarding HIV/AIDS which in turn leads to
discrimination and insensitivity towards PLHA.

10
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Session I: LET'S BEGIN WITH
Learning Activity II:
IMPACT OF THE HIV EPIDEMIC
Content:
„ History, Origin, Status and
Response to the Epidemic
Objective:
„ To sensitize participants to the global
impact the HIV virus has on the lives
of those infected and affected by it.
„ To make them see that the HIV
epidemic is a common growing
concern for the global community.
You will need:
PowerPoint presentation OR Transparent slides and projector
OR
index cards, updated handouts, flip chart/white board, markers
Procedure:u Facilitator first makes a presentation on:
i) History and statistics of the Epidemic- Global and Indian
Trends
ii) Status and Response to the Epidemic in India
The facilitator can prepare this presentation on PowerPoint or
on transparent slides or using handwritten post cards, whichever
is convenient. (See Annexure I)

12
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u Next Facilitator asks the participants to say where they think
the virus came from and keep noting them down on the flip
chart. After this the facilitator shares a few theories on the
origin of the virus. (See Annexure I)
Having done this the facilitator must emphasis that no matter
what the origin, what is important is how we can help treat
those already affected by the virus and how we can prevent
further spread of the virus.
NOTE: The facilitator must give out updated handouts of the data and
information shared in Learning Activity II to the participants.

Outcome:
~ Participants will be able to see the widespread nature of
the virus cutting across borders, cultures and classes
affecting all sexes and ages. It will allow them to become
sensitive and aware of the need to prevent further spread
of the virus that has already claimed so many lives and
the need for proper care of those who are living with
HIV or have been affected by it.
Module 1 – Basics of HIV and AIDS
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Session II: The ABC of HIV AIDS
Learning Activity I:
FUNDAMENTAL FACTS ABOUT HIV / AIDS
Content:
„ Defining the virus
„ Effect of the virus on the Immune System
„ Understanding the Immune System
„ Factors necessary for HIV Transmission
Objective:
„ To demystify the terms HIV and AIDS.
„ To understand how and why HIV/ AIDS
can affect people.
You will need:
Flip Chart/White Board, Markers.
Handouts containing the terms and facts.

Procedure:u The facilitator makes this an interactive session where he/she
asks the participants on what they understand by HIV, AIDS,
the Immune System, WBCs and puts down their response on
the flip chart / white board.
He/she then simultaneously goes about expanding or clarifying
on these responses.(See Annexure II)
Terms to be discussed:
i) What does HIV stand for?
ii) What does AIDS stand for?
Since the term Immuno occurs in both HIV and AIDS the
facilitator introduces and explains here the term Immune System
and how it is affected by the HIV virus.
14
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The analogy of the body as a country can be used to explain the
body's Immune System.
(See Annexure II)

Questions to be discussed:
1) What is the Immune System?
2) What are WBCs?
3) How does HIV affect the
Immune System?

(Mention here that HIV is a retrovirus and briefly discuss how it
replicates in the human body. Facilitator can use rough drawings
as visuals or use Power Point presentation or transparencies
containing the replication process. These visuals can be
downloaded from websites or found in books on HIV/AIDS.)
4) What is the difference between HIV and AIDS?
Having discussed what is HIV and AIDS and how HIV affects the
immune system the facilitator highlights the point that for actual
infection to happen two basic factors are necessary:
a) Viral load or concentration of HIV.
b) Port of entry of the virus into the human body without
which there can be no transmission.

Module 1 – Basics of HIV and AIDS
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a) Viral load or concentration of HIV: (See ANNEXURE II)
To expand on the factor of Viral Load, the facilitator first needs
to introduce the participants to the fact that the WBCs that the
HIV virus infects are found in body fluids. This can be done by
raising the question:

u Now the facilitator introduces the concept of Viral load or
concentration and stresses on the fact that the risk of HIV
transmission depends on the concentration or viral load of
HIV in these body fluids. (See Annexure II)

What is the medium that the WBCs use or require to move
around in the body identifying intruders?

u Using the table given in Annexure II the facilitator divides
the body fluids according to the concentration of viral load
and discusses which body fluids are likely to transmit
infection. (See Annexure II)

OR

b) Port of entry of the virus into the human body

How do the WBCs patrol the body for invaders?
To make it interesting the facilitator asks the participants to list
the various body fluids that they can think of. Keep listing their
responses on the flip chart/white board.
( List of Body Fluids in Annexure II.)

Make sure that Participants list all body fluids including Sweat,
Urine and Saliva. To facilitate this participants can be asked the
following:
l What happens when we are sad?
(We cry resulting in tears.)
l What do we do first thing in the
morning?
(We Urinate.)
l What happens when we
think of some delicious food!
(We salivate)

16
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It is crucial to highlight this point because much of the fear and
misconceptions surrounding HIV AIDS arises from a lack of
knowledge of this basic fact!
u To bring forth this fact, the facilitator can lay down a simple
example:
Outline of a simple house can be drawn. A house without any
doors or windows. The Participants are then asked the question~ What is required for entering the house?
The answer will be doors / windows.
The facilitator takes the cue from
here and points out the fact that for HIV
virus to infect the body there has to be
a port of entry into the human body.
The facilitator briefly discusses the
ports of entry. (See Annexure II)
Outcome:
~ Knowledge of the basic facts about HIV and AIDS will help
in understanding what makes people vulnerable to it. It will
raise the veil of 'mystery' that surrounds this illness. It.
Module 1 – Basics of HIV and AIDS
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Session II: The ABC of HIV/AIDS
Questions for discussion:
Learning Activity II:
ABOUT TRANSMISSION, PREVENTION AND
NON-TRANSMISSION OF HIV
Content:
„ The Modes of Transmission
„ Prevention of Transmission
„ Evaluative exercise on non-transmission of HIV
Objective:
„ To be aware of how HIV is transmitted
and how transmission can be prevented.
„ To be aware of how HIV is not transmitted.
You will need:
For Modes Of Transmission:

l How can HIV be transmitted through blood?
l How can HIV be transmitted through semen, vaginal fluid,
menstrual blood?
l How can HIV be transmitted through breast milk?
l What are the possibilities of HIV transmission through the
other fluids?
u Based on the responses, the facilitator classifies the four
modes of HIV transmission. With the help of PowerPoint
Presentation / Transparencies or Flash cards, the facilitator
initiates an interactive discussion on each of the four modes:
i) Contaminated blood
ii) Unprotected sexual intercourse with an infected person
iii) Infected parent to child or Mother-to-child transmission
iv) Use of contaminated needles

Flip Chart/White Board, Markers, Visuals on PowerPoint
Presentation OR on Transparencies OR on Flash cards,
Over-head Projector,
Print outs of the information to be given
out as handouts to participants.
For evaluative exercise on non-transmission of HIV:
Visuals on PowerPoint Presentation OR on Transparencies,
OR on Flash cards, Over-head Projector.
OR Handouts of Rating Behaviour / Activity Assessment,
Table, pen / pencil
Procedure:u The facilitator goes back to the body fluid table discussed
in the previous learning activity and asks the participants to
route the manner in which these body fluids can transmit HIV.
18
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Points to be expanded on: (See Annexure III)
1) When is a person at risk of HIV transmission through
contaminated blood?
2) Who and when is a person at risk from contaminated needles?
3) How can the transmission through contaminated blood and
needles be prevented?

5) How and when does parent-to-child transmission take place?
i) Divide the participants into three groups giving each group a
situation:
l HIV Positive Father and HIV Negative Mother
l HIV Positive Father and HIV Positive Mother
l HIV Negative Father and HIV Positive Mother

4) What are the different types of sexual behaviour that people
practice?
NOTE: If there is hesitation to discuss sexual behaviour recall the

fact that 85% of infections in India are through the sexual route
and this makes it important to understand how HIV infection
occurs through the sexual route.
a) Let the participants list all the types of sexual behaviour that
they are aware of irrespective of whether these behaviours
put one at risk of HIV infection.
b) Ask participants to classify the sexual behaviours into High
Risk, Low Risk and No Risk of HIV transmission. Make a
classification table on Flip Chart.
c) Discuss the reasons for High, Low and No Risk. Mention
about sexually transmitted infections (STIs) while discussing
the above points.
d) Ask participants to put forth ways in which transmission can
be prevented. Expand and clarify on them.

ii) Ask the groups to come up with their answer on whether the
combination of partners they have been given is likely to
transmit HIV infection to their infant or not. Ask them to share
their explanation with the other groups.
u The facilitator can then clarify and expand on the possibilities
of transmission.
iii) Expand on the 3 stages of mother-to-child HIV transmission
and how the incidence of transmission can be minimized :
l During Pregnancy
l During Labour and Delivery
l After birth through breast-feeding

(For Sexual Behaviour Classification Table, Reasons and
Preventive methods see Annexure III)

(For Details See Annexure III)

20
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ii) If Rating Behaviour/Activity method is being used then:
During Labour and Delivery

During Pregnancy

After birth through
breast-feeding
3 stages of mother-to-child HIV transmission

Evaluative Exercise on non-transmission of HIV
u The facilitator can begin by stating that as much as it is
important to know how HIV is transmitted it is equally
important to know how it is not because this will help in
preventing the stigma and discrimination that those affected
and infected with HIV face.
For the evaluative exercise:
i) If visuals are being shown then:
a) Facilitator first shows the visuals of how HIV is not spread to
the participants. One visual is shown at a time and the
participants are asked to respond in 'YES' or 'NO' whether
the activity / behaviour mentioned in the visual causes HIV
transmission or not.
b) If 'YES' ask participants to explain why and same if they say
‘NO'.
c) Clarify or expand on the response if necessary and move to
the next visual.
22
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a) Facilitator hands out the assessment table print outs to
each participant and explains how to fill the table.
Participants are asked to rate the behaviour/activity as
'Definitely a Risk', 'Probably Not A Risk' and 'Definitely Not A
Risk' by ticking on the appropriate column. Give about 10
minutes to complete the exercise.
b) Read out each behaviour/activity and ask the participants to
read out their rating. Make sure that all participants answer.
c) Give out the right answer and clarify or expand on the
responses if necessary.
(See Annexure IV for Behaviours/Activities that do not spread
HIV and for Rating Behaviour Assessment Table along with
explanations.)

Outcome:
~ Awareness of the modes of HIV transmission, the factors
that put one at risk of HIV infection and the preventive
methods will help deter further spread of the virus.
The knowledge will allow caregivers to answer questions
regarding HIV transmission and prevention that they will
invariably face from children under their care.
This awareness among children will help them look after
their own health and ensure that they do not transmit the
infection to others in the future.
~ Clarity on the behaviours and activities that do not
transmit HIV will prevent the stigma and discrimination
often meted out to people living with HIV/AIDS.
This clarity care givers can pass on to children under
their care thereby equipping the children with the right
information to raise their voice against any discrimination.
Module 1 – Basics of HIV and AIDS
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Session II: The ABC of HIV/AIDS
ENERGIZER
Game of Condom Card Line-up
followed by Condom demonstration.

Learning Activity III:
DIAGNOSIS AND STAGES OF HIV/AIDS
YOU WILL NEED:

a) 3-4 sets of Condom Line-up Cards
depending on the number of participants.

Content:
„ The importance of Testing and Counselling
„ Stages and Symptoms in HIV/ AIDS
„ Opportunistic Infections
Objective:
„ To highlight the importance of
diagnosing the infection
„ To trace the path of the virus from
transmission to AIDS

To prepare these you will need Large
Poster Board Cards and markers for
writing the 18 steps of Condom use.
One card for each step.

THE GAME

B) Packed condoms and bananas
for demonstration

~ Participants can be divided
into groups
~ Each group be given a set of condom line-up cards which
have been shuffled beforehand.
~ The groups are asked to set the cards in the right order of
use.
~ Give the groups 5 minutes.
~ The fastest group with the right order is the winner.
The facilitator or a volunteer from the participants can then
make a demonstration of proper use of condom with the help
of the packed condoms and banana. (SEE Annexure V)

24
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You will need:
Series of random pictures of people belonging
to different age groups, sex, profession,
ethnic groups, posted on large index cards
along with some space below the pictures
to write comments.
Pen/pencil, Flip Chart/White Board, Markers
Procedure:For Diagnosis:
u The facilitator passes the pictures around the group. Each
participant picks a picture.
The participants are asked to pen down in the blank space
provided below the pictures whether the person in the picture is
HIV positive or not and why they think so. Let all the participants
give their response first.

Module 1 – Basics of HIV and AIDS
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u The facilitator then stresses the fact that:

Points of discussion:
1) Benefits of Counselling

i) The only way to know whether a person's status is positive or
not is through testing alone.

Ask participants to respond.
List out their response. Make
sure they cover the points
listed in Annexure VI.

ii) Infections and other symptoms similar to those that appear in
an HIV positive person alone do not determine a person's HIV
status. Only a test can do so.

2) Pre-test counselling

u Following this the facilitator discusses when and why is
testing necessary.

3) Post-test counselling

i) Participants are asked to list out the situations following which
a person should get HIV test done. (See list in Annexure VI)
ii) The facilitator discusses with the participants why testing is
necessary. (See list in Annexure VI)
u The facilitator discusses the different types of HIV tests.
i) ELISA Test

4) Right to and Ethics of
Confidentiality
(See Annexure VI For Details)

.
For stages and symptoms:
u The facilitator can begin this discussion by stating that HIV /
AIDS is often called the “silent epidemic” due to its very long
incubation period - meaning that a person can be infected for
many years without showing any symptoms.

ii) Western Blot Test
iii) P-24 Antigen

NOTE: It is essential here to bring in the importance of
Counseling, Integrated Counseling and Testing Center (ICTC)
and Confidentiality as an integral part of HIV care and support.

Although HIV infection can theoretically be divided into
different phases, it is important to note that it cannot in practice
be precisely demarcated into separate and distinct
phases with easily identifiable boundaries.
The health of the HIV positive person will depend on the health
of his or her immune system (on CD4 cell count and viral load in
the blood) as well as on the exposure to infections and diseases
in the environment).
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iv) DNA or RNA Viral Load Test
v) PCR Test
(See Annexure VI for details)
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NOTE: The Facilitator must stress here that people living with
HIV/AIDS are particularly susceptible to infections because:
l Suppression of the immune system
l Psychological stress, which can influence the immune system
l Depletion or reduction in the person's nutritional status

Outcome:
Being aware of the steps involved in diagnosis of HIV will
help:
a) Prevent HIV transmission among those who are
vulnerable to and at risk of being infected with HIV.
b) Timely intervention and proper medication to those
already infected.
Being aware of the stages and symptoms of HIV will enable:

u Facilitator discusses the stages and symptoms following the
transmission of HIV. Points that need to be stressed here are:

a) Reducing high risk behaviour among HIV positive people.
b) Appropriate care and treatment of HIV positive people.
Equipped with the above knowledge caregivers of children
can play a vital role in:

i) Exposure
ii) Window Period
iii) Most infectious stage
iv) Asymptomatic stage

a) Enabling and ensuring that those under their care
practice positive prevention.
b) Providing appropriate care, support and treatment that
children living with HIV require.

v) Onset of Symptoms

~ Early Symptomatic Phase
~ Acute Symptomatic Phase
~ Opportunistic Infections
vi) Severe Symptomatic stage
(See Annexure VI for details)
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Session III: BUSTING MYTHS
i) The facilitator divides the participants into groups of 4 or 5
depending on the number of participants.
Learning Activity I:
TRUE OR FALSE
Content:
Myths and Misconceptions about HIV/AIDS
Objective:
„ To tackle the many myths and misconceptions
that have surrounded the HIV and AIDS
epidemic and caused people to take
untold risks and perpetuate the
stigma and discrimination.
You will need:
For Myths and Misconceptions about HIV/AIDS:
Large Index Cards/ Large Paper Chits with the
Myths and Misconceptions written on them
and a bag or bowl for keeping these cards,
Flipchart / White Board and markers for keeping points.
Print outs of the information to be given out
as handouts to participants.
Procedure:u The facilitator can begin by saying that many myths and
misconceptions surround information regarding the HIV virus
which aggravate the risk of HIV infection. Clearing these
misconceptions can prevent risky activities and discrimination
against those who are HIV positive or are vulnerable to it.
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ii) The large index cards/paper chits containing the myths and
misconceptions are put in a bag or bowl. The facilitator asks
one group at a time to pick one card and reads it out aloud.
iii) The group is given 5 min to discuss the answer amongst
themselves and respond by saying 'Myth' or 'Fact' along with
their explanation. The facilitator marks the group. 20 points if
the answer and explanation is right and 10 points if only the
answer is right but not the explanation.
iv) The facilitator can pass the card to the next group if the
original group fails to answer or answers only a part. In such
cases a bonus 10 point can be given to the group who got
the pass card.
v) The facilitator keeps clarifying and expanding on the
answers if necessary.
vi) Steps i) to v) is repeated till all the cards have been
exhausted. Team with the highest score wins.
(See Annexure VII for Myths and Misconceptions and
explanations.)

Outcome:
~ Breaking down myths and clarifying the misconceptions
will lift the veil of misinformation that surrounds HIV/AIDS
and prevent people from taking unnecessary risks. This is
especially significant in the case of children and youth.
So being equipped with the correct information on
HIV/AIDS, caregivers can give the appropriate
care and support to those under their care.

Module 1 – Basics of HIV and AIDS
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MODULE 1
BASICS OF HIV AND AIDS
RESOURCE MATERIAL FOR
FACILITATORS AND PARTICIPANTS
Annexure I : Basics of HIV and AIDS
Annexure II : The Immune System
Annexure III : HIV Transmission, Prevention
and Non-transmission
Annexure IV : Behaviour Assessment Table
Annexure V : Condom Line Up and Proper use
of condom
Annexure VI : Diagnosis and Stages of HIV
Annexure VII : Busting Myths about HIV / AIDS

The Good News is...

Annexure I

u A record 1.4 million people started lifesaving treatment in 2010
more than any year before.

FOR SESSION I

History and Statistics
u The first case of HIV/AIDS was detected in the early 1980s in

the United States.
u Today HIV/AIDS has replaced malaria and tuberculosis as the
world's deadliest infection.

u At least 420,000 children were receiving anti-retroviral therapy
at the end of 2010, a more than 50% increase since 2008,
when 275,000 children were on treatment.
u About 6.6 million people were receiving anti-retroviral therapy in
low and middle-income countries at the end of 2010.

u HIV/AIDS is the fourth leading cause of death worldwide.
u Since 1981 nearly 30 million adults and children have died of
AIDS related causes.
u According to UNAIDS, UNICEF and WHO, the Global
Statistics by 2010 estimated:
l Nearly 34 million people are living with HIV of which
estimated 50% are women.
l Children living with HIV/AIDS is estimated to be 3.4 million.
l People newly infected with HIV is about 2.7 million.
l Children newly infected with HIV is estimated to be 390,000.
l 1.8 million have died due to AIDS.
u By the end of 2009 orphans due to AIDS was estimated to be
16.6 million.

HIV in India
In 1986, the first known case of HIV was diagnosed amongst
female sex workers in Chennai.
By 1987, about 135 more cases came to light. Among these 14
had already progressed to AIDS.
As per UNDP's 2010 report it is estimated that India has an adult
prevalence of 0.31 percent with 23.9 lakh people infected with
HIV, of which:
u 39 percent are female and
u 3.5 percent are children, which is nearly 70,000 children
u An estimated 50,000 children are infected by HIV every year.
The HIV prevalence among the High Risk Groups, i.e., female sex
workers, injecting drug users, men who have sex with men and
transgender is about 20 times higher than the general population.

34 million with HIV,
50% are women
34

3.4 million children
living with HIV/AIDS

16.6 millions orphans
due to AIDS
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India’s response to HIV
The Government from its part has responded very positively to
address the issues related to HIV. NACO at National level and
State AIDS Control Societies at State level have played a major
role in all aspects of HIV. Highest priority has been laid on
preventive efforts. At the same time, there is attempt to integrate
prevention with care, support and treatment through a four
pronged strategy:
1. Preventing new infections in high risk groups and general
population through targeted intervention of high risk groups and
scaled up interventions in the general population.
2. Providing greater care, support and treatment to larger number
of PLHA;
3. Strengthening the infrastructure, systems and human resources
in prevention, care, support and treatment programmes at the
district, state and national levels; and
4. Strengthening the nationwide Strategic Information Management
System.
The voluntary sector, NGOs, FBOs, UN Agencies, other
international agencies along with the corporate sector have
various programmes in the field of HIV like, prevention, care and
treatment, addressing the issues of stigma and discrimination.

Origin of the virus
There are many theories about the origin of the HIV virus that
makes the round of discussions regarding when and where did
HIV come from. However there is no clear consensus on these
and none have been proven to be the true origin.
36
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It is generally accepted that HIV is a descendant of a Simian
Immuno deficiency Virus or SIV found in the monkey species.
Certain strains of SIVs bear a very close resemblance to HIV.
It is believed that SIV virus at some stage passed onto humans
and mutated into HIV virus. Some of the speculative theories that
claim this are:
The Hunter Theory
It is said that the virus (SIV) was transferred to
humans as a result of chimps being killed and
eaten or their blood getting into cuts or wounds
of the hunter. SIV on a few occasions adapted
itself within its new human host and become
HIV. Every time it passed from a chimpanzee to
a man, it would have developed in a slightly
different way within his body, and thus
produced a slightly different strain.

The Colonialism Theory
The colonial rule in Africa was particularly
harsh and the locals were forced into labor
camps where sanitation was poor and food
was scare. SIV could easily have infiltrated
the labor force and taken advantage of their
weakened immune systems. Laborers were
being inoculated with unsterile needles
against diseases such as smallpox to keep
them alive and working. Also many of the
camps actively employed prostitutes to keep
the workers happy. All these factors may
have led to the transmission and
development of HIV as a disease.

Module 1 – Basics of HIV and AIDS
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Contaminated Needle Theory
African healthcare professionals were using
one single syringe to inject multiple patients
without any sterilization in between. This could
have rapidly have transferred infection from
one individual to another resulting in mutation
from SIV to HIV.
The Oral Polio Vaccine Theory
In this it is said that the virus was transmitted
via various medical experiments especially
through the polio vaccines. The oral polio
vaccine called Chat was cultivated on kidney
cells taken from the chimps infected with SIV in
order to reproduce the vaccine. It was then
given to millions of people in the Belgian
Congo, Ruanda and Urundi in the late 1950s.
This is considered to be the main source of
contamination, which later affected large
number of people with HIV. But it was rejected
as it was proved that only macaque monkey
kidney cells, which cannot be infected with SIV
or HIV were used to make Chat. Another
reason is that HIV existed in humans before the
vaccine trials were carried out.
Other Theories - The Conspiracy Theory
According to a survey, which was carried
among African Americans it was found that
HIV was manufactured as part of a biological
warfare programme, designed to wipe out
large numbers of black and homosexual
people.
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Scientists investigating the possibilities often become very
attached to their individual 'pet' theories and insist that theirs is the
only true answer, but the spread of AIDS could quite conceivably
have been induced by a combination of many different events -

Through injections

Colonial practices

Wars

Travel

Genetic engineering

When it comes to who was the first person to be infected with
HIV there is no clear answer. The earliest known case of
infection with HIV-1 in a human was detected in a blood sample
collected in 1959 from a man in Kinshasa, Democratic Republic
of the Congo. (How he became infected is not known.)
We know that the virus has existed in the United States since at
least the mid- to late 1970s. From 1979-1981 rare types of

pneumonia, cancer, and other illnesses were being reported by
doctors in Los Angeles and New York among gay men.
These were conditions not usually found in people with healthy
immune systems. It is likely that we will never know who the first
person was to be infected with HIV, or exactly how it spread
from that initial person.
Perhaps a more pressing concern for scientists today should not
be how the AIDS epidemic originated, but how those it affects
can be treated, how the further spread of HIV can be prevented
and how the world can change to ensure a similar pandemic
never occurs again.

Module 1 – Basics of HIV and AIDS
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Annexure II

HUMAN IMMUNO-DEFICIENCY VIRUS
Human - Person

FOR SESSION II

Immuno Deficiency - Compromised Immune System

Did You Know…
gp120
Envelope
Protein

Virus - An agent that causes disease

Anatomy of HIV virus
p24
Capsule
Protein

gp41
Envelope
Protein

p17
Matrix
Protein

Lipid
Membrane

Single
Stranded
HIV RNA

Reverse
Transcriptase

HIV...
u Stands for Human Immuno-Deficiency Virus

AIDS...
u Stands for Acquired Immune Deficiency Syndrome
u Caused by HIV that weakens the body's natural defense
system against infections and illnesses.
u It is a condition in which the person is incapable of fighting
both common and serious infections.
u It is a stage where the HIV has weakened the immune
system so much that the infected person suffers from multiple
Opportunistic Infections (OIs) such as- TB, cancer, skin
infections, pneumonia.
(For OIs See Annexure VI)

u Can survive only in the human body.
ACQUIRED IMMUNE DEFICIENCY SYNDROME
u A very fragile virus, that cannot survive in air for more than 30
seconds to 1 minute.

Acquired - Not born with/not inherited

u Infects the immune system which is the body's natural
defense against disease-causing organisms and makes the
body vulnerable and prone to various infections and illnesses.

Immune - Body's defense system

u Persons infected with HIV may not exhibit symptoms of the
disease and can, therefore, infect others without knowing it.

Syndrome - A group of signs and symptoms
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Deficiency - Not working to capacity/ reduction
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The Immune System…
It is the body's natural defense system working towards
destroying and protecting the body from disease-causing
organisms that ente the body and cause various infections and
illnesses.
An Analogy: Our body is like our country. It needs to be
protected from invasion. India has huge army that constantly
patrols our borders and protects us from invaders. Similarly our
body has a immune system which has soldiers called white
blood cells or WBCs that patrol the body and protect us from
invading germs and viruses that cause infections and illnesses.
The Human Immune System

Tonsils and
Adenoids

Lymph
Nodes

Lymph
Nodes
Lymphatic
vessels
Thymus

Spleen

Appendix
Bone
marrow
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Peyer’s
patches
Lymph
Nodes
Lymphatic
vessels
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THYMUS

SPLEEN

A small organ located
behind the breastbone.
This is where your
Lymphocyte, T-Cells
mature after being
created by bone marrow
(T is for Thymus)

The largest lymphatic
organ in the body. It
contains White Blood
Cells, that fight infection
or disease. It also helps
control the amount of
blood in your body.

BONE MARROW

LYMPH NODES

The yellow tissue in the
center of your bones is
responsible for making
White Blood Cells, that
are destined to become
Lymphocytes.

Small bean-shaped
structures that produce
and store cells that fight
infection and disease.
When you have an
infection your lymph
nodes can get larger
and feel sore.

White Blood Cells (WBCs)…
u WBCs make up our body's immune system. The WBCs send
out antibodies when they come across invading germs and
destroy them keeping us healthy.
u WBCs are not all alike and are differentiated into two types.
Those that have the presence of protein on their surface and
those that don't.
u Cells with these proteins are numbered and are called ‘Cluster
of Differentiation' or 'CD'. The WBCs containing the protein
cluster numbered CD-4 form an important group of cells called
T-helper cells which coordinate to fight against enemy germs.
Without them the body's immune system is weakened.
u In a healthy person the CD-4 count range is between 10001500.
Module 1 – Basics of HIV and AIDS
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How do WBCs patrol the body for invaders?

Where are WBCs found?

Bone Marrow

White blood cells
may ingest the
pathogen to kill it

WBC
Pathogen

Red Blood Cells

White blood cells
may produce
antibodies which
bind to the
pathogen killing it

Platelets

White Blood Cells
(Leukocytes)

Pathogen

WBC
Antibodies
Agranulocytes

Granulocytes
Neutrophil
54% - 62%

Basophil Eosinophil
0.5% - 1% 2% - 4%

Monocyte
3% - 8%

Lymphocyte
25% - 33%

White blood cells
may produce antitoxins to bind to
toxins produced
by microbes

WBC
Anti-toxins

Toxins

Myeloid Cells
T-cell B-cell NK cell
(Matures in Thymus)

Bone marrowl
New T cell

u The WBCs that protect the body against germs and viruses
travel everywhere in the body and are found in all body fluids.
Body fluids help the WBCs to move around in the body.

T
B

Mature
T - cells
CD-4+
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Saliva

He

lp

List of Body Fluids
Tears

Blood

Semen

Breast milk

Vaginal Fluid

Amniotic Fluid

Faecal matter

Menstrual Blood

Cerebrospinal Fluid

Pre-ejaculation Fluid
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CD-8+

B

B

Thymus

CD-8+

Sweat

Mature B cells

Activation
of T cell
CD-8+

Helper
T- cell

Natural
killer T cell

Cell mediated
Immune response
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Neutralizes
Microbe

Antigen
receptors

B
Microbe

Help

Activation
of B cell
into
Plasma
cell

Antibody mediated
Immune response
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HIV and the Immune System…

HIV : A Retrovirus

u HIV affects the Immune system by destroying the WBCs that
help fight invading germs and viruses.
u The HIV virus attaches itself to those WBCs which have the
protein cluster CD-4 on their surface. These CD-4 cells release
T-helper cells (antibodies) to fight the invading germs
(see WBC section in previous page).
u The HIV virus replicates / multiplies itself on these CD-4 cells
gradually killing them. With depletion of CD-4 cells there is
depletion in production of T- helper cells. As a result the body's
immune system is severely weakened.
u Though the body's immune system does produce antibodies to
the virus, these antibodies are unable to inactivate it because
the virus is able to change and mutate at such high rate that it
out spaces the immune system's ability to produce effective
antibodies.
u A weakened immune system lowers the resistance of the body
and leaves it vulnerable to various infections and a number of
illnesses, gradually leading to AIDS.
HIV enters
the body

HIV attaches
to CD-4 WBC

HIV Uses CD-4
to copy itself

Infected CD-4
creates infected
T-helper cells
T

T
T

T

T
T

Body acquires

AIDS
46

Body is infected
with several diseases

T
T

Immune system
fails due to lack
of healthy T cells
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Normally the human body consists of cells whose core consists of
DNA. The DNA consists the genetic code or the blue print of the
working of the cells that keep us healthy and alive.
HIV is a retrovirus that has RNA in its core and contains the genetic
code for HIV virus.
A retrovirus is a RNA virus that replicates on its host cells and uses
the process of reverse transcript to convert RNA into viral DNA and
create more viral RNA and thus infect the healthy human cells.
The virus may then remain dormant for months or even years. In
the event of another infection, the infected cells get activated by the
body's immune system and HIV begins to copy itself and go on to
infect more cells.
Any infectious disease by activating the immune system is
therefore likely to lead to viral replication.

HIV Replication Cycle
Steps in the HIV Replication Cycle
1) Fusion of the HIV cell to the host cell surface.
2) HIV RNA, reverse transcriptase, integrase, and other viral
proteins enter the host cell.
3) Viral DNA is formed by reverse transcription.
4) Viral DNA is transported across the nucleus and integrates into
the host DNA.
5) New viral RNA is used as genomic RNA and to make viral
proteins.
6) New viral RNA and proteins move to cell surface and a new,
immature, HIV virus forms.
7) The virus matures by protease releasing individual HIV proteins.
Module 1 – Basics of HIV and AIDS
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Replication: Life Cycle of the HIV virus
2 HIV RNA, Reverse

1 Fusion of the HIV

Transcriptase,
integrase & other
viral proteins enter
the host cell

viral RNA with a
host cell surface
HIV

®

®®
®

®

®®

®

®

®®

®®
®®

Pre-integration
complex
gp120

®®

®

Reverse
Transcriptase

®

®

®
®

®

®

formed by
reverse
transcription

®

Host Cell

Viral RNA

®

3 Viral DNA is
®

®
®

Nucleus
Virion

Host DNA

®

Integrase

Viral DNA

®

®

®

®

4 Viral DNA
enters Nucleus

8 The virus
matures
by protease
releasing
individual
HIV proteins.

5 DNA integrates
into host DNA

®

®

®

®

®®
®®®
®
®®
®®

New Viral RNA

7 New viral RNA
& proteins move
to cell surface &
a new immature,
HIV virus forms.

®®
®® ®®
®®®®

Un coating: The viral core partially casts off its coat to expose
the viral RNA. Once inside the cell, the conversion of the viral
RNA into double-stranded DNA takes place as the enzyme
reverse transcriptase becomes active.
Reverse transcriptase: The reverse transcriptase enzyme
creates a double-stranded DNA copy of the single-stranded
viral RNA generating a viral DNA.

®

9 Mature
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Penetrating: After attachment, HIV releases the entire RNA
genetic material core with all the proteins and enzymes into the
CD4 cell.

®

CD4

Binding: The HIV virus attaches itself to the CD4 cell through
the lipid protein coat on its surface.

6 New viral RNA
is used as
genomic RNA
to make viral
proteins.

Co-receptor
(CCR5 or
CXCR4)

See Glossary for detailed
{ explanations
of the terminology }
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Integration: The viral DNA enters the host cell nucleus and
becomes integrated into the cell DNA with the help of an
enzyme integrase released by the RNA genetic core cell.
Transcription: Once inside the host cell nucleus, the RNA
coding changes viral DNA into viral messenger RNA (mRNA)
again with the help of certain enzymes. These m RNA contain
the HIV RNA genetic code.
Translation: The viral mRNA leaves the nucleus. The
translation of the viral mRNA results in the synthesis of three
proteins essential to continue the process of viral reproduction.
Assembly: These proteins associate with the inner surface of
the cell and interact with proteins present in the cell. As these
proteins accumulate on the inner surface of the cell, they
aggregate and commence assembly to form the virus.
As assembly continues, the new HIV begins to leave the cell.
Module 1 – Basics of HIV and AIDS
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Extrusion: As the virus buds from the cell, it acquires a lipid
coat, carrying the proteins required for attachment and further
replication of the virus. The virus separates from the host cell
and moves into extra-cellular space in this immature state.
Maturation: During (or soon after) the budding of the new HIV
particle from the host cell, the viral protein called proteinase
becomes active and produces all the components necessary
for generating the mature form of HIV. The mature HIV cells
enter the blood stream to become attached to more CD4 cells.

Factors Necessary For HIV Infection…
1) Viral Load or Concentration:
Viral load is the amount of HIV present in the body, i.e. in the
body fluids. HIV infection is possible when there is sufficient
quantity of the HIV virus in the body fluids that contain WBCs
(See Body Fluid List under WBCs). If the concentration is low,
infection will not take place.
Classification of Body Fluids according to viral load and
likely to transmit infection:
List of Body Fluids

Difference between HIV and AIDS…

AIDS...

HIV...
HIV infects and destroys the
WBCs containing the cluster
of CD-4 cells and over a
period of time results in
lowering the body's
resistance to invading germs
and diseases.

HIV is the virus that causes
AIDS. However not
everyone with HIV has
AIDS. People with HIV may
have no symptoms and not
be sick for many years. This
does not mean that they
cannot infect others.
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AIDS is a group of illness
acquired due to weakened
immune system. It is the
advanced stage where the
HIV has so weakened the
immune system that the
infected person becomes
seriously sick with a number
of infections.
A person who is HIV positive
is diagnosed as having AIDS
if he/she has one or more
opportunistic infection and
whose CD-4 count has
reached or fallen below 350.
Almost 80% of people with
HIV take almost 10 years to
develop AIDS.
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A

B

C

Blood

Cerebrospinal Fluid

Tears

Semen/Pre-ejaculation Fluid

Amniotic Fluid

Sweat

Menstrual Blood

Faecal Matter

Saliva

Vaginal Fluid
Breast Milk

u The fluids listed in column A contain a concentration of HIV,
high enough to infect another person.
u The fluids in Column B contain high concentration of HIV but
are unlikely to be exchanged between two people except in
occupational cases and between a mother and child during
delivery in the case of amniotic fluid, where one may come in
contact with these fluids. However, unless there are any cuts,
abrasions or open wounds at the point of contact, infection is
unlikely to happen. Precautions, nonetheless, must be taken.
u The fluids in Column C contain too small a concentration to
infect another person.
Module 1 – Basics of HIV and AIDS
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2) Port of entry of the virus into the human body:
There has to be a way for HIV virus to enter the body. Without a
path of entry there can be no transmission from one body to
another and hence no infection.

Ports of Entry
u Rectum
u The lining of the vagina
u Mouth and the opening at the tip of the penis
u Intravenous injection with a syringe
u Infusion of HIV infected blood or blood product

Annexure III
All About HIV Transmission , Prevention and
Non-transmission
The four modes of HIV transmission:
1) Infusion of contaminated blood
2) Use of contaminated needles
3) Unprotected sex with an infected person
4) Infected parent to child OR mother-to-child transmission
1) Infusion of Contaminated Blood
MODE

u Break in the skin through a cut or a sore
Infusion of
Contaminated
Blood

ROUTE OF
TRANSMISSION
~ Through blood
transfusion of
infected blood.
~ Through organ
transplant from an
infected person.
~ Occupational
injuries where
contaminated
blood comes in
contact with open
sores, cuts or
wounds.

PREVENTION AND
PRECAUTION
~ Screening of blood
supplies for the virus.
~ Heat-treating blood
products.
~ Reducing unnecessary
transfusion to minimize
risk.
~ Obtaining blood only
from registered blood
banks.
~Following universal
precautionary methods
(For details see Note on
Universal Precautions at
the end of Annexure III.)
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2) Use of Contaminated Needles
MODE
Use of
infected
needles

ROUTE OF
TRANSMISSION
~ Sharing / re-use of
needles and syringes
amongst Injecting
Drug Users (IDUs).
~ Use of unsterilized
instruments for body
piercing, tattooing,
male circumcisions.
~ Occupational
injuries through
needle pricks where
infected blood comes
in contact with open
sores, cuts or
wounds.
~ When needle
pierces the skin,
pressure from the
blood in the body can
push the infected
blood back into the
bore and hub of the
needle. Here the
virus may remain
alive if there is no
contact with air.
(See Note on Needle
Stick Injury at the
end of Annexure III)
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3) Unprotected Sex with an Infected Person
PREVENTION AND
PRECAUTION
~ Interventions through drug
treatment programmes that help
eliminate sharing of
needles/syringes by encouraging
giving up drug addiction.

~ Awareness programmes that
help minimize the risk by
discouraging needle sharing
among IDUs.
~ Initiating needle exchange
programmes that distribute clean
needles and safely dispose of
used ones, offer referrals to drug
treatment centers and HIV
counselling and testing. Such
programmes reduce new HIV
infections without encouraging
drug use.

~ Using sterilized
instruments/needles and
syringes in cases of body
piercing, tattooing, circumcisions.

~ Encouraging usage of
disposable needles/syringes
wherever possible.

~ Following universal
precautionary methods
(For details see Note on
Universal Precautions at the
end of Annexure III.)
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List and Classification of different Sexual Behaviours
SEXUAL BEHAVIOUR

RATING

Vaginal Sex

High Risk

Anal Sex

High Risk

Oral Sex

Low Risk

Kissing

No Risk

Masturbation

No Risk

Rimming (mouth to anus)

No Risk

Breast Sex (penis between breasts)

No Risk

Thigh Sex (penis between thighs)

No Risk

Body Rubbing

No Risk

Vaginal Sex… It is a high risk sexual behaviour because it
involves the body fluids which have very high concentration of
the virus.
u In women during sexual intercourse damage to the lining of
the vagina facilitates transmission of HIV from the semen,
pre-cum or blood present in these fluids of the infected
partner. The damaged lining allows the virus to be directly
absorbed into the blood stream.
u If the woman is suffering from STIs (Sexually Transmitted
Infections), transmission becomes easier as in such cases
the lining is already damaged by sores or cuts and vulnerable
to further infections.
Module 1 – Basics of HIV and AIDS
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u Women are at greater risk than men in vaginal sex because:
a) The large surface area of the vagina allows for exposure to
HIV.
b) The moist atmosphere in the vagina helps keep the virus
alive in the linings for a longer period of time allowing it to
enter into the blood stream and body's immune system
whenever there is an injury or infection.
u HIV is also transmitted from infected woman to man. The
infected vaginal fluids from the woman can pass through the
urethral opening of the man's penis.
u HIV from an infected partner can also be transmitted directly
through the mucous membranes lining the inner walls of the
vagina.

MUCOUS MEMBRANES
Mucous membranes are the moist membranes lining body cavities
that are not protected by skin: this includes the mouth and throat,
nostrils, eye sockets, and the rectum. Genital areas covered by
mucous membranes include the vagina, the urethra, and the
underside of the foreskin.
Mucous membranes have an absorbing quality and function to
carry infectious particles to immune cells for destroying them.
However in case of HIV transmission, the HIV virus from the
infected partner gets absorbed and transported into the immune
cells. Here the virus attaches to the WBCs and multiplies causing
HIV infection.

u The anal opening is small and tight, which further increases
the likelihood of tears, that facilitate the virus to enter the
blood stream.
u Even without tearing HIV transmission can occur directly
through the large mucous surface lining the rectum. This
surface allows larger surface area for exposure to HIV.
u In anal sex, whether male-to-male or male-to-female, the
receptive partner is at greater risk because the lining of the
anus and rectum are very thin and lined with small blood
vessels that can be easily injured during intercourse.
Oral Sex… The incidence of transmission during oral sex is very
low. It happens if:
u Ejaculation by an infected person occurs in the mouth and the
recipient has sores or cuts caused by STIs, recent tooth
brushing or mouth ulcer, which allows the virus to enter the
blood stream.
Though HIV transmission is low in oral sex one must remember
that the risk of contracting STIs remains if anyone of the
partners is suffering from STIs.
Kissing - Deep mouth… Deep mouth kissing does not have
risk of HIV transmission because:
a) Saliva has very low concentration of virus in it which is not
sufficient for infection to occur.
b) Studies have shown that saliva contains a certain enzyme
that break down the virus, making the oral environment less
hospitable for HIV.

Anal Sex… Anal sex has high risk of HIV transmission and has
a higher chance of transmission than vaginal sex because there
is no natural lubrication causing greater chances of tear in the
rectal lining.

However, deep mouth kissing can lead to HIV transmission if
blood from cuts, sores or wounds caused by STIs, mouth ulcers
or some other means of an HIV infected person comes in
contact with cuts, sores and wounds in the mouth of an
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uninfected person. When both or any one of the partners have
open wounds and sores caused by STIs in their mouth, they
should refrain from kissing because even if HIV virus is absent
the partners are vulnerable to contracting STIs.
Masturbation… There is no risk involved in masturbation as
there is no close sexual contact with an infected person.
Mutual masturbation, rimming, breast sex, thigh sex,
body rubbing… There is no risk of HIV transmission in mutual
masturbation or the other sexual behaviours unless infected
body fluids come in contact with open wounds, cuts or sores.
However one must remember that in case any one of the
partner is suffering from STIs with open wounds, bodily contact
should be avoided till the infection has been treated.
In cases where the STI has no symptoms or outward bodily
signs and are incurable, sexual abstinence is the best way to
prevent further spread of infection. Use of condoms is the next
best option.
Prevention of sexual transmission of HIV
u The ABC Strategy:
A - Abstinence from sexual intercourse or delay in it till one is
equipped with the ability to make informed choices.
B - Being faithful to one's partner, because lesser number of
partners a person has, the lesser the risk of contracting the
infection.
C - Correct and consistent condom use during all penetrative
sexual activity- vaginal, anal and oral.

l Encouraging non-penetrative sexual activities like hugging,
kissing and mutual masturbation which don't involve the
sharing of semen, vaginal secretions or blood.
l Awareness programmes for both men and women to
encourage adoption of safer sexual behaviour.
l Comprehensive sex education for young people which
include training in life skills such as negotiating healthy
sexual relationships, as well as accurate and explicit
information about how to practice safer sex. This can play a
major role in HIV prevention.
4) Parent-to-child transmission
What happens….

~ If the man is HIV positive and the woman is HIV negative
In this case the HIV positive man cannot directly transmit the
virus to the child but he can infect the HIV negative woman who
in turn can transmit the virus to the baby. If the woman remains
negative throughout her pregnancy then the baby will not be
HIV positive. The reason being in the case of parent to child
transmission direct transmission occurs from the mother to the
child.
To reduce the risk of transmission to the woman from the man
during conception, the couple can go for a method called sperm
washing. Sperm washing involves separating sperm cells from
seminal fluid, testing these cells for HIV (Sperm cells have been
found not to contain HIV virus. It is the semen which contains
HIV.) then using the process of artificial insemination to insert
the sperm cells into the woman's womb or directly into the egg.

l Timely detection and proper treatment of other STIs besides
HIV, because they facilitate the transmission of HIV.

Sperm washing is a very effective way to reduce the risk of HIV
transmission during conception, but it is not widely available
and can be difficult to access, even in well resourced countries.
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Alternatives to sperm washing is through natural conception.
This can be done through limited conception attempts during the
ovulation period, i.e. during the most fertile period.
Partners should keep certain things in mind in order to make this
safe, especially for the HIV negative woman if they want to
prevent transmission to the baby. These are:
a) The HIV positive man must have an undetectable viral load,
especially in the seminal fluid, for at least 6 months.

~ If both man and woman are HIV positive
The risk of HIV transmission to baby is present here because
the mother is HIV positive and HIV is transmitted from mother
to child. However the risk increases with both parents being HIV
positive because if they engage in frequent unprotected sex
after conception, there might be risk of one re-infecting the other
with a different strain of virus or with STIs.
This can lead to high viral load in the mother's body fluids and
various infections which will increase the risk of transmission.

b) He must be on ART (antiretroviral drug treatment)
c) Partners should practice safe sexual behaviour after
conception. Unprotected sexual intercourse or high risk
sexual behaviours increase the chances of transmission.
d) Both partners should avoid unprotected sexual intercourse or
abstain from sex if either partner is suffering from any STIs.

To lower the risk of transmission:
l Both partners must be on ART and have undetectable viral
loads for at least 6 months.
l They should abstain from sex if either partner is detected with
STIs.

e) Partners should use condoms once the woman is pregnant.
These steps, if practiced consistently, lower the risk of HIV
transmission during natural conception and help in preventing
parent to child transmission.
~ If the woman is HIV positive and the man is HIV negative

l They should practice safe sexual behaviour and use condoms
once the woman is pregnant.

Mother-to-child HIV transmission

In this case there is risk of HIV infection being transmitted to the
baby. The reason being HIV virus is transmitted from mother to
foetus. The HIV negative man is at risk of contracting the virus.
The most effective means in which they can conceive without
HIV transmission occurring is by using artificial insemination (the
process by which sperm is placed into a female's genital tract
using artificial means rather than by natural sexual intercourse).
This simple technique provides total protection for the man, but
does nothing to reduce the risk of HIV transmission to the baby.

Parent to child transmission occurs through the transmission of
the virus from an HIV positive mother to her child during:
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i) Pregnancy
ii) Labour or delivery
iii) Breast feeding
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~ During Pregnancy: Sometimes HIV is transmitted to the

Reducing the risk of transmission

foetus when the mother's infected blood crosses the placenta
and enters into the baby's blood supply through the umbilical
cord.

In the absence of any interventions mother to child transmission rates
can range from 15-45%.This rate can be reduced to levels below

The following conditions can increase the risk of transmission
during pregnancy:
l Becoming infected with HIV during pregnancy. A person's viral
load is very high right after they acquire the virus, and a high
viral load increases the transmission risk to the foetus.
l Infections of the reproductive tract, amniotic membrane,
sexually-transmitted vaginal infections can cause a rise in the
pregnant woman's viral load, which can in turn increase the
risk of transmission to her foetus.

2% with effective interventions such as:
Consistent ART therapy and regular testing of viral load during
pregnancy to reduce viral load.
Safe sex, use of condoms to prevent becoming positive during
pregnancy or breast feeding. The reason being viral load is
very high at the onset of HIV infection and this increases the
risk of transmission.

~ During Labour or Delivery: At birth the baby comes into

Safe sex, use of condoms to prevent getting re-infected with
different strain of virus. This will lead to problems in ART
therapy as the new strain of virus may be resistant to the
present ART therapy being administered.

contact with her/his mother's blood and cervical/vaginal
secretions while passing through the cervix and vagina. In cases
of normal vaginal birth the chances of cuts and tears on the
baby's body is high.

Abstinence from sex in case either partner has any STIs and getting
proper treatment for it. STIs facilitate the increase in viral load by
activating HIV virus.

These cuts and tears become passage for the mother's infected
blood and other vaginal fluids to enter the baby's bloodstream
and cause infection. Research indicates that the majority of
babies who pick up HIV infection from their mothers probably
acquire the virus during the birth process.

ART during labour and birth to help protect the baby while it's exposed
to HIV in blood and cervical secretions. Advising to opt for hospital
deliveries, so that they and their infant can be administered
Nevirapine to prevent transmission to baby.

~ During Breast feeding: HIV has been isolated in breast milk,
and there have been cases of transmission of the virus through
the milk rather than during gestation or the birth process.
Blood from cracked nipples or breast infection (mastitis) may
also be present during breast-feeding, and may contribute to the
risk of infection.

62

Positive Caregiving for Children Living with HIV

Birth option that poses the least risk to both mother and baby
– a normal vaginal birth, or an elective caesarean section.
Caesarean birth is least risky as it helps avoid contact of
vaginal fluids, infected mother's blood with the baby.
ART to the newborn for up to six weeks after birth.
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Formula feeding to avoid risk of transmission from breastfeeding if mother is HIV positive. In case mother remains
HIV negative after childbirth then breast feeding is the
recommended and best option.
(See below for note on weighing options- Breastfeeding
or formula feeding in HIV)
Access, awareness to services such as Prevention of Parent
to Child Transmission (PPTCT).
Counseling and testing facilities for HIV positive women
who wish to conceive and for positive pregnant mothers.

In countries and among people who can afford formula feed
and have access to resources pertaining to clean water, top
feed is highly recommended to prevent mother-to-child HIV
transmission.
A combination feed, i.e. breast milk and top feed, without
access to clean water, is not a good option as this makes
the infant vulnerable to infections through top feed and risk of
transmission through breast milk.
In such cases exclusive breast feeding, for the first six
month, is recommended because this will prevent other
infections.

Weighing Options: Breast feeding or Formula Feeding in
HIV
Avoiding breast feeding in case of HIV positive mothers
reduces the risk of transmission to baby. The alternative to
breast feeding is formula feed or top feed. However in
economically poor countries and in countries where access
to formula feed is either expensive or limited breastfeeding is
recommended.
Mother's milk is said to contain vital nutrients that help in
strengthening the infant's immunity. However HIV positive
mothers should be on consistent ART therapy to keep
undetectable viral load.
In countries where infant mortality is high due to water-borne
diseases, other infectious diseases and malnutrition, formula
feed is not recommended. Also among poor people who
have limited access to resources that help in boiling water
required for preparing top feed or for sterilizing utensils /
bottles used for feeding, breast milk is the better option as
this prevents the chances of catching other infections.
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UNIVERSAL PRECAUTIONS
Universal precautions are a set of precautions designed to
prevent transmission of HIV, hepatitis B virus (HBV) and
other blood borne viruses, when providing first aid or health
care.
Universal precautions are needed to protect health care
providers/caregivers and others, who work and live with
people living with HIV/AIDS, from unnecessary exposure to
HIV.
Awareness of universal precautions will also make healthcare
providers/caregivers more comfortable in handling children
living with HIV.
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Standard precautions and safe practices for service
providers/caregivers:
l Wash hands with disinfectant, soap immediately, if they are
contaminated with body fluids.
l Wear gloves, if contamination of hands with body fluids is
anticipated.

NEEDLE STICK INJURY
A needle stick injury is a wound caused by piercing typically
set by a needle point, but possibly also by other sharp
instruments or objects. Commonly encountered by people
handling needles in the medical setting. These injuries occur
during

l Remove gloves and wash hands after patient contact.
l All healthcare workers should take precautions to prevent
injuries during procedures and when cleaning or disposing
needles and other sharp instruments.
l Needles should not be purposely bent or broken by hand or
recapped.
l Needles should not be removed from disposable syringes or
manipulated by hand.
l All disposable syringes, needles, scalpel blades and other
sharp items should be placed in a puncture resistant container.
l Healthcare workers, with open lesions or dermatitis, should
refrain from direct handling of patients and equipment.

l Needle recapping and as a result of failure to place used
needles in approved containers.
l Surgery, a surgical needle may inadvertently penetrate
the glove and skin of the surgeon and assistant.
These events are of concern because of the risk to transmit
blood-borne diseases like HIV, Hepatitis B and C.
The risk of HIV transmission through needle stick injuries is
1 in 300. Exposure of eye, nose or mouth is 1 in 1000 and
risk with damaged skin is 1 in 1000. A small amount of blood
falling on intact skin provides no risk.

l Needle stick injuries should be immediately reported to the
control officer.
l Clean and disinfect blood/body substance spills with
appropriate agents.
l Adhere to disinfection and sterilization standards.

The risk of HIV transmission in a single injury depends
on a number of factors:
l The quantity of blood in the exposure,

l Vaccinate all clinical and laboratory workers against Hepatitis B.

l The viral load of the patient

l Also suggested are use of heavy duty gloving for cleaning
instruments, handling soiled linen, or dealing with spills, altering
surgical techniques to avoid 'exposure prone' procedures, use
of needle-less systems and other safe devices.

l Whether PEP (post-exposure prophylaxis) has been
taken by the caregiver.
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What to do in case of exposure :

Annexure IV

l Do not panic.

Rating Behaviour Assessment Table:
l Do no put cut /pricked finger in mouth.
BEHAVIOUR/ACTIVITY
IMMEDIATE MEASURES :
l Wash injury with soap and water.
l Immediately report to medical officer.
l Post exposure treatment should be immediately started.
Ideally within two hours.
l Post exposure treatment not recommended after 72
hours.

Definitely Probably Definitely
Not a
Not a
a Risk
Risk
Risk

No sexual intercourse
Sharing needles while
injecting drugs
Breathing the same air
as someone who is
HIV positive.
Drinking from a
water fountain.

l The optimal course of PEP varies but four weeks of drug
therapy appears to provide protection against HIV. Most
drugs used for PEP have no side effects, barring nausea,
vomiting, tiredness or headache.

Sharing eating utensils
with an HIV-positive person

l If the person tests positive at anytime within a 12-week
period following the exposure, he/she should be
immediately referred for HIV treatment.

Sitting together or working
with someone who has
AIDS or is HIV positive

Using exercise equipment
at a gym

Sexual intercourse without
using condom
Receiving a blood
transfusion today
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BEHAVIOUR/ACTIVITY

Definitely Probably Definitely
Not a
a Risk
Not a
Risk
Risk

Hugging or shaking hands
with a person living with HIV

Explanations:
Definitely not a risk
l No sexual intercourse

Kissing someone who has
AIDS or is HIV positive
Swimming in a pool with a
person who has AIDS or is
HIV positive

Definitely a risk
~ Because there is exchange
of blood which might be HIV
infected. The bore or hub of a
needle from a syringe has
space where blood can
accumulate.

Going to school with a person
who has AIDS or is HIV positive
Donating blood at a blood
bank, hospital or Red Cross
Being born to a mother with
HIV
Being bitten by a mosquito who
has bitten a person with
AIDS or the HIV virus

l Sharing needles while
injecting drugs

Being coughed on by person
infected with HIV

Sexual intercourse with
proper use of a latex condom

Positive Caregiving for Children Living with HIV

~ When a needle pierces the
skin and its contents are
injected into the person, blood
pressure can push some of
the blood back into the bore
and hub of the needle.
~ If the blood is HIV infected
then the virus which
otherwise cannot survive for
more than 30 sec. to a minute
when exposed to air, may
remain alive longer in the
needle depending on the
environmental conditions and
the way in which the needle is
stored.

Touching a toilet seat or
doorknob handle after an HIV
positive person
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~ Because there has to be
exchange of either blood,
semen, vaginal fluid or other
HIV infected body fluid for
infection to happen.
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l Breathing the same air as
someone who is HIV positive
l Drinking from a water
fountain
l Sharing eating utensils with
an HIV-positive person
l Using exercise equipment at
a gym
l Sitting together or working
with someone who has AIDS
or is HIV positive

Contact with saliva of an HIV
infected person does not
transmit the virus because:

Definitely not a risk.
~ For HIV transmission the
virus has to enter the body
either through blood, semen or
vaginal fluid. In none of these
cases does this happen.

l Being coughed on by

person infected with HIV

b) saliva contains enzymes
that can breakdown the virus.

~ The virus does not survive
outside body fluids and cannot
survive for more than 30
seconds to 1 minute when
exposed to air.

l Hugging or shaking hands
with a person living with HIV

Probably a risk because the
blood might not be from a safe
source such as Red Cross or
registered blood bank.
l Receiving a blood

transfusion today

l Touching a toilet seat or
doorknob handle after an HIV
positive person

l Going to school with a
person who has AIDS or is
HIV positive
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Blood group matching is not
enough for blood transfusion.
The blood must be tested for
other infections too such as
HIV, Hepatitis etc.
Making sure and insisting on
HIV free blood is a must.

l Swimming in a pool with a
person who has AIDS or is
HIV positive

Kissing an infected person
cannot transmit HIV unless
l Kissing someone who has
the infected person's blood
AIDS or is HIV positive
mixes with your blood, as
through open cuts or sores.

a) saliva contains very low
concentration of the virus to
cause infection.

l Donating blood at a

blood bank, hospital
or Red Cross
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Definitely not a risk because
when one donates blood,
blood is removed from one's
body and not injected into it. To
infect HIV infected blood has to
enter the body.
Please donate blood but
make sure to insist on
disposable/ sterilized needles.
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Definitely a risk
~ because if any one of the
partners is HIV positive then
he/she will transmit the virus to
the other.
l Sexual intercourse

without using condom

Definitely a risk

l Being born to a mother
with HIV

Definitely a risk if both are HIV
positive they may re-infect each
other with different strains of the
virus which can lead to an
increase in the viral load.

However timely diagnosis and
proper medication can greatly
reduce the risk of
transmission.

~ If one or both partners have STI
then they can infect the other.
STIs aggravate HIV transmission
and replication in the body.

Probably not a risk.

Definitely not a risk.
Mosquitoes or other insects
such as lice, ticks, bed bugs
etc. do not inject blood when
they bite but suck it.
l Being bitten by a

mosquito who has bitten
a person with AIDS or
the HIV virus

Because there are chances
that the HIV is transmitted to
the infant through the mother
during pregnancy, during birth
or through breast-feeding.

l Sexual intercourse with
proper use of a latex
condom

Therefore even if the last
person it has bitten was HIV
positive there is no possibility
of the virus being transmitted.

But chances are there that the
condom might break and
expose the partners to
infected seminal or vaginal
fluid or blood.
If either partner has any STI in
the groin region that may
come into contact with
exposed or wounded skin
then there is risk of HIV
infection.

Most importantly HIV is a
human virus. It cannot survive
in mosquitoes or other
insects.
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Annexure V
Condom Line Up and Proper use of condom
18 Steps to Using a Condom:
1. Discuss safer sex.

How to use Condom
Tips on Correct Condom Use:
l Condoms are made of rubber/ latex. Heat weakens and
destroys it so condoms should not be kept in back pockets
and wallets or any place where they are exposed to heat (this
includes body heat) or the sun. They should be kept in a cold
or cool place until they are to be used.

2. Buy latex condoms… check expiry date.
3. Open condom package. (Don't use teeth.)
4. When penis is erect …
5. Squeeze tip of condom and place on head of penis.
6. Hold tip of condom and unroll until penis is completely covered.
7. Lose erection remove condom.

l Pay attention to the expiry date or the date of manufacture on
the packet. An old (over five years) or expired condom can
break during sex.
l Remember, two condoms do not offer double protection;
rubber rubbing against rubber creates friction that will cause
breakage.

12. Squeeze tip of condom and place on head of penis.

l Use latex condoms. Stay away from flavored or chemically
treated condoms designed for oral sex and other purpose.
The chemicals can affect the rubber and cause it to be
porous, leading to the possible seepage (in or out) of viruses
that may be present. They can also bruise the tender tissue of
the vagina walls. Bruises create openings through which
viruses and bacteria can enter.

13. Hold tip of condom and unroll until penis is completely covered
.
14. After ejaculation, while penis is still erect …

l Do not rub any oily or greasy stuff like Vaseline on condoms;
this will weaken the condom and cause it to break.

15. Hold condom at base of penis.

l Remove the condom carefully from the packet, making sure it
is not punctured accidentally.

8. Relax!
9. Try again.
10. Open condom package. (Don't use teeth.)
11. When penis is erect …

16. Carefully remove condom without spilling any semen.
17. Wrap condom in tissue and throw away.
(Don't flush condom down toilet.)
18. Relax! (This step can be placed at any point in the process,
and multiple cards can be made for it.)

l The tip of the condom should be squeezed when it is being
put on. This keeps the air out and leaves space for the semen
after ejaculation. The condom can burst if the penis or air gets
into the tip.
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l Place condom on an erect penis and roll it all the way down.
l After sex, remove the condom carefully, but before the penis
gets soft. Hold it at the base and make sure that no semen
spills.
l Tie the condom and put it in a covered garbage container.
l Do not flush it down a toilet, as this could block the toilet.

Annexure VI
Diagnosis and Stages of HIV
The only way to know if anyone is HIV positive is through
testing. There is no other way. An HIV positive person may
show no signs or symptoms for years and look and feel healthy.
But he/she can transmit the infection to others.
Even if there are signs and symptoms of illness they may be
due to other infections and not necessarily due to HIV.

When should a person go for testing…
a) When a person had unprotected sexual intercourse.
b) When a person has shared syringe/needle with another
person.
c) When a person has been exposed to used or unsterilized
needle.
d) When a person has been exposed to blood of a possibly
infected person or has had a blood transfusion (especially in
emergency cases.)

Why testing is necessary…
a) Once a person is infected he/she can infect others for life.
Practicing positive prevention will prevent further
transmission of the virus to others.
b) Detection of the infection at an early stage will help take
future precautions that will protect long-term health.
c) Knowledge of positive status will help an expecting mother
reduce the risk of transmission to her infant with proper and
timely medication.
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Different types of HIV tests…
The two standard tests that are done are:
a) ELISA Test – This is the most commonly used test in India. It
takes one to two weeks to complete. Elisa test checks for
presence of antibodies produced in response to HIV in the
blood stream, not the virus itself. If this test is done in the
window period (within three months of exposure to the virus)
the test should be repeated after three months.
b) Western Blot Test – This test is done to confirm Elisa tests.
It is one of the oldest but most accurate confirmatory antibody
tests. It is complex to administer and may produce
indeterminate results which means it is not sure whether you
have HIV or not. This happens mostly if a person has a
transitory infection with another virus. In such case the test
has to be repeated. When these two tests are combined, the
chance of getting an inaccurate result is less than 0.1%.
In addition to these standard tests there are:
c) P-24 Antigen Test – This test measures the HIV virus in the
blood directly. The protein P-24 is the antigen on HIV that
provokes antibody response in the body. Early in the infection
P-24 is produced in excess and can be detected in the blood
serum. So P-24 antigen test can detect HIV earlier than
standard antibody tests.
Antigens are the substance found in a foreign body or germ
that triggers the production of antibodies in the body.
d) DNA or RNA Viral Load Test – This is another viral load test
that measures the quantity of RNA in the blood. This type of
test detects the genetic material of HIV itself and can identify
HIV in the blood within a week of infection. A DNA/RNA test
comes in many forms and the one most often used is for
babies born to positive mothers. It is called a PCR
(Polymerase Chain Reaction) Test..
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e) PCR Test – PCR test looks for HIV genetic information in the
blood. It is rarely used with adults because it is very
expensive and more complicated to administer than a
standard antibody or P-24 test. This test is often used to
measure the effectiveness of drugs used to treat HIV positive
people. The advantage of this test is that it can detect the
virus even in someone who is newly infected.
Importance of Counselling and Confidentiality…
Counselling is an integral part of prevention, care and support in
HIV/AIDS. According to NACO guidelines pre and post test
counseling, Integrated Counseling and Testing Centres (ICTC)
has to be provided at all public and medical facilities.
A) Benefits of Counselling:
u Receiving accurate information about HIV/AIDS
u Able to cope with anxiety
u Receiving emotional support
u Learning and reinforcing methods of risk reduction behaviours
u Becoming motivated and empowered to initiate risk reduction
behaviour.
u Getting referrals to additional medical or social support
services.
B) In Pre-test counselling the counsellor…
u Asks why the client wants to be tested and the possible routes
of transmission
u Describes the tests and explains how they are done.
u Explains how HIV is transmitted and the ways transmission can
be halted/prevented.
u Discusses the meaning of possible test results.
u Discusses the right to confidentiality and also the importance of
revealing the test result, if they test positive, to spouse, partner
and family.
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C) In Post-test counselling the counsellor…

~ Sharing information on a person living with HIV is sometimes
essential. Such as:

u Will encourage safe sex practice and precautions to protect
from HIV, if test result is negative.
u Will advice that precaution be taken so as not to infect their
spouse or partner. Counsellor will advice on the correct and
consistent use of condom.
u Will discuss the risks of pregnancy, if the client is a woman.
He/she will state the precautions necessary if the woman
client is already pregnant.
u Will advice those who are HIV positive not to donate blood or
any other organs and to inform their doctor, dentist and their
sexual partner.
D) Right to and Ethics of Confidentiality
Every individual has the right to confidentiality. Just as in other
cases of illness, in the case of HIV too patients have the right to
confidentiality on their status.
Maintaining the confidentiality of people living with HIV AIDS,
on the part of counsellors, caregivers, prevention and care
planners, service providers and funders, is imperative to the
well-being of positive people.

~ Divulgence of information could be detrimental to the
individual and those around them. It could lead to:
u Harassment, stigma and discrimination of the HIV positive
person and their family.
u Loss of jobs, homes and isolation by family, friends and
society.

u for the provision of services and support
u for eligibility or priority for a particular service
u to enable services to be more sensitively provided or support
more effectively given.

~ Those working towards care and support of HIV positive
people should remember that:
u Disclosure should be considered only with the consent of the
concerned individual.
u Disclosure should be considered only when it is absolutely
necessary and will be beneficial for the concerned individual.
u Disclosure should be made to only a minimum number of
people and they in turn should be aware of the need to
maintain absolute confidentiality.
Stages and Symptoms:
A) Exposure – A person has to be exposed to the virus to be
infected. Exposure can happen through sharing of needles,
transfusion of contaminated blood and use of unsterilized
needles, mother to child transmission and unprotected sexual
intercourse.
B) Window Period -- Window period is the time it takes for the
body to produce HIV antibodies after one has been infected by
the virus. During this period, one might be infected with HIV yet
test HIV negative. However the person is infectious even
during this period.

u Alienating HIV positive people and turn them away from
seeking services and support, which is an important
component in preventing the further spread of the disease.

~ In most people, this period is between 6 to 12 weeks. In some
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people, it takes up to 6 months for the body to produce
antibodies. During this time test results come out negative.
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C) Most infectious stage - Acute sero-conversion phase

Stages of HIV

~ The acute sero-conversion phase begins as soon as seroBody starts
producing
antibodies
to fight
HIV virus

For 6 weeks
upto 6 months
Body is tested
HIV -ve
Body is infected with HIV.
Exposure to the
HIV virus
Window Period
Exposure

~ This phase usually occurs four to eight weeks after an
Body is tested HIV +ve.
High Viral load - HIV virus
rapidly starts replicating.
Most infectious stage

Body shows
no symptoms
other than
swelling of
lymph nodes

General feelings
of tiredness &
not-feeling-well.
Weight loss of
up to 10% of
body weight.
Person develops a variety
of illnesses

Onset of Symptoms
CD-4 cell
count is very
low while
the viral load
is very high.

conversion has taken place. Sero-conversion means the point
in time when a person's HIV status converts or changes from
being HIV negative to HIV positive. This usually coincides with
the time when an HIV antibody test will show that a person is
HIV positive.
individual has been infected with HIV. About 30%-60% of
people infected with HIV develop flu-like symptoms such as
sore throat, headache, mild fever, fatigue, muscle and joint
pains, swelling of the lymph nodes, rash, and (occasionally)
oral ulcers. These symptoms usually last from between one
and two weeks.

~ The person is most infectious at this time as the virus is rapidly
replicating at this stage leading to high viral load. Immediate
and aggressive treatment with anti-retroviral therapy (ART) at
this stage may be effective in reducing the viral load to
undetectable levels.

Person may feel & appear
healthy for years even
though he/she is infected
Asymptomatic stage
Immune system
fails & body is
said to have
AIDS

D) Asymptomatic Stage

~ In this phase a person may feel and appear healthy for years
even though he/she is infected. One can therefore infect others
and the virus continues to replicate and cause progressive
damage to both the immune and nervous systems. If the
person's blood is tested in this period, it will test positive for
HIV antibodies.

~ Some people might have persistently enlarged lymph nodes
Immune system deteriorates.
Major opportunistic infections
attack the infected body.
Acute symptomatic stage

84

Persistent, untreatable
opportunistic infections
& cancers manifest.

AIDS
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during this stage.
E) Onset of Symptoms –

~ Early Symptomatic Stage - Many people eventually develop a
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variety of illnesses without developing opportunistic infections or
secondary cancers. Symptoms range from:

—Fever for more than a month

—Night sweats

—Mild to moderate swelling of
the lymph nodes in the neck,
armpits and groin

—Occasional fevers

—Persistent diarrhoea for more
than a month

—Weight loss (more than 10%
of the usual body weight)

—Viral disease like Shingles

—Skin rashes and nail infections

—Enlarged lymph nodes (or,
in some cases, the shrinking
of previously enlarged lymph
nodes)

—Abdominal discomfort,
headaches

—Oral hairy leuco-plakia
(thickened white patches on
the side of the tongue)

—Persistent cough and
reactivation of Tuberculosis

—Sores in the mouth that come
and go
—Weight loss up to 10% of the
person's usual body weight

—Recurrent upper respiratory
tract infections
—General feelings of tiredness
and not-feeling-well.

~ Acute symptomatic stage and opportunistic infections:
Major symptoms and opportunistic infections begin to appear as
the immune system continues to deteriorate. At this point, the
CD4 cell count becomes very low while the viral load becomes
very high.
Opportunistic infections are caused by organisms that would not
cause a disease in a person with a well-functioning immune system.

The following symptoms are usually an indication of
advanced immune deficiency:
—Oral and vaginal thrush
infections which are very
persistent and recurrent
(Candida)

—Recurrent herpes infections
such as cold sores

—Recurrent shingles

—Bacterial skin infections and
rashes
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~ Severe symptomatic phase: AIDS defining conditions
Only when patients enter the last phase of HIV infection can
they be said to have full-blown AIDS. It usually takes about 18
months for the major symptomatic phase to develop into AIDS.
In the final stage of AIDS, the symptoms of HIV disease
become more acute. Patients become infected by relatively rare
and unusual organisms that do not respond to antibiotics, the
immune system deteriorates, and more persistent and
untreatable opportunistic conditions and cancers begin to
manifest.
Following are the symptoms that an AIDS patient will show:
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—Excessive weight loss due to
continuous diarrhoea, nausea
and vomiting (which may last
for weeks or even for months).
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—Conditions in the mouth
such as thrush and sores
may become so painful that
the patient is no longer able
to eat.
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—Women suffer from persistent,
recurrent vaginal infections
and cervical cancer.

—Persistent enlarged lymph
nodes in two or more sites
other than the groin area for
at least three months.

Annexure VII
FOR SESSION III

Busting Myths…
—Severe skin infections,
warts and ringworm.

—Pneumonia and other
Respiratory infections,
persistent cough, chest pain
and fever.

—Severe herpes zoster
(or shingles).

—Nervous system problems
- pain, numbness or feeling
of “pins and needles” in the
hands and feet.

Statements for Myths and Misconceptions
STATEMENTS

TRUE OR FALSE
FALSE

—Neurological abnormalities
with symptoms such as memory
loss, poor concentration, tremor,
headache, confusion, loss of
vision and seizures.

—Infections in the central
nervous system or the brain.

The HIV virus
can enter the
body through a
barber's razor

HIV virus can be destroyed by boiling,
steaming and standard disinfectants like
alcohol, acetone, phenol, household
bleach and other detergents.
The soapy water in which the razor is dipped
kills whatever germs, virus that may be there.
Make sure sterilized or disposable
razors are used.

—Kaposi's sarcoma, or a rare
form of skin cancer. Kaposi's
sarcoma can also occur in
the lungs and gastro-intestinal
tract.

—Lymphoma or cancer of the
lymph nodes.

—Tuberculosis

—Other sexually transmitted
diseases.

FALSE
As of now there is no cure for HIV/AIDS.
Once infected you will always be HIV positive.

While people with AIDS (the last phase of HIV disease) usually
die within two years, ART and the prevention and treatment of
opportunistic infections may prolong this period.
88

For infection to occur the virus has to enter
the body in large numbers.
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There is a cure
for HIV and
AIDS

Timely diagnosis and medication such as antiretroviral therapy can reduce the replication of
the virus and keep the viral load undetectable.
Consistent ART can help HIV positive
people stay healthy for a longer time.
People have also found homeopathy and
ayurveda helpful in managing their illness.

Module 1 – Basics of HIV and AIDS

89

FALSE
The only way to know if a person is HIV
positive is through blood test for HIV
antibodies or HIV virus test.
You can know a
person is
infected with
HIV by looking
at him / her

A person with HIV looks no different from
other people.
There are no visible signs of HIV infection
and an HIV positive person can lead a healthy
life and feel and look healthy for a long time.
People living with HIV can develop health
problems but so can others who
do not have HIV.
FALSE

A man can only
become infected
with HIV from
an infected
woman, not if
he has sex with
an infected
man or hijra.

FALSE
HIV transmission can happen whenever the
virus from an infected person is able to enter
the blood stream and affect the white
blood cells of an uninfected person.
Sex or gender of a person is irrelevant
to transmission. Both vaginal and anal sex
are highly risky for transmission.
TRUE

Anal sex has a
higher chance
of HIV
transmission
than vaginal sex

Anal sex has a higher chance of transmission
because the chances of abrasions or
tearing is higher in the rectum, allowing
the virus to come in direct contact
with the blood stream .
Both anal and vaginal unprotected sex with
an infected person is unsafe

If HIV positive
person receive
treatment they
will not transmit
the virus

An HIV positive person can transmit
the virus Irrespective of whether he/she
is receiving treatment or not.
If person who receives the treatment is
given sufficient counselling and guidance
for his/her specific situation, it will help
prevent the transmission of HIV
to sexual partner(s).

FALSE
Using a Copper T
or contraceptives
also protects you
from HIV

Copper T and contraceptives are used only
for birth control. They cannot prevent
HIV transmission.
Condoms are the only form of birth control
that can also offer protection
from HIV transmission.
FALSE

Most of the
women with
HIV are
prostitutes.
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FALSE
In India most of the women with HIV
are housewives.
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My partner and I
are both HIV
positive so we
don't have to
practice safe sex

One of the partner could have been infected
earlier and have a higher viral load.
Unprotected sex will expose the other partner
to further infection. Thus safe sex should be
practiced and it can also protect you from
becoming exposed to other strains of HIV.
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One way of
knowing you are
HIV positive is if
you lose more
than 10% of your
body weight
over a period of
less than one
month for no
apparent reason.

FALSE

Although rapid weight loss can be an indicator
of a weakening immune system and, thus,
the presence of HIV. There are many,
many reasons for unexplained weight loss.
The only way you can be sure whether you
have the virus is to take an HIV test

FALSE

Persons with a
negative blood
test during the
"window period"
is not likely to
transmit virus.

FALSE
AIDS only
affects
'gay' men

Though AIDS cases first appeared in substantial
numbers among gay men, HIV does not
discriminate on the basis of sexual orientation.
It can infect males, females, young and old
and both heterosexuals and homosexuals.
It has also been found that heterosexual sex
is the most common form of transmission
all over the world.
FALSE

One can't get
HIV from
oral sex

Though oral sex is less risky than other types
of sexual behavior it is advisable to use
a condom because:
-In case there are cuts and sores and open
wounds the virus gets a port of entry
into the blood stream.

Though blood test during the window period
comes negative for HIV antibodies, the virus is
there in the blood and is replicating. The immune
system takes time to produce the antibodies.
This is the most infectious stage of the virus
as it is in its replicating stage.
A person who is in this window period and has
any one of these - unprotected sex, blood
transfusion or injecting drugs using shared
needles - is likely to transmit the virus to others.
FALSE

A person does not have to be sexually
Only promiscuous
promiscuous to get infected though multi
people get HIV
partners would make a person more vulnerable
to the virus. HIV is also transmitted
through contaminated blood, needles,
syringes and parent to child.
There are lucky
FALSE
charms, magic
potions and
special treatments If this was true, they would be readily available
that can protect and the world would not be facing an epidemic.
you from infection
or provide a cure.
FALSE

FALSE
Once a person
tests positive,
their life is over
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This is no longer so, because with ART people
are living much longer and even the numbers
of people livingwith HIV has gone up.
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I'm straight and
don't use IV drugs
-- I won't become
HIV-positive.

Most men do become HIV-positive through
sexual contact with other men or through
injection drug use. However, about 16% of
men and 78% of women become
HIV-positive through heterosexual contact.
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TRUE
I don't need to
worry about
becoming
HIV positive -new drugs will
keep me well.

Yes, antiretroviral drugs are improving and
extending the lives of many people who are
HIV-positive.
However, many of these drugs are expensive
and produce serious side effects. None yet
provides a cure. Also, drug-resistant strains
of HIV make treatment an increasing challenge.

GLOSSARY
HIV Replication Cycle
CD4 – A large glycoprotein that is found on the surface of helper T cells,
regulatory T cells, monocytes, and dendritic cells. Its natural function is as a
co-receptor that assists the T cell receptor (TCR) to activate its T cell
following an interaction with an antigen presenting cell. CD4 is a primary
receptor used by HIV1 to gain entry into host T cells.
Co-receptor (CCR5 or CXCR4) – Protein molecules on the surface of
lymphocytes or monocytes that bind to the gp120 protein of HIV and facilitate,
usually with CD4, entry of viral nucleic acid and proteins into the cell.
DNA (deoxyribonucleic acid) – Is a nucleic acid that contains the molecular
basis of heredity for all known living organisms and some viruses and is
found in the nuclei and mitochondria of eukaryotes. Chemically DNA consists
of two polymer strands of units called nucleotides made up of one of four
possible bases plus sugar and phosphate groups. The polymers are joined at
the bases by hydrogen bonds to form a double helix structure.
Fusion of virus and cell membranes – A merging of cell and virus
membranes that permits HIV proteins and nucleic acids to enter the host cell.
Genomic RNA – The nucleic acid that contains all of the hereditary
information of a virus, and is found in a mature virion.
Gp120 – An HIV glycoprotein having a molecular weight of 120 that protrudes
from the outer surface of the virion. This glycoprotein binds to a CD4 receptor
on a T cell to facilitate entry of viral nucleic acid and proteins into the cell.
HIV (human immunodeficiency virus) – Is a lentivirus and a member of the
retrovirus family. HIV infects and destroys helper T cells of the immune
system causing a marked reduction in their numbers. Loss of CD4 cells leads
to generalized failure of the immune system and susceptibility to life
threatening opportunistic infections.
Integrase – An enzyme found in retrovirus including HIV that permits the viral
DNA to be integrated into the DNA of the infected cell.
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Preintegration complex – It is composed of viral RNA and proteins
(nucleocapsid, p6, Vpr, integrase, and matrix) as well as some host proteins.
It functions to reverse transcribe genomic RNA into double stranded DNA
prior to integration into the host genomic DNA.
Protease – An enzyme that hydrolyzes or cuts proteins and is important in
the final steps of HIV maturation.
Nucleus – A membrane enclosed cellular organelle of eukaryotes that
functions to contain the genomic DNA and to regulate gene expression.
Reverse transcriptase – An enzyme found in HIV that creates double
stranded DNA using viral RNA as a template and host tRNA as primers.
RNA (ribonucleic acid) – A nucleic acid that differs from DNA in that it
contains ribose and uracil as structural components.
RNA virus – A virus that uses RNA as its genetic material and belongs to
either Group III, IV, or V of the Baltimore Classification System of Viruses.
HIV belongs to Group III, double stranded RNA viruses.
Virion – A single and complete extracellular infective form of a virus that
consists of an RNA or DNA core with a protein coat or "envelope".
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caregivers for
HIV positive children
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Foreward
The spread of HIV/AIDs in India has long been a concern for AIF. Since our
inception in 2001, AIF has been actively involved in HIV/AIDS related
programming by creating awareness, providing healthcare, and trying to curb the
spread of the disease in various States of India. Closest to our hearts was the
work we did with children infected and affected by this epidemic.
After several years of working in the space, and as bilateral organizations such
as USAID took over large scale HIV/AIDS interventions around the country, AIF
realized that it's greatest impact could be made in the areas of working with
orphaned and vulnerable children. Often the most neglected group in HIV/AIDS
programming, we thought developing child-specific interventions that focused not
only on the disease but also on the development of the child holistically would be
the right approach. Care homes are often created through the compassion of
community members who want to make a difference. Their passion and
commitment is heartwarming, however they often lack the technical
understanding and capacity to deal with issues related to HIV/AIDs and overall
child development. At the same time, as new drugs and better nutrition have
improved the quality of life for children, there is also a growing need to develop
practices that address adolescent concerns.
In 2010, AIF funded the Naz Foundation (India) Trust to develop a training
program for caregivers of children affected by HIV/AIDS. Emerging from the
experiences of thirty organizations working in this field, we are excited to present
this four-part manual, "Positive Caregiving for Children Living with HIV". The
manual goes over recommended best practices for childcare, disease
management, counseling, disclosure/legal issues and sex and sexuality for
youth.
AIF and its partner, the Naz Foundation (India) Trust, would like to thank various
NGOs for their inputs and insights into the development of these modules. We
look forward to a deep and engaged learning experience for the many caregivers
who have committed their lives to caring, loving and providing for children
affected by HIV/AIDS.
Dr. Sanjay Sinho
CEO, AIF

Preface
HIV has aggravated the problem of abandoned children with increasing numbers
of orphaned and vulnerable children (OVC) and decreasing numbers of
caregivers. Governments and NGOs are struggling to provide care for
abandoned children whenrelatives are not willing to accept them. The challenge
now is to address this issue while keeping the focus on supporting communities
to care better for OVC.
Many of the care homes are unable to provide quality care. While some are still
running in a charity mode, others are unaware of a right based approach.
Therefore,there is an urgent need to train caregivers in the care and
management of childrenliving with HIV/AIDS in institutional settings so that they
receive proper care.
We felt the need to develop a training manual based on needs emerging from the
experiences of different organizations and Naz India's experience of running a
care home for orphaned children living with HIV. The Naz Foundation (India)
Trust and American India Foundation (AIF) came together to develop this
manual. We hope this would help us in transforming an institution into a home
where children exercise their fundamental right to a loving, fun-filled childhood
with access to health, education and a safe, stigma-free environment.
The module is divided into four parts with information on HIV/AIDS, sex and
sexuality, Child care and child-specific special issues. Caregivers will be able to
use it as a guide for the care and management of children living with HIV/ AIDS.
We are grateful to donors for their big-hearted support through AIF to make this
project possible. We would like to place on record appreciation for Ms. Charu
Johri & Ms. Payal Rajpal of AIF for their oversight. We tender our sincere
gratitude to Ms.Chaitali Dasgupta for editing and Ms. Sangeeta Das for the
beautiful and effective illustrations.
The Naz team deserves a big appreciation for their efforts led by Ms. Anuradha
Mukherjee, the Programs Manager who worked zealously for making this
comprehensive manual. Special thanks to Mr. James Veliath who coordinated the
project with the enormous support from Ms. Madhulika Masih, Ms. Meeta Sen,
Ms.Geeta Kumari, Ms. Barnali Das, Ms. Kathrine Flaate and Ms. Jaya Tiwari
without whose help this manual would not have been a possibility.
We dedicate this manual to the committed caregivers of care homes all over our
country struggling to provide children a better life.
Anjali Gopalan
Executive Director, Naz Foundation (India) Trust
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INTRODUCTION

D-:

Icebreaker: Honey I love you…
Purpose: Since this module is on
sex and sexuality, something that many
participants might be shy or uncomfortable
to begin with, the icebreaker will help them
relax and put down their guard.

ILU
Procedure:

Ask the group to sit in a circle with one person in the middle. The
person in the middle can go to anyone in the circle and say "Honey I
love you, but I just can't make you laugh!” with the sole purpose of
making the other person laugh or even smile.
The person who was asked the question has to look at the first person
and keep a straight face.
The person in the middle can do anything to the other person to make
them laugh/smile except touch them. If after 3 tries the second person
does not laugh then the first person moves on to someone else and
repeats the process.
If the person has succeeded in making the other laugh then he / she
sits down and the person who laughed has to say the same thing to
someone else. Once a person has been made to laugh he/she can no
longer be a target.
The game continues until the last person either laughs or withstands
the final three attempts to get them to laugh!
Module 2 – Sex and Sexuality
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MODULE 2
SEX AND SEXUALITY
Message:
Awareness on issues of sex and sexuality is essential
for those working in the field of HIV/AIDS as 85% of
people living with HIV in India get infected
through the sexual route.
Along with awareness, caregivers need to be
comfortable with their own sexuality because this will
help them in discussing related topics with children
under their care.
Right information, awareness on sex & sexuality related
issues amongst children/adolescents are essential
for a healthy sexual life. Misinformation, misguidance,
misconceptions can be harmful and lead to
risky sexual behaviours.
As sexuality is an integration of physical, emotional
and social aspect of a person's life, awareness and
knowledge of the same brings about a holistic
development of the self.
By initiating a holistic development in children,
caregivers can play a vital role in building their
communicative and negotiation skills when it
comes to relationships and also help them
make informed choices as they grow up.

Session I: LET'S TALK ABOUT SEX
A) Deconstructing sex:
Learning Activity I:
BREAKING THE SILENCE
Content:
„ Deconstruction of sex
„ Discovering sexuality
„ Developing a sexual vocabulary
Objective:
„ To drop the inhibitions we have on matters related to sex.
„ To expand the participant's perception of sex and sexuality.
„ To discover how our attitudes and values regarding sex is
socially conditioned even in language.
You will need:
Flip chart, markers, large version of human sexuality diagram,
chits with names of body parts, activities, words related
to sex written on them, pen/pencil

u The facilitator divides the participants into pairs and asks
them to discuss the questions given below. The participants
need to share their experiences openly and honestly with
each other.
u The questions to be discussed can be written on a flip chart
for all to view.
The questions for discussion:
1) When did you first hear the word 'SEX'? How old were you
and what did you feel?
2) When did you first ask someone about sex or were told about
it and under what circumstances?
3) Who was the source of this information?
4) Have you seen yourself naked before a mirror? If yes, how
did you feel about yourself and your body? If no, why?

Procedure:This session can be divided into three parts...
A) The first part will deal with enabling participants to understand
how they learned about sex and the social conditioning that
led to the discomfort and secrecy around it.
B) The second part will deal with enabling the participants to
understand that sexuality consists much more than just
sexual intercourse and sexual activities.
C) The third part will deal with enabling participants to feel
comfortable with using words related to sex and sexuality and
to see how social conditioning surrounds sex with secrecy,
shame and negative attitude.
4
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u Give the participants about 15 minutes to discuss and then
return to the larger group. Ask the participants to share their
experiences with the larger group.

Points of discussion:
1) What sexual information do you feel you lacked as a child? As
an adolescent? Today?

u The facilitator puts down the responses on the flip chart.
2) Why is it important to know that information?
Based on the responses the Facilitator focuses on:
3) Would you have felt differently about sex? About yourself?
i) Similarities as well as different ways in which participants
learnt about sex.

4) What might you have done differently had you known before?

ii) Responses that they got from different sources such as
parents, teachers, friends, media etc.

NOTE: Ensure the discussion address the fact that:
l We learn these messages about sex at an early age and that
affects how we think about ourselves and our behaviours.

iii) Secrecy, shame, fears, do's and don'ts that they were told
when it came to topics such as sex, masturbation,
menstruation, reproduction, especially in the case of girls and
women.

l It is possible through education and experience, to change
how we think and feel about ourselves and our behaviours by
challenging these messages and changing them.

iv) Inhibitions or feelings regarding one's body on seeing
oneself naked in the mirror, especially in the case of girls
and women.

l Timely and correct information can help in preventing the fear,
secrecy, discomfort and negative feelings that we hold around
sex and our body. (See Annexure 1.b Talking about sex)

(See Annexure 1.a Commonly held attitudes and values on sex
and other related issues)

NOTE: Through these points of discussion the facilitator brings
out the discomfort, fears, negative feelings and inhibitions that
social conditioning instills in us regarding our body and sex.
u Following this facilitate a discussion on what would have
helped the participants in being comfortable with sex and
issues related to it.
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u The facilitator can conclude this section by stating that:
l Sex involves intimacy, love, affection and caring for one's
partner. There is no right way and wrong way of having sex.
It all depends on what you and your partner enjoy.
l But it should be fun, safe and with someone you are
comfortable with.
l Protection is essential at all times to prevent sexually
transmitted diseases, HIV and unwanted pregnancy.

B) Discovering sexuality:
u The facilitator writes the word SEXUALITY in the middle of
the page on a flipchart or whiteboard.
u Circle the letters S E - X in the word SEXUALITY and point
out that S, E, X are only three letters of the word sexuality.
Similarly sex is only one part of what constitutes sexuality.
u Now the facilitator can either ask the participants to say
what are the thoughts, feelings, activities that come into their
mind when they see or hear the word sexuality. Ask
participants to site examples if possible.
u Make sure participants come up with issues related to:
Love

Pleasure

Abuse / violence

Gender role & bias

Flirting

Attraction

Risky behaviour

Sexual health

Fantasy

Caring

Being Male/Female

Reproduction

Feelings

Body image

Sexual preference

Others

u Keep writing the various responses of the participants around
the word SEXUALITY.
u Classify the responses of the participants into five categories
representing the different components of sexuality and expand
on them.
a) Sensuality

d) Behaviour and Reproduction

b) Intimacy

e) Sexualization

NOTE: As a guide for caregivers on how to discuss about sex
and sexuality with children see Annexure 1.c Talking about sex
& sexuality to children.

(See Annexure 2.a The circles of sexuality for classification of
sexuality)

8
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u Or facilitator can display the 5 components that make up
sexuality, using the human sexuality circle diagram.

~ As caregivers of children/adolescents participants need to
be made aware of the importance of being aware of the
circles of sexuality.

(See Annexure 2.a The circles of sexuality)

3) Which circle is most important for young people to know?
Least important? Why?

Sensuality

4) Which circle would you feel interested in discussing with your
parent(s)/teachers?
Sexual Intimacy

Sexualization

5) Which circle would you feel interested in talking about with
someone you are dating?
Sexual Health
& Reproduction

Sexual Identity

(For more information on sex and sexuality see Annexure 2.b
Note on sexuality)

u Using the diagram explain each component briefly, taking
time to read out the definition and elements that the
components represent.
u Ask participants to come with examples of behaviours that fit
the components. Write them down in the circle.
After either of the two exercises, highlight the fact that most of
the time only the physical component of sexuality is what we are
familiar with.

Heterosexual
Male - Female

Homosexual
Female - Female

Homosexual
Male - Male

Points of discussion:
1) Which of the 5 sexuality circles feels most familiar? Least
familiar? What do you think is the reason for this?
2) Is there any part of these 5 circles that you never before
thought of as sexual? Please explain.

10
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Bisexual
Male - Female & Male
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Female - Female & Male
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C) Developing a sexual vocabulary
u In a bowl put chits consisting of words such as- vagina, penis,
sex, semen, erection, masturbate, menstruate, breasts and
orgasm.
u Divide the participants into groups and ask each group to pick
out chits from the bowl. Depending on the number of groups
each group can pick more than one chit.
u Ask the groups to write down whatever their thoughts, feelings
and associations are regarding the words they have got.
u Ask the participants to brainstorm words and phrases of their
own that have to do with sexual activities. These can be in
local language as well as slang. Put down the responses to
these terms as well.
u Give them 15 minutes. Ask the groups to share their experience
with the whole group. Facilitate a discussion around the words
and responses.
The aim is to: Familiarize and ascertain comfort levels with words
used in the context of sex and sexuality.

4) Explore the social conditioning we go through about sex and
how it is expressed even through language.
5) What kind of people use these words? Good people/ bad
people/ Doctors/ adults with each other/ adults with children/
young people with each other/ women/ men/ mixed groups, etc.
6) If the same word arouses contradictory response then why this
difference in response. For example the word sex can create
response of 'dirty' as well as 'pleasure'
7) If there are terms of abuse, then why these terms of abuse are
related to sex and in what instances are the words used.
8) What are the cultural and sexual attitudes that are revealed in
the language we use? For instance, many sexual slangs and
abuse are related to the female body part.
NOTE: For the last question mentioned above the facilitator can
pick out a word and ask participants to give equivalent term for
the opposite sex. Facilitator can use terms from the local
language of the participants.
u To conclude this session the facilitator should take a few
minutes to emphasize on:
l The fact that sex is natural and can be a pleasurable
activity. It is not for procreation alone.

Points of discussion:
1) How did it feel to use these words?
2) Which words were the hardest to say? Why are these so
difficult?

l The need for both men and women, adults and children,
young and old, to respect and recognize themselves as
sexual beings and not be ashamed of it.

3) Which words were they most happy with?

(See Annexure 2.c Purpose of sex)
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ENERGIZER
Outcome:

The trust exercise
PURPOSE:

~ By uncovering the secrecy and discomfort that surrounds
sex, caregivers will be comfortable with their own sexuality.

Since sexuality is a sensitive topic,
trust is a very important factor when
dealing with the issue.

~ Being aware of the different components that make up
sexuality enables individuals to develop a clear
understanding of their being which in turn helps them
make informed choices and decisions regarding their
roles and relationships.

This energizer will allow participants
to loosen up and trust the other
people in the workshop.
THE GAME

~ Being aware of how their own attitudes and values are
socially conditioned will make caregivers sensitive to
the feelings of others. This can influence the way
they present information and impact the lives
of children under their care.

~ Ask participants to stand in a close circle.
~ Ask a volunteer to stand in the center of the circle.
The Facilitator can be the first volunteer.
~ The volunteer needs to close his/her eyes and fall in
any direction.
~ Other members in the group should catch the volunteer
and prevent him/ her from falling.
~ Pass the volunteer around by gently pushing him/her
in another direction
~ Continue until the volunteer feels completely at
ease doing this
~ Repeat with other volunteers
It is important to clearly explain the process to avoid injury.

14
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Session II: ME AND MY BODY
Learning Activity I:
SELF PORTRAITS
Content:
„ Body image and self-esteem
Objective:
„ Examining the role of personal and societal
conditioning in the development of body image.
„ Exploring the link between body image,
self-esteem and sexuality.
You will need:
Flip chart papers, markers, pens
Procedure:-

Points of discussion:
1) How did it feel to draw yourself?
2) Why did they choose to draw themselves with clothes/ or in
nude?

u Distribute flip chart papers and markers to each participant.

3) Which parts of the body do they like/feel happy about? Why?

u Ask them to draw a full size sketch of themselves in any
surrounding they want to. They can use any number of colours
and draw themselves in any environment they want to.

4) Which parts of the body they dislike/feel unhappy about? Why?

NOTE: The facilitator must tell the participants that this is not a
drawing competition and that one does not have to draw like
M.F.Hussain! All they have to do is draw from their heart how
they see themselves and remind them that this is a learning and
sharing process for the whole group.

6) Did they include their secondary sexual characteristics in the
drawings, i.e., breasts, genitals? Why? Why not?

Give them 15 minutes and ask each participant to discuss their
drawing. The facilitator must guide the participants into
becoming aware of how their body image is linked to social
conditioning and preferences.

8) What is the personal significance of any object included in the
picture?

16
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5) Which part of the body they would like to change and would
this make a difference in their life or identity?

7) Why did they choose to draw themselves in the particular
environment (If applicable)?

(For Note to facilitator see annexure 3 Body image and social
conditioning)
Module 2 – Sex and Sexuality
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Session II: Me and My Body
NOTE:
l Discussing one's body image is a very sensitive issue. The
facilitator has to be very sensitive and encouraging towards
the drawings and responses of the participants.
l Participant's discomfort with body parts can be related to
emotional issues such as abuse, childhood traumas.
Facilitator must be supportive and sensitive and prepared for
such situations.
l Sometimes it is best to let participants slip out of limelight
quickly.

Learning Activity II:
DEMYSTIFYING THE BODY
Content:
„ Body parts and their functions
Objective:
„ To familiarize participants with body parts
and their functions.
„ To increase comfort with verbalization of different
body parts especially sexual organs.
„ To release discomfort often associated with
sexual parts of the body.

Outcome:
~ An awareness of the link between body image, social
conditioning and self esteem will allow caregivers to
review their own sexual and personal identity.
~ Caregivers will be able to assist children under their care
by developing in them positive body image which is
fundamental for the formation of a healthy sexual identity.
~ A healthy sexual identity will help children make
informed and safe choices as they grow from
childhood to adulthood.

You will need:
Enlarged photocopies of the illustrations of male and female
sexual organs and male and female reproductive system.
Sets of chits with names of the sexual organs
and parts, tape/glue, markers.
Handouts of the functions of the sexual
and reproductive organs.
Procedure:u Divide the participants into groups or pairs and give each
group/pair unmarked photocopies of the illustrations. Each
group can be given all the illustrations or one illustration
each. In that case divide the participants accordingly.
u Give out the chits accordingly and ask the groups to mark the
body parts. Tell them that this is only a learning process and
no one is going to be evaluated for right or wrong!

18
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u Participants can use local terms if required.

Menstrual Cycle

28

1

2

26

3

25

4
Uterus lining
breaks down
mentruation
occurs

Uterus lining
Continues
to thicken

5
6

22

7
Uterus lining
thickens
again

21

8
9

20

i) Vulva is the term for the female external genitals. It is not
'dirty' or anything to be 'fearful' of.

19

Ovulation occurs
(usually on Day 14)

18

iii) Besides conception, explanation of the female reproductive
organ must include the ovulation and menstrual cycle.
l The role of the clitoris in sex.
l Circumcision in men.
l Orgasm and masturbation.
l Contraception - male and female
(See Annexure 4.a Demystifying organs and function)

10
11

12

17

ii) Demystify the myth surrounding the hymen, size of penis vs
virility in men.

ular phase
Follic

Luteal phase

24
23

Me
ns
t

ion

u After all the groups have finished explaining how the female
and male reproductive organs function, the facilitator must
include the following points:

27

at
ru

u Give the groups about 15 minutes. Ask the pairs or volunteer
from each group to come up and explain the organ functions.
In case the organs have not been marked properly or
participants did not know where to put the chits, ask other
groups to help. The facilitator can also guide them.

16

15

14

13

tion
Ovula

u In order to bring out the importance of being comfortable with
one's body, knowledge about conception, and integrated sex
education for a healthy sexual self the facilitator can discuss
the following questions:
a) Which parts of the male and female anatomy are the same
or similar.
b) Why do males generally feel more comfortable than females
about their genitals?
c) Why is it important to feel comfortable touching your own
genitals?
d) Why is it important for youth to understand exactly how and
when conception occurs?

20
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e) Which aspects of sexuality and sexual expression are
ignored if one focuses only on genitalia and reproduction?
What implication does this have for HIV prevention
education?

ENERGIZER

Body Art

(See Annexure 4.b Healthy sexual self)

PURPOSE:

Self Evaluation

To initiate participants to use
their body freely and creatively.

Viewing the mirror
This exercise is useful for female participants. Female
participants can perform this exercise in the confines of their
home and in privacy. Since the female genitalia is not exposed it
becomes difficult for most women to view it.

THE GAME
Outcome:
~ Knowledge and accurate understanding of the sexual and
reproductive organs and their functions lifts the fears,
myths, taboos and misconceptions that often surrounds
sexual body parts and bodily functions such as
menstruation in women, size of penis in men
~ Awareness of the reproductive organs and their
functions provides the knowhow of getting pregnant
and avoiding unwanted pregnancy, contraception.
~ Knowledge and comfort with the body helps in
negotiating and practicing safe sexual behaviour
which is necessary for prevention of HIV infection,
STIs and sexual abuse.
~ Caregivers equipped with this knowledge can play a
vital role in developing an informed and healthy
sexual self in children and adolescents.
22
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~ Divide participants into groups.
~ Each group has to create something by using their body
as parts of the object that they are making.
~ No props allowed.
~ Groups will create noise using their voices.
~ The groups will discuss amongst themselves what they
would like to make. Give each group 10 minutes for this.
~ Each group will then present their creation by
enacting it out.
~ The other groups have to guess.

Module 2 – Sex and Sexuality
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Session II: ME AND MY BODY
Learning Activity III:
BODY MAPPING
Content:
„ Identification of personal and public parts of body.
„ Perceptions of body parts, erotic zones
and sexual empowerment.
Objective:
„ To explore issues of identification and touch as related
to personal and public parts of body and how that links
with gender, sexual empowerment or disempowerment.
„ To create awareness between perception of body,
self-esteem and ability to maintain control
over sexual situations.
You will need:
Flip chart papers, markers of two different colours.
Procedure:u Divide participants into two groups. The groups can be
divided according to the gender of the participants if required.
u One group is asked to draw outline of a naked man and
another outline of a naked woman.
OR

u Ask the groups to present their sketches and explain their
markings.
u Facilitate a discussion among the participants on:
i) Which areas of the body are private, which are public?
ii) Which areas of the body can be touched by strangers?
iii) Which areas of the body can be touched by people close to
you?
iv) Which parts of the body can be touched by you in public?
NOTE: The difference between man and women on some of
these dimensions can be quite dramatic.
Example: Men can touch everywhere on their body in public
even their genitals. Women cannot. Even if they have an itch on
their breast, they may feel too shy to scratch!

u Both groups can be asked to draw both the outlines.

u Encourage participants to discuss why they think this.

u They are asked to draw and label the different sexual body
parts and parts they consider as erotic zones.

u What are the consequences for a man's or a woman's
relationship to his/her body?

24
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u Next to bring about awareness on perceptions of body parts,
erotic zones and control over sexual situation ask the groups
to mark the drawings according to where they like to be
touched and where they do not like to be touched.
u Ask the groups to use two different colours for marking.
u Ask the groups to present their responses to the whole group.

Outcome:
~ Awareness of the gendered and social conditioning of the
perceptions that we hold of our body parts allows us to:
a) Relook at our sexual selves and create a more
sexually empowered being.

Initiate a discussion on the following:
b) Prevent being sexually abused and exploited.
1) Do the places you like to be touched correspond to the places
people touch you?

c) Enjoy a healthy and pleasurable sexual life.

2) Is there a difference between where you like to be touched
and where you are touched in sex? Why?
3) How much control do you have over who touches you and
where?
4) Which areas of the body are sensitive to arousal?
5) Which areas are touched during sex? Why do you think sex
focuses so much attention on the genitals when the whole
body likes touch and can be sexually aroused?
6) If sex had more to do with the rest of the body, might it not
have more to do with you and be more pleasurable?
NOTE: Having discussed these the facilitator must inform the
caregivers that this exercise is important for bringing out the
point of good touch and bad touch amongst children. This will
help caregivers to play a vital role in preventing sexual abuse of
children as well as educating them about it.
(See Annexure 4.c Note on child sexual abuse)

26

Positive Caregiving for Children Living with HIV

Module 2 – Sex and Sexuality

27

Session III: POSITIVE LIFESTYLE
Learning Activity I:
SEXUAL BEHAVIOURS
Content:
„ Listing various sexual behaviours
„ Safe and unsafe practices in sex
Objective:
„ To list and clarify the different types of sexual behaviour.
„ To bring forth participant's attitudes and associations
with these sexual behaviours.
„ To highlight the sexual behaviours that can
put people at risk of HIV infection.

NOTE: Enlisting of non-penetrative sexual behaviours as well,
provides a good opportunity to bust certain myths, especially the
ones surrounding masturbation. (See Annexure 5 Sexual
behaviour).

Points of discussion:
1) Why is this behaviour risky or not risky?
2) How do we know that casual contact does not spread HIV/STI?
3) If a risk is uncertain, how can a person decide about that
behaviour?
4) How can people prevent transmission?
NOTE:

You will need:
Flip chart/white board, markers.
Procedure:u Ask the participants to list out the different types of sexual
behaviour that they are aware of.

l The facilitator must encourage the participants to share their
reactions and ideas about the different types of sexual
behaviour.
l The facilitator must focus on the benefits and risks of each
act not only in terms of HIV/STIs but also pregnancy and the
participant's personal opinions.

u Make sure that participants list even non-penetrative sexual
behaviours. Include the ones that participants miss out on or
don't know about. (See Annexure 5 Sexual behaviour list)
u As participants list out the sexual behaviours ask them to
explain them as well. Expand and clarify on the ones that
they are unaware of.
u Discuss with them which behaviours place people at risk for
HIV and which behaviours don't. Take each behaviour and
initiate discussion.
28
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Outcome:
~ Expanding people's awareness on the different types of
sexual behaviour, the risks involved in some of them, the
precautions that we can take, all these can help make
informed and positive lifestyle choices.
~ Caregivers equipped with this knowledge can help
children become aware of healthy sexual choices and
decisions when it comes to relationships.
Module 2 – Sex and Sexuality
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Session III: POSITIVE LIFESTYLE
u Facilitate a discussion on how these aspects affect sexual
negotiation.
Learning Activity II:
SEXUAL NEGOTIATION
Content:
„ Dynamics of sexual negotiation
Objective:
„ To show the link between personal power and
the power to negotiate in sexual situations.
„ To give the participants a chance to practice
negotiating in a safe, non-sexual environment.
You will need:
Flip chart/white board, markers,
copies of role-play,
list of statements to be used
for sexual negotiation activity.
Procedure:u Ask participants to list out the various dynamics that can play
a role in a person's inability to negotiate in sexual experience.
u Write down their responses on the flip chart/white board.
u Make sure they list out aspects of:
l Gender - how men and women are “expected” to be like
l Peer pressure,
l Low self-esteem,
l Social conditioning of women in relation to their duty as wives,
l Intimacy and relationships,
l Unawareness of sex and issues related to it-such as sexual
functioning of the body, contraception.
30

Positive Caregiving for Children Living with HIV

u Next discuss what are the aspects of a sexual situation that
can be negotiated.
Points to be covered:
1) Areas of the body that can be touched.
2) Articles of clothing that can be removed.
3) Activities that can be done
4) Speed/strength/timing.
5) Condom use.
6) Others
u In order to bring out the aspects, feelings and issues involved
in sexual negotiation the group can do role play activity using:
a) A Scenario OR b) Statements OR c) Both
If the Scenario method is used then:
The facilitator asks the participants to volunteer. Two scenarios
are given. Any one or both can be played out according to time
and interest of participants. (See Annexure 6 Sexual negotiation)
If the statement method is used then:
The facilitator asks the participants to form pairs. Each pair is
given the List A and List B. (See Annexure 6 Sexual negotiation)
Module 2 – Sex and Sexuality
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One person from the pair reads out each statement in List A and
the other person will give a reason/s why he/she does not want
to have sex.
This is done till all the statements from list A are over. Next the
person from the pair who was so far replying reads out each
statement from List B and the other person will reply. All the
pairs are asked to do this.

Outcome:
~ An understanding of sexual negotiation helps people to
have control over their body and right over what gives
them sexual pleasure.
~ The knowledge and awareness will keep them away
from risky behaviours that can lead to HIV
and other infections.
~ Caregivers will be equipped to educate children
and adolescents about their right to negotiate and
say “no” in situations which do not bring
pleasure or safety to them.

NOTE: This activity aims to recreate the frustration to refuse sex
again and again and also to look at gender and power
differences in sexual negotiation.
Following this facilitate a discussion on:
l How did it feel to refuse all the time?
l How would it be harder in a real life situation?
l What about within a marriage or other on-going intimate
relationship?
l When can a woman say “no" to her husband/ boyfriend/
fiancé?
l What does this say about the value of the other person's
right to sexual pleasure? Her right to control over her own
body?
l Did you have question about any of the statements?
l Are there any other ways you can effectively challenge
someone?
32
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Session III: POSITIVE LIFESTYLE
Learning Activity III:
THE FACT IS...
Content:
„ Myths and misconceptions around sex and sexuality
Objective:
„ To bust the various myths and misconception
that surround sex and sexuality which create
discomfort and fear amongst people and
also lead to unsafe and risky behaviour.
You will need:
Large index cards / large paper chits with the
myths an misconceptions written on them
and a bag or bowl for keeping these cards,
Flipchart / white board and markers
for keeping points.
Print outs of the information to be given out
as handouts to participants.

ii) The large index cards/paper chits containing the myths and
misconceptions are put in a bag or bowl. The facilitator asks
one group at a time to pick one card and reads it out aloud.
iii) The group is given 5 min to discuss the answer amongst
themselves and respond by saying 'Myth' or 'Fact' along
with their explanation. The facilitator marks the group. 20
points if the answer and explanation is right and 10 points if
only the answer is right but not the explanation.
iv) The facilitator can pass the card to the next group if the
original group fails to answer or answers only a part. In such
cases a bonus 10 point can be given to the group who got
the pass card.
v) The facilitator keeps clarifying and expanding on the
answers if necessary.
vi) Steps i) to v) are repeated till all the cards have been
exhausted. Team with the highest score wins.
(See Annexure 7 for Myths and misconceptions)
Outcome:

Procedure:u The facilitator can begin by saying that many myths and
misconceptions surround information regarding sex and
sexuality which aggravate risky and unsafe behaviour. They
also cause abuse, violence and discrimination towards
vulnerable groups like women, children, gay men, youth.
Clearing these misconceptions is important to provide
people with healthy sexual selves.
i) The facilitator divides the participants into groups of 4 or 5
depending on the numbers.
34
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~ Breaking down myths and clarifying the misconceptions
will lift the veil of misinformation that surrounds
sex and sexuality.
~ Right information will help prevent and reduce risky
behaviour that can lead to HIV transmission.
~ Correct information and awareness of the issues
related to sex and sexuality will help in developing
a healthy and positive personality amongst
children, youth and adults.

Module 2 – Sex and Sexuality
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MODULE 2

SEX AND SEXUALITY
RESOURCE MATERIALS FOR
FACILITATORS AND PARTICIPANTS
Annexure I b : Talking about Sex
Annexure I c : Talking about Sex & Sexuality to Children
Annexure II a : Circles of Sexuality
Annexure II b : Notes On Sexuality
Annexure II c : Purpose of Sex
Annexure III

: Body Image and Social Conditioning

Annexure IV a : Demystifying Organs and Functions
Annexure IV b : Healthy Sexual Self
Annexure IV c : Child sexual abuse
Annexure V

: Sexual Behaviour

Annexure VI

: Sexual Negotiation

Annexure VII : Myths and Misconceptions

Annexure I.a

Annexure I.b

FOR SESSION I

Commonly Held Attitudes and Values on Sex
and related issues
u Girls are told not to play with boys after the onset of

menstruation.
u Menstruation is thought to be 'dirty' and 'dangerous' and

various taboos are put on girls and women during their
menstrual cycle.
u Before marriage, girls are told that their husbands would

“know what to do”.
u In schools, teachers more often than not skip the chapter on

reproduction and ask students to read at home.
u Parents avoid or make up stories such as “a stork came and

gave you to us” when children ask where did they come from.
u Masturbation is bad. It takes away the virility and adolescent

boys loose the ability to have sexual intercourse in future.
u “Good girls” should not talk about sex.
u Sex is “bad”, “dirty” and its only purpose is that of procreation.

Talking about Sex
u Messages about sex are learned at an early age. They can
come from parents, other members of the family, siblings,
friends etc.
u Often we do not question these messages because they
come from parents or because we are too young at the time
to fully understand the issues. These messages become
internalized and often shape not only how we think about sex
(e.g., shame, embarrassment, etc.) but also our sexual
behaviour (e.g., inhibited, shy, passive etc.).
uJust because we believe these messages, does not make
them true. It is important to challenge and change these
messages.
u It is important for everyone working in the field of sexual
health not to feel ashamed about their own sexuality and
behaviours, as well as those of others. Being comfortable
with sexual language is a central component of effective
education.

u A 'real man' is one who has had sex.
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Annexure I.c
FOR SESSION I

Talking about Sex & Sexuality to Children
While providing information on issues of sex and sexuality,
much will depend on the physical, intellectual and emotional
development and levels of understanding of the child. Moreover,
sex education should be sustained and age appropriate, as
given below.
Points that need to be covered while talking about sex:
u In multi-cellular organisms like human beings who are

composed of 10 trillion cells, everything from infection to
reproduction and repairing a broken bone, happens through
cells, the largest of which has the diameter of a single hair.

What is Sex
The word 'sex' usually refers to a variety of sexual activities and
can mean different thing to different people. Usually, when
people talk about sex, they mean sexual intercourse or
penetrative sex, not just between a man and a woman but also
between two men or two women.
Sex can also apply to many activities that people enjoy, which
do not involve sexual intercourse, like kissing, stroking each
other and mutual masturbation.
Sex is not just physical. It involves intimacy, love, affection and
caring for one's partner. There is no right way and wrong way of
having sex. It all depends on what you and your partner enjoy.
But it should be fun, safe and with someone you are
comfortable with. Protection is essential at all times to prevent
sexually transmitted diseases, HIV and unwanted pregnancy.

u A baby is created when a single sperm cell from the father is

transferred to the mother through the penis and vagina and it
fertilizes the ovum or egg, the female reproductive cell. The
baby grows out of this single cell into a human being, with
trillions of cells in the mother.
u Depending on the age of the children a basic diagram of the

female reproductive organ and male reproductive organ can
be used to explain how fertilization occurs.
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Sex and Sexuality
AGE 3-6 yrs
They might ask “Where did I come from? Say
“From mummy's tummy?” If they ask “Who put
me there?” or “How did I come from there?” say
“You were put there and when the baby was full
grown the doctor took you out in the hospital”.
Since they learn about cells in biology, say that
when the mother decides to have a baby it
starts to grow from a cell and nine months later
it is taken out of the mother's tummy.

Module 2 – Sex and Sexuality
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NOTE: Important to give an explanation that is as close to the
truth as possible because children do remember and if
something unrealistic like, “The stork brought you”, or “We
bought you in a shop”, will be difficult to defend. The answer to,
“How I got there”, can be modified over the years.
AGE 7-10 yrs
Require more specific information, because
they are more curious. Will want to know how it
got into the tummy, how the baby was formed,
or how it comes out. May have seen scenes of
intimacy in the media, or heard things indirectly.
By pre-puberty, 9-11 years, know by instinct
that a man and woman needed to produce a
child and that a child is born after marriage. So
there could be questions like, how do people
decide, or know when the baby will come after
they have got married?
Much, depending on the mental level of the
child, so it can vary from, 'it is there and at
the right time it comes out', to 'God decides
when a mother should have a child and puts
it there', if the child is religious, and 'at the
right time it comes out'. The caregiver can
also introduce the basics of reproduction and
fertilization between the 'egg', which the
mother has and the 'seed', which the father
has, without going into details about the
sexual act. Can also talk of menstruation to
this age group.
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AGE 11-13 yrs
Are taught biology and they will be developing
secondary sexual characteristics, so they will
be forming sexual identities their femaleness
or maleness. Books and charts could be used
to introduce the biological aspects of sex
education conception, growth of the foetus
and the birth of the child.
Emphasis should be on providing factual
information in a simple, dignified, 'no
nonsense' style, with the stress on sex being
a natural function of human beings, in the
context of loving relationships.

AGE 14-18 yrs
By now, fully aware of their sexuality through
books and media, so it is important to give
them the information they want and clear their
doubts. If necessary, refer them to a
counsellor. The emphasis should be on sex is
not just for fun, the repercussions of casual
sex, unwanted pregnancies, threat of HIV and
STIs.
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Annexure II.a
Circles of Sexuality
SENSUALITY Awareness, acceptance of, and comfort with
one's own body; physiological and psychological enjoyment of
one's own body and the bodies of others; awareness and
enjoyment of the world as experienced through the five
senses touch, taste, feel, sight and hearing
SEXUALIZATION
- The use of
sexuality to
influence, control,
or manipulate
others

Body image,
Experience of sexual
& sensual pleasure
Skin hunger
Physical Attraction

INTIMACY The ability
and need to
experience emotional
closeness to another
human being and to
have it returned.

Sexuality is much more than sexual feelings or sexual
intercourse. It is an important part of who a person is and what
she/he will become. It includes all the feelings, thoughts, and
behaviours associated with being female or male, being
attractive and being in love, as well as being in relationships that
include sexual intimacy and sensual and sexual activity. It also
includes enjoyment of the world as we know it through the five
senses: taste, touch, smell, hearing, and sight.

Circle 1 - Sensuality
Sensuality is awareness and feeling about your own body and
other people's bodies, especially the body of a sexual partner.
Sensuality enables us to feel good about how our body's look
and feel and what they can do. Sensuality also allows us to
enjoy the pleasure that our bodies can give us and others.
This part of our sexuality affects our behaviour in several ways.

Flirting / Seduction
Fantasy, Sexual
Harassment,
Withholding Sex to
punish partner,
Rape / Incest

Caring
Sharing
Loving and Liking
Taking Risks
Being vulnerable

Factual information,
feelings & attitudes,
Sexual intercourse,
Physiology & Anatomy of
the reproductive organs,
Sexual reproduction
SEXUAL HEALTH and REPRODUCTION
Attitudes and behaviours related to
producing children; care and maintenance
of the genitalia and reproductive organs;
health consequences of sexual behaviour
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Gender Identity
Gender Role
Sexual Orientation
Gender Bias

GENDER IDENTITYA sense of who one
is sexually, including
a sense of maleness
or femaleness
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u Body image Feeling attractive and proud of one's own body and the way it
functions influences many aspects of life. Adolescents often
choose media personalities as the standard for how they
should look, so they are often disappointed by what they see
in the mirror. They may be especially dissatisfied when the
mainstream media does not portray or does not positively
portray physical characteristics the youth see in the mirror,
such as color of skin, type or hair, shape of eyes, height, or
body shape.
u Experiencing pleasure and release from sexual tension Sensuality allows a person to experience pleasure when
certain parts of the body are touched. People also experience
sensual pleasure from taste, touch, sight, hearing, and smell
as part of being alive.
Module 2 – Sex and Sexuality
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u Satisfying skin hunger The need to be touched and held by others in loving,
caring ways is often referred to as skin hunger. Adolescents
typically receive considerably less touch from their parents
than do younger children. Many young adults satisfy their skin
hunger through close physical contact with peers. Sexual
intercourse may sometimes result from a young adults need
to be held, rather than from sexual desire.
u Feeling physical attraction for another person The center of sensuality and attraction to others is not in the
genitals. The center of sensuality and attraction to others is in
the brain, humans' most important “sex organ”. The
unexplained mechanism responsible for sexual attraction
rests in the brain, not in the genitalia.
u Fantasy The brain also gives people the capacity to have
fantasies about sexual behaviours and experiences.
Adolescents often need help understanding that sexual
fantasy is normal and that one does not have to act upon
sexual fantasies.

Circle 2 - Sexual Intimacy
Sexual intimacy is the ability to be emotionally close to another
human being and to accept closeness in return. Several aspects
of intimacy include:
u Sharing Sharing intimacy is what makes personal relationships rich.
While sensuality is about physical closeness, intimacy
focuses on emotional closeness.
u Caring Caring about others means feeling their joy and their pain. It
means being open to emotions that may not be comfortable
or convenient. Nevertheless, an intimate relationship is
possible only when we care.
u Liking or loving another person Having emotional attachment or connection to others is a
manifestation of intimacy.
u Emotional risk-taking To have true intimacy with others, a person must open up,
trust and share feelings and personal information. Sharing
personal thoughts and feelings with someone else is risky,
because the other person may not feel the same way. But it is
not possible to be really close with another person without
being honest and open with her/him.
u Vulnerability To have intimacy means that we share and care, like or love,
and take emotional risks. That makes us vulnerable the
person with whom we share, about whom we care, and whom
we like or love, has the power to hurt us emotionally. Intimacy
requires this openness, on the part of each person in the
relationship.
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Circle 3 - Sexual Identity
Sexual identity is a person's understanding, of who she/he is
sexually, including the sense of being male or of being female.
Sexual identity consists of three “interlocking pieces” that,
together, affect how each person sees him/herself. Each “piece”
is important.
u Gender identity Gender is determined socially; it is the societal meaning
assigned to male and female. Each society emphasizes
particular roles that each sex should play. Gender identity is
knowing whether one identifies as man or woman, girl or boy.
Most young children determine their own gender identity by
age two. Sometimes, a person's biological gender is not the
same as his / her gender identity this is called being
transgender.
u Gender role Identifying actions and/or behaviours for each gender. Some
things are determined by the way male and female bodies are
built or function and these are biologically determined and
have nothing to do with gender roles. For example, only
women menstruate and only men produce sperm. However
gender roles are culturally determined.
There are many “social expectations” about what men and
women can/should do that have nothing to do with the way
their bodies are built or function. This aspect of sexuality is
especially important for young adolescents to understand
since peer, parent, and cultural pressures to be “masculine”
or “feminine” increase during the adolescent years.
Both young men and young women need help sorting out
how perceptions about gender roles affect whether they feel
encouraged or discouraged in their choices about
relationships, leisure activities, education, and career.
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u Gender bias It means holding stereotyped opinions about people
according to their gender. Gender bias might include
believing that women are less intelligent or less capable than
men, that men cannot raise children without the help of
women, that women cannot be analytical, that men cannot be
sensitive. Many times, people hold fast to these stereotyped
opinions without giving rational thought to the subject of
gender.
u Sexual orientation
Whether a person's primary attraction is to people of the
opposite sex, i.e. Heterosexuality or different or to the same
sex, i.e. Homosexuality or to both sexes, i.e., Bisexuality
defines his/her sexual orientation. Sexual orientation begins
to emerge by adolescence although many gay and lesbian
youth say they knew they felt same sex attraction by age 10
or 11. Between 3 and 10 percent of the general population is
probably exclusively homosexual in orientation. Perhaps
another 10 percent of the general population is exclusively
heterosexual the other 80% fall in a range of category of
bisexuality with preference for one or the other and are not
necessarily related to sexual orientation.
Module 2 – Sex and Sexuality
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Heterosexual, gay, lesbian, and bisexual youth can all
experience same-sex sexual attraction and/ or activity around
puberty. Such behaviour, including sexual play with same-sex
peers, crushes on same-sex adults, or sexual fantasies about
same-sex people are normal for adolescents

HIV and AIDS, contraceptive use, abortion, pregnancy and
childbirth.
u Sexual intercourse Is one of the most common behaviours among humans.
Sexual intercourse is a behaviour that may produce sexual
pleasure that often culminates in orgasm in females and
males. Sexual intercourse may also result in pregnancy
and/or STI.
In programs for youth especially, discussion of sexual
intercourse is often limited to the bare mention of malefemale (penile-vaginal) intercourse. However, youth need
accurate information about three types of sexual intercourse
vaginal, oral, and anal intercourse.

Circle 4 - Reproduction and sexual health
These are a person's capacity to reproduce and the behaviours
and attitudes that make sexual relationships healthy and
enjoyable.
u Factual information About reproduction is necessary so whether it is adults,
children, youth or the old will understand how male and
female reproductive systems function and how conception
and/or STI occur. Most people often have inadequate
information about their own and/or their partner's body. One
needs this information so that one can make informed
decisions about sexual expression and protect their health.
We need to understand anatomy and physiology because
everyone needs the knowledge and understanding to help
him/her appreciate the ways in which his/her body functions.
u Feelings and attitudes Is wide-ranging when it comes to sexual expression and
reproduction and to sexual health-related topics such as STI,
50
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u Reproductive and sexual anatomy The male and female body and the ways in which they
actually function is a part of sexual health. Adults / children /
youth can learn to protect their reproductive and sexual
health if they know the proper functioning and anatomy of the
human body.
In case of adults and youth this means that they will need
information about STIs, how to prevent them, all the effective
methods of contraception currently available, how they work,
where to obtain them, their effectiveness, and their side
effects. Even if youth are not currently engaging in sexual
intercourse, they probably will do so at some point in the
future. They must know how to prevent pregnancy and/or
disease.
Finally, youth also need to know that traditional methods of
preventing pregnancy (that may be common in that particular
community and/or culture) may or may not be effective in
preventing pregnancy and may, depending on the method,
even increase susceptibility to STIs. They should be able to
get the right information regarding this.
Module 2 – Sex and Sexuality
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b) Barrier methods:

Methods to prevent pregnancy

Natural method by
calculating dates

Contraceptive
pills

Male condom

Female condom

c) Oral contraceptive pills:

Diaphragm with
Spermicidal gel

Copper releasin
IUDl

u Forms of Contraception
There are various types of contraceptives used as birth control
methods. However, not all are equally effective. Depending on
their convenience, it is for the couple to decide on the type of
contraception. Importantly, the pregnancy or failure rate is the
primary consideration for choosing a contraceptive.
a) Natural forms of contraception:
These methods are based on the principle that conception
can be avoided by abstaining from sex during the woman's
most fertile period. Withdrawal method, a natural form, works
on the assumption that sperms do not enter the vagina.
However, they are efficient only when combined with other
forms of contraception such as condoms, otherwise they
have high failure rate. Natural forms are withdrawal,
temperature method, rhythm method and mucus method.
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These methods mechanically block the sperm from entering
the uterus. These include condoms, diaphragms (soft rubber
cup-like devices used with sperm-killing cream, inserted into
the woman's vagina before intercourse), female condom etc.
In addition to contraception, the advantage of these barrier
methods is that they prevent the spread of AIDS and other
sexually transmitted diseases.
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Birth control pills, also called oral contraceptives, contain
hormones like estrogen and progesterone. Birth control pills
are specially designed to control the hormone levels of the
woman. These pills need to be taken daily, for the entire
duration that the woman is sexually active and does not wish
to conceive. If taken correctly and daily, success rate is close
to 100%.
However, if a woman is breast feeding she should not take
the combined oral contraceptive pills as they may decrease
the quantity of milk supply. Instead they could take the
estrogen only pills. It is best to consult a doctor before
starting a hormonal contraceptive.
d) Intrauterine devices (IUD):
The insertion of this device results in 99% prevention of
pregnancy. However, a skilled person is required to insert it
and there exists a slight risk of infection. Especially, the risk of
STD increases following sexual intercourse if the partner is
infected. Of all these, natural family planning and barrier
methods have no side effects but increase the risk of an
unwanted pregnancy. On the other hand OC pills and IUDS
are very effective but may have some side effects than some
of the other methods mentioned. The primary goal should be
to balance benefits versus side effects or risks in choosing a
contraceptive.
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u Demystifying contraception
One of the main reasons for lower adoption of contraceptives
in India is the myths that have been built around them. This is
primarily due to the lack of correct information on
contraceptive methods.
Contraceptive behaviour is characterized by four parameters
namely,
a) Knowledge of contraception,
b) Current contraceptive use,
c) Future intention to use contraception and
d) Desire for additional children.
Knowledge of contraception is defined as complete
knowledge (awareness) of all the major methods of
population stabilization - sterilization, the IUD, oral pill and
condom and the decision on the contraceptive of choice
should be based on the right information, and not myths.
u Myths about Contraception

abortion is not caused by pills for the simple fact that they
do not even allow the sperm and the egg to meet.
No conception, no abortion!
l Besides causing mild infection, IUDs are considered
dangerous which is not true. As mentioned earlier, IUDs
require a specialist to insert the device properly. The IUD
has to be placed properly inside the uterus. The only
possible risk is that the IUD may not Be placed correctly,
and it may have to be removed surgically.
u Sexual reproduction The actual processes of conception, pregnancy, delivery, and
recovery following childbirth are important parts of sexuality.
Youth need information about sexual reproduction the
process whereby two different individuals each contribute half
of the genetic material to their child.

Conception

Pregnancy

l One of the myths that deter women from using oral pills is
that they cause cancer. In reality it is quite the opposite.
Women on pills have less risk of cancer of ovaries, uterus
and possibly less risk of cancer in the bowel.
l The other myth surrounding pills is that it causes infertility
when intake is stopped. Again, this is not true, as no such
link has been found in various scientific studies conducted
so far.

Recovery

Delivery

l The third myth on pills is that it causes weight gain.
Actually, only 13 per cent of the pill users gain weight while
most of them weigh the same and a small percent actively
loses weight. For women who are religion conscious,
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Circle 5 - Sexualization
Sexualization is that aspect of sexuality in which people
behave sexually to influence, manipulate, or control other
people. Often called the “shadowy” side of human sexuality,
sexualization spans behaviours that range from the relatively
harmless to the sadistically violent, cruel, and criminal. These
sexual behaviours include flirting, seduction, withholding sex
from an intimate partner to punish her/him or to get something,
sexual harassment, sexual abuse, and rape. Women, children,
youth and even men need to know that no one has the right to
exploit them sexually and that they do not have the right to
exploit anyone else sexually.
u Flirting Is relatively harmless sexualization behaviour. Nevertheless,
if it is done with the intention to manipulate someone else, it
can cause the person manipulated to feel hurt and humiliated.
u Seduction Is a more harmful behaviour. It always implies manipulating
someone else, usually so that other person will have sexual
intercourse with the seducer. The seducer is using the person
seduced for his/her own sexual gratification.
u Sexual harassment Is an illegal behaviour. It could mean making personal,
embarrassing remarks about someone's appearance,
especially characteristics associated with sexual maturity,
such as the size of a woman's breasts or of a man's testicles
and penis.
It could mean unwanted touching, such as hugging a
subordinate or patting someone's bottom. It could mean
demands by a teacher, supervisor, or other person in
authority for sexual intercourse in exchange for marks,
promotion, hiring, raises, etc.
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All these behaviours are manipulative. The law in India
provides protection against sexual harassment. People
should know that they have the right to file a complaint with
appropriate authorities if they are sexually harassed and that
others may complain of their behaviour if they sexually harass
someone else.
u Rape Rape means coercing or forcing someone else to have
sexual contact with another or sexually abuse another. Force,
in the case of rape, can include use of overpowering strength,
threats, and/or implied threats that arouse fear in the person
raped. Rape and sexual abuse is always illegal and always
cruel. It is a violent sexual act.
People should know that they are legally entitled to the
protection of the criminal justice system if they are the victims
of rape and that they may be prosecuted if they force anyone
else to have sexual contact with them for any reason.
Refusing to accept no and forcing the other person to have
sexual intercourse always means rape.
u Incest with a minor Forcing sexual contact on any minor who is related to the
perpetrator by birth or marriage. Incest with a minor is always
illegal and is extremely cruel because it betrays the trust that
children and youth give to their families. Moreover, because
the older person knows that incest is illegal and tries to hide
the crime, he/she often blames the child/youth. The triple
burden of forced sexual contact, betrayed trust, and
self-blame makes incest particularly damaging to survivors of
incest.
Forced sexual contact with children outside the family is also
an act of sexual abuse and a crime. It also leaves scars of
trauma, fear, distrust, shame and guilt in children if not
handled with sensitivity and care.
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Annexure II.b
Note on Sexuality

Identity
Expression
Orientation

Components of Sexuality

Sex

u Biological Sex: Physical and genetic sex- that is, born with
male or female sex organs, hormones, secondary sex
characteristics.
Biological Sex
u Sexual Identity: An inner sense of oneself as a sexual being,
including how one identifies in terms of gender identity and
sexual orientation.
a) How one identifies or thinks of oneself irrespective to
b)
c)
d)
e)

what others observe or think about.
“Straight”- sexually attracted to opposite sex
“Gay”- men who are sexually attracted to other men
“Lesbian”- women who are sexually attracted to other
women.
Bisexual- men/women who are sexually attracted to both
men and women.

u Sexual Orientation: To which sex one is sexually attracted
to - women, men, both, neither, and other.
u Sexual Behaviour: With whom- male, female or both- one
has sex.

Intersex

Female

Male

Biological sex refers to the organs and chromosomes. Female =
Vagina, ovaries, XX chromosomes. Male = Penis, testes, XY
chromosomes. Intersex = A combination of the two types of organs.

Sexual Orientation
Heterosexual

Bisexual

Homosexual

Sexual orientation is who you are physically, spiritually and emotionally
attracted to based on their sex / gender in relation to your own.

Gender Expression
Feminine

Androgynous

Masculine

Gender expression is how you demonstrate your gender, based on
traditional gender roles, through the ways you dress, behave, act and
interact.

Gender identity
a) Heterosexual: Between male-female
b) Homosexual: Between male-male, female-female
c) Bisexual: Between male-male and female, female- male

and female
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Woman

Queer

Man

Gender identity is how you, think about yourself in your head. It’s your
hormonal and chemical composition and how you interpret that.
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u Gender Identity: Whether one identifies as what society
considers as being a man or woman. Gender identity can be
that of the opposite gender too
Transsexual
a) It can be males who identify their gender identity to that
of women.
b) It can be females who identify their gender identity to
that of men.
u Gender Expression: Adherence to the cultural expectations
for 'feminine' or 'masculine' behaviour.
a) Dress, posture, roles, identity
b) Masculine-Androgynous-Feminine
Sexual Development through the Life Cycle
Many people cannot imagine that everyone babies, children,
youth, and the elderly are sexual beings. Some believe that
sexual activity is reserved for early and middle adulthood.
Adolescents often feel that adults are too old for sexual
intercourse. Sexuality, though, is much more than sexual
intercourse and humans are sexual beings throughout life.
u Sexuality in infants and toddlers - Children are sexual even
before birth. Males can have erections while still in the uterus,
and some boys are born with an erection. Infants touch and
rub their genitals because it provides pleasure. Little boys and
girls can experience orgasm from masturbation although boys
will not ejaculate until puberty. By about age two, children
know their own gender. They are aware of differences in the
genitals of males and females and in how males and females
urinate.
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u Sexuality in children ages three to seven - Preschool
children are interested in everything about their world,
including sexuality. They may practice urinating in different
positions. They are highly affectionate and enjoy hugging
other children and adults. They begin to be more social and
may imitate adult social and sexual behaviours, such as
holding hands and kissing.
Many young children play “doctor” during this stage, looking
at other children's genitals and showing theirs. This is normal
curiosity. By age five or six, most children become more
modest and private about dressing and bathing. Children of
this age are aware of marriage and understand living
together, based on their family experience. They may roleplay about being married or having a partner while they “play
house.”
Most young children talk about marrying and/or living with a
person they love when they get older. School-age children
may play sexual games with friends of their same sex,
touching each other's genitals and/or masturbating together.
Most sex play at this age happens because of curiosity.
u Sexuality in pre-adolescent youth ages 8 to 12 - Puberty,
the time when the body matures, begins between the ages of
9 and 12 for most children. Girls begin to grow breast buds
and pubic hair as early as 9 or 10. Boys' development of
penis and testicles usually begins between 10 and 11.
Children become more self-conscious about their bodies at
this age and often feel uncomfortable undressing in front of
others, even a same-sex parent.
Masturbation increases during these years. Pre-adolescent
boys and girls do not usually have much sexual experience,
but they often have many questions. They usually have heard
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about sexual intercourse, petting, oral sex, and anal sex,
homosexuality, rape and incest, and they want to know more
about all these things. The idea of actually having sexual
intercourse, however, is unpleasant to most pre-adolescent
boys and girls.
Same-gender sexual behaviour is common at this age. Boys
and girls tend to play with friends of the same gender and are
likely to explore sexuality with them. Masturbating together
and looking at or caressing each other's genitals is common
among pre-adolescent boys and girls. Such same-gender
sexual behaviour is unrelated to a child's sexual orientation.
Some group dating occurs at this age. By age 12 or 13, some
young adolescents may pair off and begin dating.
u Sexuality in adolescent youth (ages 13 to 19) Once youth
have reached puberty and beyond, they experience
increased interest in romantic and sexual relationships and in
physical contact. As youth mature, they experience strong
emotional attachments to romantic partners and find it natural
to express their feelings within sexual relationships. There is
no way to predict how a particular teenager will act sexually.
Overall, most adolescents explore relationships with one
another, fall in and out of love, and participate in sexual
intercourse before the age of 20.
Although adult men and women go through some sexual
changes as they age, they do not lose their desire or their ability
for sexual expression. Even among the very old, the need for
touch and intimacy remains, although the desire and ability to
have sexual intercourse may lessen.

Annexure II.c
Purpose of Sex
How often does the desire to have sex stem directly from the
desire to conceive a child? Although one of the outcomes of
sexual activity can be reproduction (children), the primary
purpose of sex may actually be pleasure. If this were not the
case, humans would be different. If sex were only meant for
procreation, women might ovulate (release an egg) every time
they have sex the way cats do. Human beings, however,
ovulate on a regular schedule which is unrelated to sexual
activity.
There are only a few days during a woman's monthly cycle
when she can get pregnant, but most human beings have a
natural desire for sex and produce semen and vaginal fluids
throughout the month. Even when a woman becomes pregnant,
she will continue to feel the need for sex and produce vaginal
fluids to aid sexual activity. If sex were only meant for
procreation, women would not have a clitoris.
The clitoris has no function whatsoever besides providing
sexual pleasure and orgasm. If sex were only meant for
procreation, women, like most female animals, would not even
have the ability to have an orgasm. If sex were only meant for
procreation nobody would enjoy sex with others of the same
gender.
It is these facts plus the great creativity and love that humans
are capable of bringing to sexual intimacy that seems to make
enjoying sex for pleasure part of being human.
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Annexure III
FOR SESSION II

Body Image and Social Conditioning
Everybody has body parts they are unhappy or uncomfortable
with. One person may agonize over his nose while another may
agonize over her lips. These are all subjective feelings, not
facts. For example, someone whose hair you admire may
actually be unhappy about his hair. The participants' reasons
behind these ideas shed light on their overall self-concept. This
self-concept is fundamental to the formation of their sexual
identity.
Reasons for discomfort with specific body parts could be social
conditioning of what is considered dirty / ugly / beautiful etc.,
media images of perfect and appreciated bodies or association
of certain parts with experiences of abuse or rejection. These
feelings can run very deep. It is precisely these emotions,
however, that are the powerful tools with which one can gain
understanding of themselves and take the first steps toward
reinforcing positive sexuality.
u In the Learning Activity Self Portrait Facilitator needs to be
aware of certain things.
a) The variety of drawings is fascinating and is the source of
endless insights. Some participants may draw themselves
in some sort of environment.
Example: A beautiful natural setting, in their home, on their
motorbike
l What is the significance of this environment to them?
Example: I really love to ride my bike. It makes me feel free.
When I ride my bike, I like how people look at me. I feel
important.
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l Did they include pictures of any important other people,
animals or objects with which they identify the image of
themselves?
What are they?
Example: A briefcase, a purse, a dog, a child
l What is their personal significance?
Example: My job is very important to me. I am always
carrying my briefcase going to important meetings. This is
my son, Raju. He is two and a half years old. I love to have
him with me all the time)
l What social messages might they carry?
Example: I am a modern woman who finds power and
prestige in her work. I like to go against the traditional idea
of what a woman is supposed to do. Having a son can be
seen as a sort of success. Women's identity is often tied to
their family. Particularly the relationship between mother and
son is very important. Without a husband, son, or other male
family member, a woman may face a lot of hardship.
Module 2 – Sex and Sexuality
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b) Participants may draw themselves in their finest clothes, in
the clothes society most presses them to wear, in their
favorite clothes, in the clothes they are wearing that day,
or, some may choose to draw themselves in the nude.
Each choice reveals preferences and/or social conditioning
in each individual that can help us understand how we see
ourselves and why.
Let the participants themselves come up with the
explanation for each choice.

way a person draws herself. A person who draws himself
with a very large head and small body may also simply
suffer from the troubles of drawing in perspective, but it is
possible that he may have a rich intellectual life and
actually feel that his body is less important.
Did the participants include their secondary sexual
characteristics in the drawing? (Breasts, genitals)
Why?
Why not?

Example: I'm not sure why I drew myself with a bindi and a
sari. I never really dress like that. Perhaps it has something to
do with still wanting to present myself looking my best...that is
looking the way people have always told me I am supposed
to look. But, really, I don't identify with these clothes at all. I
never wear a bindi any more. I drew myself naked because I
wanted to draw my true self. It is my most private self. The
self no one but me gets to see. So it is my truest self. I like it.
It is the real me.
If there seem to be other possible explanations or a deeper
learning that can be brought out, put forth your ideas to the
group, but make sure that you do so in such a way that you
do not undermine what the individual has said or make him
embarrassed.
c) Pay attention to the details of each drawing. Did the
participant draw all parts with equal care?
Are the hands and arms fully formed? If not, this may be
simply because hands are difficult to draw. However, it has
been found that children who feel powerless often draw
themselves without any arms.
Adults are usually too self-conscious to do this, but there
may be other ways to spot a sense of powerlessness in the

66

Positive Caregiving for Children Living with HIV

Module 2 – Sex and Sexuality

67

Annexure IV.a
Demystifying Organs and Functions
External Female Reproductive/Sexual Organ

v) Vaginal opening is situated between the labia and forms
the passage to the vaginal canal which leads into the
uterus. It is the opening through which menstrual blood
flows out and child birth happens.
vi) When a girl become sexually mature, the outer labia and
the mons pubis are covered by pubic hair.
c) Anus is the opening for the expulsion of feces from the body.
It is not a part of the reproductive system.

Mons Pubis

Internal Female Reproductive/Sexual Organ
Clitoris
Urethra

Labia Major

Vestibule
(entrance to
the vagina)

Labia Minor

Fallopian tube

Anus

Ovary

a) The External Female Genitalia is known as the VULVA.

Uterus
Cervix

b) The Vulva consists of different parts:
i) The fleshy area above the top of the vaginal opening is
called the mons pubis.
ii) There are two skin flaps called the labia, which means lips,
that surround the vaginal opening. Labia Major or Outer lip
and Labia Minor or Inner lip. They provide protection to the
clitoris, urethral and vaginal openings.
iii) The clitoris, a small sensory organ, is located above the
urethral opening at the point where the inner labia meet. It
is highly sensitive and it's only function is for sexual
stimulation.
iv) Between the labia is the urethral opening, which carries
urine from the bladder to the outside of the body. It is
situated above the vaginal opening.
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Vagina

a) A female's internal reproductive organs are:
i) The vagina which acts as the receptacle for the sperm.
ii) The uterus which holds the foetus or developing baby.
iii) The ovaries which produce the female egg and.
iv) The fallopian tubes which carry the eggs to the uterus.
v) The cervix which opens into the uterus; protrudes into the
uppermost part of the vagina.
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b) Vagina - is a muscular, hollow tube that extends from the
vaginal opening to the uterus. The vagina serves three
purposes:
l It's where the penis is inserted during sexual intercourse.
l It's the birth canal through which the baby comes out of a
woman's body during childbirth.
l It provides the route for the menstrual blood (the period) to
leave the body from the uterus.
A thin sheet of tissue known as the hymen with one or more
holes in it partially covers the opening of the vagina. The
hymen may tear because of physical exercises like
swimming, gymnastics, cycling, etc., during first sexual
experience. There is no guarantee that the hymen will remain
intact till a woman's first sexual intercourse. This is only a
myth. The hymen can break any time before first sexual
intercourse.
c) The uterus - is pear shaped and has a thick lining and
muscular walls that expand and contract to accommodate a
growing foetus and help to push the baby out during labour.
The vagina connects with the uterus or womb, at the cervix,
which means neck.
The opening of the cervix is very narrow but during childbirth
it expands so that the baby can come out.
d) The fallopian tubes - at the upper corners of the uterus
connect it to the ovaries, which are two oval-shaped organs
that lie to the upper right and left of the uterus. They produce,
store and release eggs into the fallopian tubes in the process
called ovulation. In most women the ovaries release an ovum
every 28 days.
When an egg leaves the ovary, it enters the fallopian tube and
tiny hairs in the tube's lining push it towards the narrow
passage that leads to the uterus.
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u Ovulation - Once a month, an ovary releases a mature egg,
which then becomes available for fertilization. This process in
called Ovulation. It occurs approximately 14 days before the
next period. A girl's first ovulation may or may not coincide
with her first menstrual period.
u Fertilization and Conception - When the male ejaculates
the semen during intercourse, it is deposited in the female's
vagina, from where it travels up through the cervix and moves
to the uterus, with help from uterine contractions. If a mature
egg is in one of the female's fallopian tubes, a single sperm
may penetrate it and fertilization or conception occurs. The
fertilized egg then moves into the uterus and attaches to the
uterus wall and grows there into a mature baby for nine
months.
u Menstruation (Periods) When an egg is released
from the ovaries it passes
into the fallopian tube
waiting to be fertilized by a
sperm. As it waits in the
fallopian tube, hormones in
the body are secreted which
ready the body for any
possible pregnancy.
During this time the wall of
the uterus develops a lining
of tissues rich in blood for a
possible fertilized egg.
When fertilization does not
occur, the egg along with
lining of the uterus wall, flow
out of the vaginal opening
as menstrual blood.
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Ovulation
An egg ripens
approximately
in 5-6 days

Fertile phase
The ripe egg
travels towards
the uterus

The body
prepares itself
for pregnancy
for 10-16 days

No intercourse
in fertile period

Intercourse in
fertile period

Results in
Menstruation

Can result in
Pregnancy
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u Age of onset and termination - Onset varies from age 9-17;
termination occurs at about 45-55 years of age and is called
menopause stage.
u Length of cycle - Length of cycle Varies, average being 28
days; intervals may be irregular in young girls.
u Duration of flow - Varies, average being 2-7 days; amount
of flow also varies; some female experience cramps caused
by uterine contractions.
u Hygiene - May be necessary to bathe more often than usual;
use sanitary protection; change clothing frequently.
u Common myths - Boys can tell when a girl is having her
menstrual period just by looking at her; it is harmful to wash
one's hair or to bathe while menstruating; bathing causes
menstrual cramps.
Male Reproductive/Sexual Organ
Bladder
Pubic bone
Prostate
gland
Shaft
Glans

Anus

Penis

Foreskin
Urethral
opening

Vas deferens

The size of the penis has nothing to do with the amount of
sperm produced or the virility of the person.
b) Shaft and Glans - The shaft is the main part of the penis.
Glans is the head of the penis and highly sensitive.
c) Testicles - A male is born with two round glands called
testicles, located in the lower part of his body, near his penis.
From puberty onwards, a male's testicles begin to produce
and store millions of sperm cells; it also produces the male
sex hormone testosterone.
d) Scrotum - The pouch located behind the penis; holds, and
provides protection to the testicles; maintains the temperature
necessary for the production and survival of sperm.
Sperm cells can only be produced at 96.6 deg - 2 deg below
normal body temperature.
The scrotum acts like a temperature gauge and draws the
testicles closer to the body when it is cold or drops the
testicles further from the body when it is hot to keep them at
the right temperature for sperm production and storage.

(sperm duct)

Scrotum
Epidydimus
Testes (testicles)

Unlike the female, whose sex organs are located entirely within
the pelvis, the male has reproductive organs or genitals that are
both inside and outside the pelvis.
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a) Penis - The male organ used during sexual intercourse. The
penis is a highly sensitive part of a male body. The penis has
one opening that performs more than one function release of
urine or release of sperm in seminal fluid.

Spine
Rectum
Seminal
Vesticle
Cowper’s
gland

Urethra

External Parts and Functions:
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e) Foreskin - Covers the head (glans) of the penis.
Circumcision, the removal of the foreskin, a procedure usually
performed during the first 10 days of life for religious and/or
personal reasons; aids in the removal of smegma, a normal
secretion from the penis. Circumcision does not affect sexual
functioning.
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f) Erection - The process by which the penis fills with blood and
becomes hard in response to thoughts, fantasies,
temperature, touch or sexual stimulation.
g) Anus - The opening for the expulsion of feces from the body
(not a part of the reproductive system).
Internal Parts and Functions:
a) Vas deferens (sperm tube) - Passageway for sperm leading
from each testicle and joining with the urethra.
b) Seminal vesicles - Two sac-like structures lying behind the
bladder; secrete a thick fluid that forms part of the semen.
c) Prostate gland - Gland located in the male pelvis; secretes a
thick, milky fluid that forms part of the semen.
(The seminal vesicles and prostate gland can be described to
participants simply as glands that provide fluid to help form
semen.)

number per ejaculation: 200 to 500 million; may survive in
the female's Fallopian tubes for as long as seven days,
but rarely cause fertilization after 72 hours.
h) Semen - The sperm-containing fluid that passes out of the
penis at the time of ejaculation; the fluids that later mix with
sperm are produced and stored in the seminal vesicles and
prostate gland; young males' semen is clear, due to low
sperm count; whitish color develops as sperm count
increases; whether it is clear or white, a boy's semen is
capable of impregnating a girl.
i) Ejaculation - is the release of semen from the penis in men
or sexual fluid from the urethra in women at the point of
orgasm.
j) Nocturnal emissions (wet dreams) - Erection of the penis
and subsequent ejaculation during sleep; related to the
individual's level of sexual awareness and interest, usually
triggered by sexual dreams and fantasies; occurs most
frequently in males who do not engage in masturbation or
sexual intercourse.

d) Epididymus - is a set of coiled tubes that sit on top of each
testicle. It connects the testicle to the vas deferens
e) Cowper's glands - Two small glands that secrete a fluid
released from the penis soon after erection; the function of
this fluid, which may contain sperm, is to neutralize the acid in
the urethra.
f) Urethra - The tube through which urine passes from the
bladder to outside the body; also, the passageway for semen
as it leaves the body; closed to urine during ejaculation.
g) Sperm - The male sex cells; too small to be seen without a
microscope; shaped like tadpoles; movement aided by
lashing of tails; production usually begins at age 12-14; total
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Annexure IV.b

4) Why is it important for youth to understand exactly how and
when conception occurs?
l It is important for youth to know how their bodies function,
and how they can stay healthy.

Healthy Sexual Self
1) Which parts of the male and female anatomy are the same or
similar. Which parts of the male and female anatomy are the
same or similar?
l Both have a urethra and an anus; the clitoris and the glans
are similar because they contain many nerve endings and
are highly sensitive.
2) Why do males generally feel more comfortable than females
about their genitals?
l Males can see their genitals and are taught to touch and
handle their penis to urinate.
l Females cannot easily see their genitals and are often
discouraged from touching them.

l Knowing exactly how and when conception occurs is
necessary so that they know how to prevent pregnancy, by
abstaining from vaginal intercourse or by using effective
contraception.
5) Which aspects of sexuality and sexual expression are ignored
if one focuses only on genitalia and reproduction? What
implication does this have for HIV prevention education?
l Knowledge of genitilia and reproduction is not enough for
preventing HIV. Sexuality is much more than just the sexual
organs and their functioning, it is about our attitude and
feelings towards our body, our self, our relationships and
our roles. A healthy attitude towards life requires a healthy
attitude towards one's self first, be it in the form of ability to
make informed choices, sexual negotiation, and sensitivity
to other's emotions.

3) Why is it important to feel comfortable touching your own
genitals?
l Genitals are sources of erotic pleasure, and masturbation
is a risk-free way of expressing and experiencing ones
sexuality.
l Males need to touch their testicles to feel for lumps that
might be a sign of testicular cancer.
l Many females use tampons.
l For both sexes, some methods of contraception require
touching the genitals.
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Annexure IV.c

l The child is made aware about what parts of the body can
be public and what is private.
l The child is explained about social interactions and how not
to be coerced by any adult to sit on their laps, kiss them
and hug them against their wishes.

Child sexual abuse
Talking to children about their bodies is also a good time to
introduce the concept of sexual abuse and enable them to
identify “good” and “bad” touch or behaviour of people around
them and to report them.
u Child sexual abuse is an umbrella term that is used, when an
adult or older adolescent abuses a child for sexual
stimulation, by asking or pressurizing a child to engage in
sexual activities, regardless of the outcome. This can include
indecent exposure of the genitals to a child, displaying
pornography to a child, actual sexual contact against a child,
physical contact or viewing of a child's genitals, or using a
child to produce pornography.

l Ensure that all children bathe individually and undress and
dress in privacy after a certain age.
l The child should be encouraged to come back to the
caregiver and share any episodes/incidents, where they
feel uncomfortable with any person or are asked to perform
any activities listed above.
l The child should be assured that they have nothing to feel
ashamed or guilty about.

u Child abuse can result in depression, post traumatic stress
disorders, anxiety, loss of appetite, school/learning disorders,
tendency to re-victimize in adulthood, STIs and physical
injuries to the child, among other problems. Studies have also
linked child abuse to incidents like suicides, anti-social
behaviour and alcoholism in adulthood.
u Sexual abuse by a family member is a form of incest and it
can result in serious and long term psychological trauma,
especially in the case of parental incest. Most sexual
offenders are known to the child relatives, friends of the
family, fathers, brothers, and neighbours.
The caregivers have an important role to play in educating the
child about abuse and preventing it from occurring:
l Caregivers should explain to the child about 'Good Touch'
and 'Bad Touch'.
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Annexure V

Non-penetrative Sex
u Masturbation - is the manual stimulation of one's genitals.
This can occur individually or with another person(s). There
are a number of myths surrounding masturbation, although it
is one of the safest forms of sex in relation to HIV
transmission.

FOR SESSION III

Sexual Behaviour
Masturbation and
mutual
masturbation

Fingering and
fisting

Sex toys

Kissing

Vaginal Sex

Voyeurism

These myths include ideas that masturbation leads to
weakness, blindness, dysfunction of the penis, that the penis
will fall off, that one will be unable to satisfy one's partner later
on in life. There is no scientific evidence to substantiate these
ideas. Masturbation is a personal and pleasurable act. The
act is not dirty, and it does not matter how often you
masturbate. Both men and women can and do masturbate.

Rubbing and
pressing bodies
together/ touching
/ caressing

Anal sex

Making videos

u Kissing - is the pleasurable touching of one's lips against
another's lips or other parts of the body. Deep kissing is
pressing the mouths together with the lips parted that allows
for one's tongue to play in the other's mouth. Deep mouth
kissing does not have risk of HIV transmission because:

Breast sex

Oral sex

Telephone sex

l Saliva has very low concentration of virus in it which is not
sufficient for infection to occur.

Thigh sex

Massage

Fetishism

Scatting
(using feces
during sex)

Rimming

l Studies have shown that saliva contains a certain enzyme
that break down the virus, making the oral environment
less hospitable for HIV.

Golden showers
(urinating on
someone else)

However, deep mouth kissing can lead to HIV transmission if
blood from cuts, sores or wounds caused by STIs, mouth
ulcers or some other means of an HIV infected person comes
in contact with cuts, sores and wounds in the mouth of an
uninfected person.
When both or any one of the partners has open wounds and
sores caused by STIs in their mouth, they should refrain from
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kissing because even if HIV virus is absent the partners are
vulnerable to contracting STIs.
u Rubbing - is the pleasurable touching and caressing of one's
body parts against another's. There are limitless ways people
find sexual pleasure together.
u Breast sex - refers to stimulating the penis between a
person's breasts.

u Oral sex - is the stimulation of the genitals with the mouth
l Fellatio is when a man's penis is stimulated by the mouth
of another man or a woman.
l Cunnilingus is when a woman's clitoris and vaginal area
are stimulated by the mouth of another woman or a man.
l Rimming is when one person licks another person's anus.

u Thigh sex - usually refers to stimulating the penis between
another person's thighs, but it can also refer to a woman
rubbing her genitals against another person's thigh for sexual
pleasure.

The incidence of transmission during oral sex is very low
because generally there is no exchange of infected fluids. It
happens if:

u Frottage - is a general term for rubbing against each other
for sexual pleasure.

l Ejaculation by an infected person occurs in the mouth and
the recipient has sores or cuts caused by STIs, recent
tooth brushing, or mouth ulcer, which allows the virus to
enter the blood stream.

u Tribidism - refers specifically to two women rubbing their
clitoris / vaginal areas against each other.
u Massage - No risk of HIV transmission.
u Hugging - An act of touching and caressing. There is no risk
of HIV transmission at all.
As long as there is no opportunity for exchange of infected
fluids, all of these behaviours are absolutely safe in terms of
HIV transmission.
However one must remember that in case any one of the
partner is suffering from STIs with open wounds, bodily
contact should be avoided till the infection has been treated.
In cases where the STI has no symptoms or outward bodily
signs and are incurable, sexual abstinence is the first best
way to prevent further spread of infection. Use of condoms is
the next best option.
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Though HIV transmission is low in oral sex, one must
remember that the risk of contracting STIs, Hepatitis remains
if anyone of the partners is infected.
There are only two possible instances of this type of transmission,
however, and even then they are not 100% sure that this is how
they were infected. In both cases the person who became infected
had extensive lesions in the mouth and performed oral sex several
times a day.

u Other behaviours which people indulge in for sexual
stimulation:
l Making videos, Telephone sex, Voyeurism - the act of
watching others without their knowledge,
l Fetishism - being sexually exciting by a particular object,
e.g. Leather.
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None of these behaviours put anyone at risk of HIV
transmission. However making videos without the other
person/s knowledge or by force is an act of violence and
voyeurism is an act of breaching someone else's right to
privacy.
l Use of Sexual Toys - There is risk of HIV infection as well
as other STIs and infection if the same sex toy is used with
multiple partners at short intervals without sterilizing them.

rectum is thin and can tear exposing white blood cells
directly to the semen. Even without tearing HIV can pass
through the mucus membrane lining the rectum.
(For definition of Mucous Membrane see Annexure III of
Module I)
u Fingering and Fisting - is the act of inserting fingers or the
fist into the vagina/anus. There is no risk of HIV infection.
However sexual partners must be comfortable with the act.

l Scatting - using feaces during sex,
l Golden Showers- urinating on someone else- There is risk
of STIs and other infections.
Penetrative Sex
u Vaginal Penetration - is the insertion of the penis (or other
object) into the vagina. With penetration by the penis, this can
be a "high risk" practice because HIV-infected semen can
pass through the mucus membrane lining the vagina and
enter the white blood cells of the woman.
Conversely, if the woman is infected, the HIV in her vaginal
secretions can enter the man via the mucus membrane of the
head of the penis and access his white blood cells.
Withdrawal of the penis before ejaculation does not reduce
the risk of HIV transmission. Vaginal penetration using an
object only has risk of HIV transmission if the object is
inserted in more than one woman without washing it between
uses or without using a fresh condom over it each time.
u Anal Penetration - is the insertion of the penis into the
rectum of a woman or a man. This is risky in terms of HIV
transmission for the recipient, because the lining of the
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Safe Lifestyle Choices

u The ABC Strategy:
A - Abstinence from sexual intercourse or delay in it till one is
equipped with the ability to make informed choices.
B - Being faithful to one's partner, because lesser number of
partners a person has, the lesser the risk of contracting
the infection.
C - Correct and Consistent Condom use during all penetrative
sexual activity- vaginal, anal and oral.
l Encouraging non-penetrative sexual activities like hugging, kissing
and mutual masturbation which do not involve the sharing of
semen, vaginal secretions or blood.

l Comprehensive sex education for young people which include
training in lifeskills such as negotiating healthy sexual
relationships, as well as accurate and explicit information
about how to practice safer sex. This can play a major role in
HIV prevention.

Module 2 – Sex and Sexuality

85

Annexure VI
Sexual Negotiation

LIST A

LIST B

I'll be very careful.

I'll buy something nice
if you let me do it.

Role Plays
u Scene 1:- Two students have been dating for some time.
They have come to care for each other quite a bit. The girl
very much wants to marry this boy. He has talked about
marriage, but she is still waiting for him to make some sort of
definite move, such as telling his parents about her. The boy
has begun to pressure the girl into having sex. He says that
since they will be getting married anyway, why wait. The girl,
however, is reluctant. She wants to wait until after the
marriage. Act out a scene between the two when the boy
asks for sex
u Scene 2:- Two friends occasionally have sex with each other.
One would like to start using condoms. The other thinks the
first is crazy; he says condoms are contraceptives so if he is
so keen on using them he should run home and use one with
his wife. Anyway, he says, AIDS only transmits between men
and women so they (two males) needn't worry about it. The
first man disagrees but the other is quite insistent. Neither of
them, however, want this to affect their long-standing
friendship. Act out their conversation about sex and condom
use.
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I really love you, so we've
no need to worry.

You are so attractive that I
can't keep my hands off you.

If you really loved me you
would want to.

I won't tell anyone.

I'll be extremely gentle.

I've got some condoms
so you needn't worry.

I've never fancied anyone
as much as you before, I'd
love to have sex with you.

I've brought some condoms
so there is no excuse now.

You really turn me on.
We'll have to do it now.
(See Some Facts Below)

We don't need to worry about
AIDS or any other disease
because I haven't got it.
(See Some Facts )

I'm really turned on now. If
we don't have it, it will
damage my health.
(See Some Facts )

Everyone else does it.

What do you mean "No"?
It is your marital duty!

There are names for people
like you who lead others on.
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Some Facts

Annexure VII

1) The process of sexual arousal reverses itself just as naturally

as it starts. There is no reason someone HAS to have an
orgasm just because they were turned on.
2) Many sexually transmitted diseases, including HIV/AIDS do

not have symptoms. There is a very good chance that even
the people themselves don't know they are infected.
3) There is absolutely no medical reason that a person must

Myths and Misconceptions
(First 19 “myths” were adapted from AIDS Education for Student
Youth, Universities talk AIDS)
STATEMENT
(For index cards)

NOTES TO THE FACILITATOR

have sex. Not having sex even if a person is highly aroused
will not cause any physical damage whatsoever.

FACT
Once a girl has
had her first
period, she can
become
pregnant.

When a girl starts having her menstrual
periods, it means that her reproductive
organs have begun working and that
she can become pregnant. It does not
mean, however, that her physical
organs and body and mental condition
are necessarily prepared for child birth.

Before a girl
has had her first
period, she can
become
pregnant.

FACT
Because women's ovaries release an
egg before the onset of her menstrual
period, it is possible for a girl to get
pregnant even before her first period
MYTH

It is unhealthy
for a girl to
bathe or swim
during her
period.
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There is no reason that a woman
should not partake of a specific activity
because of her period, unless she has
cramps or any such discomfort. She
must maintain hygiene in particular.
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MYTH

FACT
Abstinence is
the only method
of birth control
that is 100%
effective.

A girl can get
pregnant even if
a boy doesn't
ejaculate or
"come" inside
her.

A girl cannot
get pregnant if
she has sex
only once or a
few times.
A girl can get
pregnant if she
has sex during
her period.

Condoms help
prevent the
spread of
sexually
transmitted
diseases.
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The only way to be absolutely sure of
avoiding pregnancy is to not have sex.
Though it can be argued that nonpenetrative sexual activity does not lead
to pregnancy either.

Once you have
had gonorrhea
and have been
cured, you can't
get it again.

A person can get gonorrhea as many
times as she or he has unprotected sex
with an infected person. It is important,
therefore, that anyone who is treated for
gonorrhea (or any other STDs) make
sure that his or her sexual partners are
treated as well.

FACT
Even if a boy does not ejaculate inside
a girl's vagina, it is still possible that the
pre-seminal fluids (pre-cum) will contain
sperm, therefore a girl can get
pregnant.

MYTH
The size of the
penis is
equivalent to
masculinity or
virility.

The size of the penis either when it is
flaccid or erect is no indication of a
man's masculinity or sexual ability.
Many people prefer their sexual
partners to have smaller penises.

MYTH
A girl can get pregnant with a single
intercourse including her first one.

MYTH
Nocturnal
emissions make
boys weak.

FACT

Loss of semen through a "wet dream",
masturbation or sexual intercourse is a
perfectly normal, harmless thing. It does
not make you weak.

It is possible, but very rare, for a girl to
get pregnant at any time during her
menstrual cycle.
FACT
Not only are they an effective method of
birth control, they are also effective in
preventing STDs, including HIV.

Positive Caregiving for Children Living with HIV

MYTH

Menstruation is
unclean.

Menstruation is related to the cycle of
life. The uterus prepares itself for
growth of the fetus, if and when
conception takes place. When this does
not occur, the soft, temporary lining of
the uterus sheds which results in
menstruation.
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Sexually
transmitted
diseases can be
cured if the
infected man
has sex with a
virgin.

MYTH
STDs require regular medical treatment.
By having sex with a virgin or anyone
else, one will only pass on the infection.

Girls and boys
can have
sexually
transmitted
diseases
without
showing any
symptoms.

FACT
While some STDs may have quite
recognizable symptoms, others may not.
Gonorrhea, for example, typically
displays no symptoms in women and
often is undetectable in men. It is
important to be examined by a doctor if
you think you may have an STD.

MYTH
The female
determines the
sex of a baby.

The male genetic material (XY)
determines the sex of a baby through
either the X (girl) or Y (boy)chromosome.
Female genetic material is only XX.

MYTH:
The vast
majority of
homosexuals
are men.

Homosexuality
is abnormal.

Both men and women can be and are
homosexuals. Male homosexuals are
more visible simply because society
allows men in general to be more
open about sex and desire.

MYTH
A homosexual is a person who is
attracted to people of the same sex and
derives sexual pleasure from them. Both
men and women can have such an
attraction. At different times in a person's
life they may find they are attracted to
different kinds of people. At some time in
most people's lives they will experience
some level of attraction to others of the
same sex. It is common and should be
considered normal.

MYTH
A drop of
semen is equal
to 20 drops of
blood. Hence
the loss of
semen weakens
the body and
should be
avoided.
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MYTH
Semen has no relationship to blood and
its loss causes no weakness to the
body. Semen is meant to be released
from the body.
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Circumcision
increases the
sexual power of
a man.

Circumcision is a procedure by which
the loose fold of the foreskin of the penis
is cut off. After the operation,
intercourse, if it was painful for the male
before, becomes painless. It is also
easier to keep the penis clean. However
there is no change in the sexual
pleasure or powers of the man.
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Masturbation is
normal.

FACT
It is a normal sexual activity practiced
by both males and females.

If you have an
STD, having sex
with a hijra will
cure it.

FALSE
Only proper medical treatment can cure
an STD.

TRUE

It is not
uncommon for
men who enjoy
sex with men to
be married and
have children.

Many male clients who regularly visit
male sex workers do not consider
themselves to be homosexual or even
bisexual. The fact that they have a wife
and, more importantly, a son confirms
their 'normalcy.' Likewise if the client
takes the role of active partner during
anal sex he may consider the male sex
worker to actually BE a woman. They
follow the logic that a woman takes the
receptive role in sex, thus anyone who
takes the receptive role is a woman.

TRUE
50% of all HIV
infections
happen
between the age
of 15 and 25.

FALSE

FALSE

Homosexuality
in India only
existed after the
British.
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Homosexuality is a human phenomenon
that has nothing to do with nationality.
One could say that homosexual
behaviours have been practiced in India
since time immemorial. Homosexual
behaviours are explicitly described in
many ancient texts including the
Kamasutra and are depicted in the
sculptures of Khajuraho and others.
Traditions of keeping hijra mistresses or
harems of young boys have been
documented going back at least 1,500
years.
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Young people are experimenting with
sex and drug use, but they may not
understand the risks of experimentation.
Thus early education about reproductive
health, sex, sexuality and HIV/AIDS is
essential to the safety of our young
people.

The vagina is
the primary
sexual organ of
a woman.

The vagina is primarily a reproductive
organ. Because of its function as the
birthing channel, the vagina has a very
low concentration of nerves. In fact, the
same tissue which forms the scrotum of
a male embryo forms the opening to the
vagina in a female embryo. (Both males
and females share the same genital
structure for the first 6 weeks of life.)
Fewer than 30% of women are ever able
to achieve orgasm through vaginal
penetration. The clitoris is the primary
external sexual organ of a woman. It has
no other function than to provide sexual
pleasure. (The clitoris is formed from the
same embryonic tissue as the head of
the penis.)

Module 2 – Sex and Sexuality
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It is possible for
a woman to get
pregnant
through anal
sex.

FALSE
There is no connection between the
digestive tract and the reproductive
tract.

FALSE
Using a copper
'T' for birth
control also
protects you
from HIV.

Direct
stimulation of
the prostate
gland during
anal sex can
result in
orgasm.
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Condoms are the only form of birth
control that also offers protection from
the sexual transmission of HIV. Use of
copper T actually increases the rate of
transmission.
TRUE
Not only is this one source of sexual
pleasure during anal sex, but the same
nerve which carries pleasurable
sensations from the penis (or clitoris)
reaches the anus.
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Foreward
The spread of HIV/AIDs in India has long been a concern for AIF. Since our
inception in 2001, AIF has been actively involved in HIV/AIDS related
programming by creating awareness, providing healthcare, and trying to curb the
spread of the disease in various States of India. Closest to our hearts was the
work we did with children infected and affected by this epidemic.
After several years of working in the space, and as bilateral organizations such
as USAID took over large scale HIV/AIDS interventions around the country, AIF
realized that it's greatest impact could be made in the areas of working with
orphaned and vulnerable children. Often the most neglected group in HIV/AIDS
programming, we thought developing child-specific interventions that focused not
only on the disease but also on the development of the child holistically would be
the right approach. Care homes are often created through the compassion of
community members who want to make a difference. Their passion and
commitment is heartwarming, however they often lack the technical
understanding and capacity to deal with issues related to HIV/AIDs and overall
child development. At the same time, as new drugs and better nutrition have
improved the quality of life for children, there is also a growing need to develop
practices that address adolescent concerns.
In 2010, AIF funded the Naz Foundation (India) Trust to develop a training
program for caregivers of children affected by HIV/AIDS. Emerging from the
experiences of thirty organizations working in this field, we are excited to present
this four-part manual, "Positive Caregiving for Children Living with HIV". The
manual goes over recommended best practices for childcare, disease
management, counseling, disclosure/legal issues and sex and sexuality for
youth.
AIF and its partner, the Naz Foundation (India) Trust, would like to thank various
NGOs for their inputs and insights into the development of these modules. We
look forward to a deep and engaged learning experience for the many caregivers
who have committed their lives to caring, loving and providing for children
affected by HIV/AIDS.
Dr. Sanjay Sinho
CEO, AIF

Preface
HIV has aggravated the problem of abandoned children with increasing numbers
of orphaned and vulnerable children (OVC) and decreasing numbers of
caregivers. Governments and NGOs are struggling to provide care for
abandoned children whenrelatives are not willing to accept them. The challenge
now is to address this issue while keeping the focus on supporting communities
to care better for OVC.
Many of the care homes are unable to provide quality care. While some are still
running in a charity mode, others are unaware of a right based approach.
Therefore,there is an urgent need to train caregivers in the care and
management of childrenliving with HIV/AIDS in institutional settings so that they
receive proper care.
We felt the need to develop a training manual based on needs emerging from the
experiences of different organizations and Naz India's experience of running a
care home for orphaned children living with HIV. The Naz Foundation (India)
Trust and American India Foundation (AIF) came together to develop this
manual. We hope this would help us in transforming an institution into a home
where children exercise their fundamental right to a loving, fun-filled childhood
with access to health, education and a safe, stigma-free environment.
The module is divided into four parts with information on HIV/AIDS, sex and
sexuality, Child care and child-specific special issues. Caregivers will be able to
use it as a guide for the care and management of children living with HIV/ AIDS.
We are grateful to donors for their big-hearted support through AIF to make this
project possible. We would like to place on record appreciation for Ms. Charu
Johri & Ms. Payal Rajpal of AIF for their oversight. We tender our sincere
gratitude to Ms.Chaitali Dasgupta for editing and Ms. Sangeeta Das for the
beautiful and effective illustrations.
The Naz team deserves a big appreciation for their efforts led by Ms. Anuradha
Mukherjee, the Programs Manager who worked zealously for making this
comprehensive manual. Special thanks to Mr. James Veliath who coordinated the
project with the enormous support from Ms. Madhulika Masih, Ms. Meeta Sen,
Ms.Geeta Kumari, Ms. Barnali Das, Ms. Kathrine Flaate and Ms. Jaya Tiwari
without whose help this manual would not have been a possibility.
We dedicate this manual to the committed caregivers of care homes all over our
country struggling to provide children a better life.
Anjali Gopalan
Executive Director, Naz Foundation (India) Trust
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INTRODUCTION
Part 1

Icebreaker: Candy Treat…
Purpose: This icebreaker is to get
the participants to have fun as well as
share and gain knowledge.
To care for children sometimes we have
to become like children!
You Will Need: A bag full of candies,
flip chart/white board, markers.
Procedure:
Pass the bag of candies around the participants. Ask them to pick
up as many candies as they want. A minimum of two candies must
be picked by each participant.

This module is divided into three parts.
Part 1 - Introduction to the need for care
Part 2 - Medical care and nursing
Part 3 - Emotional care and social development

Next pose the question:
As caregivers what do they think/feel make for proper care and
healthy development of children?
Depending on the number of candies each participant has picked
up they have to give that many points in answer.
Note down their responses on the flip chart/white board and keep
it for further discussion in the following sessions.
Remember this is a fun exercise and in case any participant is
unable to give as many points as he/she has picked up candies,
he/she can always pass.
Module 3 – Child Care

1

MODULE 3
CHILD CARE
Message:
1) Every child from birth to puberty requires care and
nurturing to grow up into healthy adults/ human beings.
2) Care and nurturing involve both physical - as in the
form of medical and nutritional care - and cognitive,
psychological care - as in the form of skill, intellectual,
language, emotional and social development.
3) Children living with HIV have same health problems
as other children, but it may be more severe because of
which they require more care and attention.
4) All children need emotional and psychological care
and support from their caregivers - parents, family,
teachers and caregivers in community settings and
children's homes. The role of caregivers is vital for
children to develop the necessary skills, attitudes
and values required for building a healthy
personality and identity.
5) Caregivers need to be aware and sensitive towards
the emotional and psychological needs of children
under their care as children living with HIV/AIDS
have to often deal with the additional problem of
stigma and discrimination.

Session I: Child Care and Development
l The need for stimulation and learning.
l The need for play and social interaction.
Learning Activity I:
INTRODUCTION TO CHILD CARE
Content:
„ Mapping the Milestones
Objective:
„ Classifying the different aspects of development
involved in child care.
„ Highlighting the significance of developmental milestones.

Health and nutrition

Love and nurturing

You will need:
Responses of the participants from the Icebreaker - Candy treat,
flip chart/ white board/overhead projector, markers.
Prepared presentation of milestones of development
and Development Classification Table on powerpoint /
transparencies / flip chart
Procedure:u To begin this learning activity the facilitator can begin by
saying that:
When we talk of child care, it includes physical and emotional
growth and the development of a child. The early years-one
to three-are especially critical because it is during this period
that children develop good or bad characteristics. Therefore it
is important to ensure that they grow up in an environment,
where their physical, emotional, social and educational needs
are taken care of. These include:
l The need for physical care, health and nutrition.
l The need for love, nurturing and a family environment.
4
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Play and social interaction

Stimulation and learning

u Next go back to the flip chart page where the responses of
the participants in the Icebreaker round were recorded.
Using the responses classify them into five developmental
aspects:
i) Physical development
ii) Motor development
iii) Cognitive development
iv) Language development
v) Emotional / Psychosocial development

Module 3 – Child Care
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NOTE: The facilitator must stress that inspite of the milestones
each child grows and learns at its own pace as well as in
relation to cultural practices and the expectations of the
family.

Physical development

Motor development

Outcome:
~ Awareness of the different aspects involved in child care
will help caregivers approach their task of child care from
an overall development perspective involving physical,
medical, nutritional, emotional and social
development of children.

Cognitive development

Language development

Psychosocial development

Expand on these using the presentations on Milestone and
Development Classification Table. (See Annexure 1)
u The facilitator then highlights upon
:
l The significance of the milestones.
l HIV children and the milestones.

6
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Session II: Nursing and Medical Care
PART 2
Learning Activity I:
FOOD FOR THOUGHT

u The facilitator can begin this part by saying that child
care can be broadly divided into two parts

Content:
„ Nutrition and diet

a) Medical care and nursing
b) Emotional and psychological care
u Ask the participants to speak out what they think consists of
medical care and nursing and emotional and psychological
care. Put the responses on a flip chart.
For Part 2 sessions take up the responses on medical care and
nursing and clarify and expand on them.
Terms to be introduced: (See Annexure 2.a)
l Preventive care
l Curative care
l Palliative care
Keep the responses on emotional and psychological care for
discussion in Part 3.
Suggestion: For Part 2 it is suggested that an experienced
caregiver and a medical care practitioner, specializing in child
and HIV care, be called in to give out information on nutrition
and medical care where needed.

8
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Objective:
„ Providing basic understanding of the sources
and functions of various nutrients.
„ What makes for a balanced diet?
„ What are the types of food that should be given
in specific situations?
You will need:
Prepared presentation on Sources and Functions of nutrients.
Flip chart papers, markers,
Handouts of information on nutrients and nutritional care.
Large cut outs with pictures of various food items or flash cards
with names of food items written on them.
Food items such as cereals, fruits, pulses, dairy products, etc.
An experienced caregiver with knowledge on nutritional
requirement of HIV positive children. (Optional)
Procedure:u The facilitator introduces this session by stating that for
healthy physical growth and development a child needs
proper nourishment and diet. Absence of this can lead to
slow physical as well as mental growth of the child.

Module 3 – Child Care
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u The facilitator introduces the terms given below and asks
participants to say what they know about them. Take each
term and keep noting the responses of the participants on a
flip chart or white board.

ENERGIZER

Nutrition Game

u An experienced caregiver with knowledge on nutritional care
for HIV positive children can also be brought in for sharing
his/her experience.

PURPOSE:
To enable participants to link food to
various categories – carbohydrates,
vitamins, minerals, protein, fat and water.

Terms for discussion:
1) Nutrition
2) Nutrients

You will need: Flip chart, pens, cut outs
of various food fruits,
vegetables, pulses etc.

After discussing the different nutrients, the facilitator can play a
game to help participants evaluate their knowledge of the
different food and their nutritional value.
(See nutrition game on page 11)

3) Balanced diet
4) Malnourishment
5) Supplementary and complimentary diet
6) Food and hygiene

THE GAME

(See Annexure 2.b)

~ The facilitator asks participants to form two teams.
NOTE: It is important for the facilitator to lay added stress on the
dietary requirements of children living with HIV.

~ A cut out / flash card of a certain food item is held up and
the team that comes up with the correct response of the
category gets a point.
~ The group that gets the most points is the winner.

10
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u Self-evaluation Activity
Participants can evaluate themselves by a group exercise
where they will have to chalk out a diet plan in two different
situations.
Divide the group into pairs and give them the task of planning
nutritious, balanced diets for
a) An infant suffering from malnutrition
b) A three-year old living with HIV.

Outcome:
~ Knowledge about nutritional requirements, balanced,
healthy and hygienic diet will help caregivers to bring
about nourished growth and development in the children.
This will aid in building a strong immune system in
children and prevent them from becoming susceptible
to infections and diseases.

u The facilitator can number the pairs and give the odd
numbered pairs one situation and the even numbered pair the
other situation.
Give out handouts of the nutrition source and function chart
and other additional information from the annexure if
required.
Give them 15- 20 minutes.
u This is followed by a presentation by the pairs and a group
discussion of the diets that the participants have drawn up.
12
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Session II: Nursing and Medical Care
Newborn

Adolescent

Learning Activity II:
PREVENTION IS BETTER THAN CURE!
Content:
„ Importance of immunization
Infant

Objective:
„ To provide information on how vaccines can protect children
from a host of debilitating illnesses and even death.
„ To provide information on the different vaccinations
necessary for infants and children.
You will need:
Flip chart/white board, markers
Prepared presentation of immunization chart with
the infections/diseases they protect against.
Medical practitioner specializing in HIV. (Optional)
Procedure:u The facilitator begins with asking the participants to describe
what they know of immunization and its role in protecting
children, HIV positive or not, from various life-threatening
illnesses.
u The facilitator notes the responses on a flip chart/white board
and expands and clarifies on them, if required.

Children
Toddler

They should include at what age these vaccinations should be
administered and what the vaccinations are for. Record
suggestions on the flip chart.
u Following this short exercise, the facilitator presents the
prepared immunization chart and discusses its various
elements OR a medical practitioner specializing in HIV can
present the same. (See Annexure 2.c)
NOTE: The facilitator must make special note of vaccination in
the case of HIV positive children.
Outcome:
~ Awareness and information on immunization will help
caregivers to prevent and avoid the onset of infections /
diseases and help in healthy growth of children.

(See Annexure 2.c)

u The facilitator asks participants to sit in a semicircle. Each
participant is asked to call out different immunizations that
they think are necessary for newborns, infants, toddlers,
young children and adolescents.

14
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Session II: Nursing and Medical Care
Group Activity:
Learning Activity III:
A STITCH IN TIME SAVES NINE!
Content:
„ Management of Opportunistic Infections (OI)
Objective:
„ To familiarize participants on the various
opportunistic infections, that people living with
HIV and AIDS are susceptible to.
„ To inform and provide caregivers with the knowledge
of how to prevent /minimize occurrence of OIs.
You will need:
Flip chart/white board, markers
Prepared presentation of opportunistic infections,
signs and symptoms and treatment
A medical practitioner specializing in HIV (Optional)
Procedure:u The facilitator briefly discusses about opportunistic
infections. (See Annexure 3.a)
(For a more detailed account of OIs, see Module 1)
Points of discussion:
1) What is opportunistic infection?
2) What is the progression of OI?
3) How can OIs be prevented/ minimised?
Or
A medical practitioner specialising in HIV can be brought in and
asked to give a brief talk on opportunistic infections.
16
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~ Divide the group into pairs and give each pair the name of an
opportunistic infection. Give them flip chart pages and markers.
~ Ask the pairs to write down
the signs, symptoms and
treatments.
~ Give them 15 minutes.
~ Ask each pair to make a
presentation. Other participants
can add too once the pair has finished their presentation.
~ Each pair makes their presentation till all the OIs have been
discussed.
u The facilitator then expands and clarifies on the
presentation made by the participant using the prepared
presentation. (See Annexure 3.b)
Or
The medical practitioner can expand and clarify on the
presentation of the participants.
REMEMBER: Some recurring symptoms in HIV patients do not
fall under the definition of opportunistic infections but nonetheless
these should be discussed here because they are common in
people living with HIV.
They are:
l Anxiety and depression
l Mental disorder and dementia
(See Annexure 3.b)

Module 3 – Child Care
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NOTE:
ENERGIZER

l During the discussions it must be emphasised to the
participants that they should seek medical help in case the OI
symptoms aggravate or show no signs of improvement.
l The facilitator (and the medical practitioner) must remember
that this is not an evaluation of the participants but a
knowledge sharing process. The participants should also be
told of this.
l Participants should be encouraged to share their personal
experiences, if any.

Racing Around

PURPOSE:
The energizer is for fun, to get the
participants to relax and raise their
energy levels.

Outcome:
~ With the awareness and knowledge about OIs caregivers
will be able to not only prevent and minimize the onset of
OI but also they will know what immediate steps need
to be taken for treatment and reducing discomfort
of the child and when to seek medical help.

THE GAME
~ All stand in a circle.
~ When a signal is given, say a clap, everyone moves
clockwise.
~ With the next signal everyone moves anticlockwise.
~ With every change in signal the pace becomes faster
along with the change in direction.

18
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Session II: Nursing and Medical Care
Group Activity:
Learning Activity IV:
AN APPLE A DAY KEEPS THE DOCTOR AWAY!
Content:
„ Anti Retroviral Treatment (ART)

Since much of the success of ART depends on the level of
adherence participants will be made to do an exercise which will
bring out the challenges involved in following an ART regimen
and the importance of adhering to the regimen as well.
You will need:

Objective:
„ To give basic information on Anti Retroviral Treatment
to caregivers of children living with HIV.
You will need:
Sheets of paper, pens for each participant.
Flip chart/white board, markers, handouts with
basic information on ART.
Prepared presentation on ART information.
A medical practitioner and an experienced caregiver (Optional)
Procedure:u The facilitator discusses about ART Therapy.
(See Annexure 4.a)

Purpose of activity:
To model a complete ART regimen in 5 minutes.
How to go about:
~ Each piece of paper represents a body, which is in need of
ART, and each pen represents the availability of ART
medication.
~ Each participant is in charge of the “body” (the piece of paper)
and must ensure that the “body” routinely receives ART.

Points of discussion:
1) What is ART therapy?
2) How does the treatment work?
3) When to consider ART?
4) Adherence and resistance.
5) About side effects
Or
A medical practitioner specialising in HIV can be brought in
and asked to give a brief talk on ART therapy covering the
above points.
20

A large clock with a second hand, multiple pens and paper.
Distribute the pieces of paper so that each participant has one
sheet, and place all of the pens in one place.
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~ Depending on the number of participants the time frame can
be set. It can be 5 minutes,10 minutes etc.
~ Each “body” needs to receive one complete dosage of ART
every 30 seconds represented by drawing an asterisk (*) on
the piece of paper with one of the pens. Participants may
consult the clock for timing. Thus, in a 5 minute activity, a full
regimen of ART should comprise of 10 asterisk (*) marks on
one sheet of paper.

Module 3 – Child Care
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~ Since in everyday life there are distractions and challenges,
include these in the activity as well. The participants should
talk freely during the five minutes and speak to as many
people as possible. Ask them to gather information about
other participants' lives; write down the information (name,
hobbies, favourite colors, etc.) on the opposite side of the
paper.

~ If/when they “missed” a dosage, what were their feelings when
they realized they had forgotten: panicked, upset or perhaps
distressed.
~ Their feelings when they realized they were unable to
maintain ART.
After the discussion, recall the importance of adhering to ART.

~ Along with facts about their peers participants must remember
to mark the asterisk every 30 seconds with a pen.
~ Some of the challenges HIV positive patients may face are
outside their control for instance, poor socioeconomic
conditions. To put in this challenge every minute one pen,
representing ART availability, will be taken away. This means
that by the end of 5 minutes, some bodies cannot receive a
complete ART regimen. That is in 5 minutes, 5 pens will be
removed by the facilitator, meaning, at least 5bodies have
been made vulnerable to illness.
~ To make the activity more difficult, have half the group start
when the activity begins and the other half begin 15 seconds
later.

NOTE: The facilitator must emphasise on role of caregivers in
providing psychological and emotional support that is also very
crucial throughout the ART treatment. (See Annexure 4.a)
An Anecdote: Here is an anecdote that caregivers can use to
make children feel involved in the process as well as ensure that
they adhere to ART regimen. Caregivers can use the analogy of
'a punch'. Children can be explained that the ART dose is like a
punch against HIV. When we take the ART pills, it is like a punch
on the virus and HIV is rendered ineffective. However, the effect
of this punch is only for 12 hours and we need to take the next
dose before the virus raises its ugly head.

~ If a participant misses a dosage, he/she cannot “double”
his/her dosage by drawing two stars or asterisks.
~ At the end of 5 minutes (if that is the time set at the beginning)
stop the activity and check how many participants successfully
completed an ART regimen, without skipping and without
forgetting to collect facts about the other participants.
Have the participants describe:
~ How they felt during the activity: worried, distracted or
perhaps nervous?
22
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Session II: Nursing and Medical Care
Outcome:

Learning Activity V:
NURSING CARE

~ Information on ART and how it helps combat HIV will help
caregivers see to it that ART adherence is maintained.
~ By passing on the information on ART to children under
their care, caregivers can initiate children into the
routine habit of taking their medications on time
and adhering to it in the future as well.

Content:
„ Pain management and Palliative care.
Objective:
„ To emphasize the importance of managing
pain and palliative care.
„ To emphasize the role of caregiver in alleviating
pain and coping with illness.
You will need:
Prepared presentation on pain management and palliative care.
Flip chart/white board, markers, overhead projector.
An experienced caregiver to share his/her experiences
will be an added advantage.
Procedure:A) The facilitator can ask the participants to share their
experiences as caregivers in cases of pain management.
Note the responses on the flip chart/white board.
u The Facilitator can discuss issues related to pain
management:
i) What is pain management?
ii) Effect of pain on the child
iii) Different types of pain and their symptoms
(See Annexure 5.a)

24
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NOTE: It would be a good idea to get an experienced caregiver
to speak on the above issues. Nothing is better than sharing and
learning from first-hand experience.
Activity: The facilitator or the experienced caregiver can give a
demonstration on how to administer hot and cold sponges,
gently massage the body, etc.
B) The facilitator discusses the importance of palliative care
and the vital role of the caregiver in providing this support.
u The facilitator first describes/defines palliative care. He/she
can ask the participants to give their responses too.
u Note the responses and then clarify and expand on them.
(See Annexure 5.b)

Outcome:
~ Awareness and sensitivity to the effect of pain can help
caregivers provide the necessary care and emotional
support to children suffering from pain due to illness,
infections and psychological disturbances.

Part 3
u The facilitator can begin this part by recalling the two broad
categories into which child care was classified into at the
beginning of Part 2. Taking up the points that were put down
for emotional and psychological care in Part 2 the facilitator
can divide the need for psychological and emotional care into
the following developmental concerns:
a) Cognitive development - Ability to think, perceive and solve
problems, language development, gaining understanding of
his/her world and decision-making power.
b) Language development-Ability to speak and communicate
efficiently.
c) Psychosocial and emotional development - Ability to
express feelings, emotions; form positive self image,
healthy behaviour, relationships and bonds; ability to cope
with stress.

~ An understanding of palliative care can help caregivers
extend emotional and social support along with
physical care to children and their families
throughout the illness.

26
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Session III: Emotional and Psychological Care
Learning Activity I:
ABOUT COGNITIVE DEVELOPMENT

ENERGIZER

Memory Game

Content:
„ Cognitive skills

PURPOSE:

Objective:
„ Stages and understanding of cognitive development.
„ Role of caregiver.

A fun game to bring out the
essence of cognitive
development.

You will need:
Prepared presentation of Cognitive Development Stages.
Flip chart/white board, markers

You will need: Paper, pens, and a tray
with several random small objects,
a cloth or paper to cover the tray,
sweets or candy for reward.

For energiser “Memory Game”: Tray with assorted items
like comb, hand mirror, toothbrush, safety pin, pen, watch,
hanky etc (there should be at least 10-15 objects),
sheets of papers and pens for participants.
For group activity: chart papers according to number
of groups, sketch pens.

THE GAME

~ The group is given paper and pens.

Procedure:u This session can start with a game which can work as a fun
energizer as well as bring out the essence of cognitive
development.
After the game the facilitator needs to emphasise that using
the senses, which in the case of the memory game was vision
and mental ability to remember and put down the objects is a
part of our cognitive skill.

~ They are given just two minutes to look at the tray with
the objects, before it is taken away.
~ Participants are then asked to make a list of things they
had seen on the tray.
~ Those who are able to list the most objects could be
rewarded with sweets!

u The facilitator can make a brief presentation on what is
Cognitive Development. (See Annexure 6.a)
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Group Activity: “If we had a third hand”
As children grow they will come across various situations and
people. It is important that as caregivers we are able to equip
them with the necessary skills to meet with these situations.
Creativity and the ability to perceive and think differently and
decide on what step to take are abilities that make up cognitive
skills.
You will need:
Multiple pens and paper. Distribute the pieces of paper so that
each participant has one and pen.
Purpose of activity:
The idea of the exercise is to lay out the above points to the
participants.

NOTE: The facilitator must stress that in CLHA development of
cognitive skills often gets delayed due to illnesses and
infections. Therefore the caregiver needs to pay special
attention and give time to help children under their care to
gradually acquire these skills. There is no hurry!

How to go about:

Outcome:

~ Divide the participants into four groups and give each group
a chart paper and sketch pens.
~ Then give the group the topic “If I had a third hand at the
center of my chest…” and ask them to think of interesting
things, both positive and negative, that could happen.
~ Ask them to write these down. Give them 15 minutes.
~ Ask the groups to present their thoughts.

~ An awareness and understanding of how children
develop and the importance of cognitive skills will help
caregivers provide the appropriate environment for
children to grow.

Following this exercise the facilitator can make a brief
presentation on:
~ Stages of cognitive development
~ Cognitive disorder - learning disability
~ Role of caregiver in development of cognitive skills in children.
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Session III: Emotional and Psychological Care
Learning Activity II:
LANGUAGE AND COMMUNICATION
Content:
„ Language development
Objective:
„ Importance of language development.
You will need:
Prepared presentation of language development milestone
Procedure:u A general discussion by facilitator on:
i) The importance of language development in children
ii) The role of caregiver in building a strong base for
communication through development of language skills.
iii) Some common speech problems in children.
iv) Presentation of language development milestone.
(See Annexure 6.b)

Outcome:
~ Awareness about the importance of language
development for better communication will encourage
caregivers to put in effort in helping CLHA to build
strong communicative language - a skill that will
help them in the long run.
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Session III: Emotional and Psychological Care
Learning Activity III:
PSYCHOSOCIAL AND EMOTIONAL DEVELOPMENT
Content:
„ Value development
„ Emotional development/expressivity
„ Adjustment and behavioural problems
„ Counselling
„ Building lifeskills
Objective:
„ To emphasise the need for non-judgmental value building
and role of the caregiver in bringing about this.
„ To become aware of the need to understand one's own and
others emotions; express emotions and develop positive
self-esteem and personality; develop social skills that
will help in building healthy and positive relationships.
„ To be aware of and be able to deal with behavioural
problems which can affect the emotional
growth and development of children.
„ To emphasize on the importance of counselling and
the attributes essential for effective counselling.
„ To familiarise and stress the significance of building
lifeskills for dealing with real life experiences in
a positive and healthy manner.
You will need:
Flip chart/whiteboard, markers.
For energiser - Chits containing names of different
emotions and feelings, bowl.
For lifeskills group activity Blank-flash cards, markers/pens
Module 3 – Child Care
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You will need:
Prepared presentations of:
~ Stages of emotional development/expressivity
~ List of adjustment and behavioural problems
with role of caregivers.
~ Do's and Don'ts of counselling.
~ A sensitive and experienced child counsellor for
the part on counselling (Optional)
~ Lifeskills and their significance
Procedure:u This session is divided into five parts each dealing with the
different topics mentioned in the content.
A) Value Building
Story telling: The Maya story
The intention of the story telling session is to put forth to the
participants the differences in the personal and social values
that people hold in life and the importance of being open and
non-judgmental of other people's values.
The Story:
There was a girl called Maya. She was 19 years old and very
beautiful. She was also a very poor girl. She lived in a village
on the banks of a big river. Maya was engaged to be married
to a young man called Prakash, who lived in a village on the
opposite side of the river.
One day, Maya heard that Prakash was very ill and might
even die. She became very anxious about him.
34
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She loved him very much and she wanted to go and be with
him, if he was sick and especially if he was dying. So she
went down to the river, where there was a ferry boat. The
ferry boat used to be rowed by a ferry man called Ram. When
Maya told him she wanted to go across the river Ram asked
her for a fare of Rs.100. Maya said that she did not have the
money but she would pay him later. Ram refused. Maya then
pleaded with him to take her because Prakash was so ill and
might die. Ram refused again.
Then he said that he would take her across, but on one
condition that she would have to sleep with him. Maya was
very upset about this and went back to her village, wondering
what to do. On the way she met her cousin Anil and she told
him what had happened. “That's nothing to do with me”, he
replied. “It is your problem. Don't involve me in it. I don't want
to have anything to do with it.” Anil went off leaving Maya very
upset.
Maya didn't know what to do. She hated the idea of sleeping
with Ram but she loved Prakash so much and thought she
would never see him again. She had to get across that river
somehow. So she finally went to Ram and slept with him.
Then he took her across the river and she rushed to
Prakash's house. At Prakash's house, Maya nursed him and
looked after him. Soon Prakash felt better and was out of
danger.
After sometime Prakash asked Maya, how she had crossed
the river and where she got the money from. Then Maya told
him what had happened. He was furious. He shouted at
Maya and abused her for having slept with Ram. He told her
he would never marry her now and that she should get out of
his house forever.

Module 3 – Child Care

35

Maya sadly went down to the ferry again. On the way she
met a neighbour called Krishna. She told Krishna everything
that had happened. Krishna was very angry when he heard it
and he rushed to Prakash's house, pulled him off his sick bed
and beat him up very badly.

u This Participants are divided into groups and asked to work
individually and rank the five characters Maya, Prakash, Ram,
Anil, Krishna in order from worst to best or least bad.
Once they do this, they are asked to discuss it in their groups
and reach a consensus. However if there is a difference in
ranking within the group it is okay. The group must mention it.
REMEMBER:
Sometimes participants might feel uncomfortable to state their
personal values especially when it differs from others. In order
to avoid this, the facilitator must assure the participants not to be
ashamed or afraid of stating their opinion. The facilitator can tell
the participants that the purpose of the activity is to see
precisely this - that is the range of values that exist in life.
Ask the group to share their rankings and tabulate them on the
flip chart.
NOTE: The facilitator must make sure that he/she asks whether
any of the participants in the group had a different opinion on
the ranking.

NOTE: Some of the attitudes and beliefs that might have guided
the participant's ranking could be values related to:
l Family obligations
l Women's modesty/virginity
l Love and relationship
l Loyalty
l Exploitation
l Gender roles
u The facilitator stresses on how each person's values and
attitudes influences our thinking and decision and therefore it
is difficult to reach a consensus. Here the facilitator can ask
the participants to call out the different types of values that
people hold. (See Annexure 7.a)
u The facilitator concludes the activity by pointing out that there
is no “right” or absolute answer to the question. While there is
nothing wrong in holding personal values at the same time it
is important to keep openness about other people's values
and attitudes.
u The facilitator then moves on to discussing the role of
caregivers in building a healthy and non-judgmental value
base in children under their care.
Participants are asked to give their inputs. The responses are
noted on a flipchart/white board, following which the facilitator
expands and clarifies on them. (See Annexure 7.b)

u Next the facilitator discusses the difference/similarity in
rankings and asks the participants to discuss what influenced
their ranking.
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u Following the energiser ask the participants:

B) Emotional Development/expressivity

ENERGIZER

Expressions!
PURPOSE:
To allow participants to feel the
vast array of feelings and
emotions that we express or
don't express in our daily life!

l To classify the feelings as positive and negative. Note them
down on the flipchart/white board.
l How many of these feelings do they express?
l Do they express only positive feelings or negative ones as
well?
l Is it possible to always have only positive feelings?
l Is it 'bad' to have negative feelings? If “yes” then why?
u The facilitator generates a discussion that feelings - negative
or positive - are a part of our daily lives and expressing them
is important for coping with stress and emotions.
(See Annexure 8.a)

Role Play
The intention of the role play is to bring out the importance of
expressing emotions and the need for caregivers to understand
and be aware of the emotions of children.

THE GAME
~ Write down different feelings ranging from angry,
murderous, jealous, fearful, irritable, sad, bored, sleepy,
nervous, anxious, excited, in a hurry, in pain, feeling
happy, feeling like crying, in love, on chits of paper and
place them in a bowl.

Scenario: Sita is a 14 year old girl. She is infatuated by a boy in
her class but is afraid to let him know in case he rejects her. She
spends a lot of time daydreaming about him and as a result her
studies get affected and she gets low grades in her class X preboards.

~ You can use local terms/language depending on your
participants.
~ Ask each participant to pick up a chit and without words
enact out a situation which expresses that feeling.
~ The other participants have to guess the emotion/feeling.
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Sita's older brother Ashwin is very good in studies and had
scored very well in his boards. Sita's parents are very proud of
Ashwin and expect that Sita too will fare the same.
In the finals one of her exam papers does not turn out well. She
has to leave some questions unanswered. She comes home
and does not speak to anyone and goes up to her room. At
dinner time her parents keep waiting for her but she does not
come down. When her parents go up they find her…
u Divide the participants into groups. Give them 10 minutes to
read over the situation, assume their roles and work out the
role play.
They can put in the different reactions of Sita's parents,
outcomes, ways in which the situation can be handled. They
can put in extra characters if they choose to.
After each group plays out its part discuss the role plays
with the help of the following questions:
l What do you think of Sita's emotions?
l How could she have dealt with her feelings?
l Who best could have helped her with her emotions and
how?
l What do you think about Sita's parents and their reaction?
l How could they have handled the situation?
l What is the role of caregiver?
l How could an unavoidable situation be avoided?
u The facilitator must emphasise that:
i) Nurturing and encouraging expression of emotions from
early childhood is important since this will help children not
only understand their feelings but also help in
communicating it to others.
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ii) Caregivers - parents, teachers, mentors, must also be
aware of the emotional developmental patterns of children
as they grow. This will help them deal with the wide range
of emotions and feelings that a child experiences as he /
she grows up.
Points of discussion:
1) Temperament
2) Stages of emotional expressions (See Annexure 8.b)
Self-esteem, Personality and Social Skills
u The facilitator asks the participants to list out the emotions
that they think is required for developing positive social skills
and healthy relationship with oneself and others. Put their
responses on the flipchart / white board. Make sure the list
contains:
l Trust
l Confidence/self-assurance
l Affection/concern for others
u The facilitator explains that:
i) When a child has been neglected and rejected and feels
insecure, he/she has difficulty in adjustment and
developing skills to socialise.
ii) Learning to trust and show affection to others is critical to
a child's social and emotional development.
iii) A child's relationship with a trusting, loving and caring
adult/caregivers is a foundation for emotional and
personality development that leads to the formation of a
confident and secure self-esteem and identity.
Module 3 – Child Care
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C) Adjustment and Behavioural Problems
Adjustment and Behavioural problems in children are of concern
for caregivers, because they may cause problems in the future,
if not taken care of. They occur in toddlers and in adolescents/
teenagers. Addressed at the right time they can be resolved.
u First the facilitator briefly discusses the various aspects of
adjustment and behavioral problems. This can be an
interactive session where the facilitator asks the participant's
inputs. Remember to keep noting the responses on a flip
chart/white board.

u The facilitator can begin this part by laying down the
significance of counselling.
i) Caregivers must be aware that counselling is an integral
part in the care and healthy development of children.
ii) Dealing with emotional, behavioral and adjustment
problems all require patient hearing, understanding of the
child's problem, anxiety and dilemma and helping the child
understand as well as equip him/her to resolve his/her
problem.

Points of discussion:
1) What is adjustment or behavioral problem?
2) What causes adjustment and behavioral problems? Discuss
developmental and environmental causes.
3) When to term a behavioral difficulty as serious?
(See Annexure 8.c)

u Secondly the facilitator asks the participants to name some of
the common adjustment and behavioural problems that
caregivers often come across in children and adolescents.
i) Note their responses on a flipchart/white board.
ii) Discuss the behaviours and role of caregivers in dealing
with them. (See Annexure 8.d)
D) Counselling

u Next the facilitator can divide the participants into groups and
ask them to put down:
i) All the points that they think define counselling.
ii) When is counselling recommended?
iii) How does it help children?

For this part an experienced and sensitive child counsellor can
be called in to give out information and share knowledge with
the participants.

Give them 15 min after which each group makes a presentation.
Facilitator can expand and clarify if required. (See Annexure 9.a)
Ask the participants to make a comprehensive definition of
counselling which they can use as their reference guide.
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Role Play
The purpose of the role play is to bring about an understanding
of the necessary requirements and skills which caregivers
involved in counselling need to keep in mind.
The role play must contain all that is harmful for an effective and
sensitive counselling. Ask volunteers from the participants and
explain them the scenario beforehand so that they have time to
plan out the role play.
Scenario: Lucky is a 10 year old boy in a care home. Of late he
has been missing school regularly on some pretext or the other.
He has been keeping to himself and spending most of his time
sleeping or star gazing.
The days he goes to school he comes back in a foul mood and it
is on the same nights that he has nightmares. The supervising
caregiver, Sarita, notices this and decides to talk to him.
In the evening when Sarita sits down to supervise the other
children's study she calls Lucky to her…

Using the response of the participants the facilitator
conducts a presentation on the do's and don'ts of
counselling.
l Where counselling should be done?
l Active listening.
l Do's and don'ts of listening.
l Importance of understanding.
l Importance of asking questions.
l Stages of counselling?
(See Annexure 9.b)

OR
A child counsellor can share his/her knowledge and impart
information regarding skills and requirements of sensitive and
effective counselling. The counsellor can be asked beforehand
by the facilitator to cover the points mentioned above.
E) Lifeskills
The facilitator plays a group activity to explain the lifeskills.

u Ask the volunteers to play out a scene which shows failures
in - sensitivity, ability to understand Lucky's disinterest in
studies, interpreting his foul mood etc.
u Throughout the scene have Sarita doing other tasks as well,
like have her cell phone ringing, other children coming up to
Sarita on some pretext or the other etc.
u After the volunteers finish enacting the facilitator initiates a
discussion on what the participants thought to be positive or
negative about the scenario.
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Group Activity: I am good at….

~ Once this is done start a discussion on why some people have
certain skills and why certain skills are absent.

You will need:
Flip chart, flash cards, markers
Purpose of activity:
To familiarise caregivers with the concept of lifeskills
To emphasise the importance of building lifeskills, in children,
which enable them to face the realities of life, by taking
positive action to protect themselves, promote health and
positive social and interpersonal relationships.
How to go about:
~ Ask the group to sit in a circle and ask if they have heard the
term “lifeskills” and what they know about it. Note down their
responses on the flip chart.

After the exercise, the facilitator makes a brief
presentation on:
l What are lifeskills?
l Their significance in personality and identity development
as children grow into adults.
l How they enable children/youth/adults to deal with real life
experiences? (See Annexure 10)

Outcome:
~ Being aware and possessing the right knowledge and
understanding of children's development - mental,
emotional and social - will help caregivers in providing
the appropriate environment and care required for
healthy and holistic growth.

~ The facilitator then explains that everyone has certain skills to
work with others, write, make decisions, manage events,
resolve issues etc.
~ They are then given flash cards and asked to write the most
important skill they have that helps them in their everyday life
or has helped them in certain difficult situations. They can start
their sentence with “I am good at…”
~ After five minutes, they are asked to place their flash cards on
the floor and group similar cards.
~ Work out with the participants if all the skills needed for l
leading a healthy and productive life are there. If not, ask them
to add these.
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MODULE 3
CHILD CARE

RESOURCE MATERIALS FOR
FACILITATORS AND PARTICIPANTS
Annexure I

: Developmental aspect of childcare

Annexure II a
Annexure II b
Annexure II c

: Nursing and medical care
: Nutrition and diet
: Immunization

Annexure III a
Annexure III b

: Management of OI
: Anxiety and depression

Annexure IV

: ART

Annexure V a
Annexure V b

: Pain management
: Palliative care

Annexure VI a
Annexure VI b

: Cognitive development
: Language development

Annexure VII

: Value development

Annexure VIII a : Emotional development
Annexure VIII b : Behavior problems
Annexure IX

: Counselling

Annexure X

: Building lifeskills

Classification Table : Developmental tasks and needs

Annexure I

AGE
(years)

FOR SESSION I

Developmental aspect of Childcare

0-2

Crawl,
toddle.
Need
holding,
cuddling,
stimulation.

Understands
language,
responds to
gestures,
grabs
desired
objects.

Overt
expression
of emotion.
Pleasant
emotions
influence
better
adjustment
in life.

Idea of boy
and girl as
different.

2-7

Muscle
coordinatio.
Feed and
dress
themselves,
run, hop,
skip, jump
and dance.

Speak and
understand
when
spoken to.

Experience
most
emotions
intensely.
Overt
expression
of jealousy.
Seek
attention
from primary
caregiver.

Recognizes
anatomical
differences
between
boys and
girls.

2) Motor development – This includes the development of and
control of muscular functions and coordination between
various parts of the body.
3) Cognitive development – Ability to think, perceive and solve
problems, including intellectual development.

5) Psychosocial development – Development of emotions and
social bonds, healthy self image and sexual development.

Milestones of Development
Height and Weight:
WEIGHT (KG)

HEIGHT (CM)

Boys

Girls

Boys

Girls

At birth

3.3

3.2

50.5

49.9

3 months

6.0

5.4

61.1

60.2

6 months

7.8

7.2

67.8

66.6

9 months

9.2

8.6

72.3

71.1

12 months

10.2

9.5

76.1

75.0

24 months

12.3

11.8

85.6

84.5

30 months

14.6

14.1

94.9

93.9

TIME PERIOD
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SEXUAL /
GENDER/
SEX

COGNITIVE

1) Physical development – Signifying changes in body's size,
structure and internal systems.

4) Language development – Ability to speak and communicate
efficiently.

EMOTIONAL/
SOCIAL

PHYSICAL

Solving
skills- begin
to like
puzzles,
Learn
through
play.
Short
attention
span.
Learn to
read, seek
instant
gratification.
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Learn to
form
relationships
. Seek peer
and adult
approval.
Stability and
routine
important.

Explore
body parts,
seek
information,
discuss sex
with peers,
begin to
masturbate
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AGE
(years)

PHYSICAL

COGNITIVE

7-9

Less rapid
growth.
Lots of
energy can
be reckless.
Like
structured
games.

Longer
attention
spans.
Reading to
learn.
Like to
discover
things.

10 - 13

Rapid
physical
growth.

Abstract
thinking
skills
develop.
Plan ahead,
organise
tasks
independent
ly.
Opinion
about social
issues.
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SEXUAL /
GENDER/
SEX

AGE
(years)

Tend to be
self
conscious.
Need adult
encouragement.

Greater self
awareness
about sex.
Recognise
sexual
differences.
Increased
curiosity
about
sexual
activities.

14 - 19

Vulnerable
to
developing
distorted
body
images.
Strong
need to
conform to
peer group.
Form close
friendships.
Need loving
and
supportive
adult
influence.

Interest in
the
opposite
sex. Self
conscious
about body
and looks.

EMOTIONAL/
SOCIAL
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PHYSICAL

COGNITIVE

EMOTIONAL/
SOCIAL

SEXUAL /
GENDER/
SEX

Complete
Full cognitive
Establish
Selfpersonal
growth
development
conscious.
identity.
spurt, gain
Relations
Strong
weight, body
with
fluctuating
maturity.
opposite
emotions.
High motor
sex very
Question
skills and
important.
authority and
coordination.
break rules. Attention to
details
Need
about
one's
support at
body.
home and
school.

u If a child does not develop properly, it will not be able to
realise its full potential. This can result in behaviour and
learning problems.
u The milestones are not fixed but normally most children go
through them. Milestone for growth and weight are easier to
measure than other development milestones like cognitive,
language and social development.
u Parents and caregivers must be aware and knowledgeable
about these milestones, so that they can ensure that the child
is making normal progress.
u A two-month delay in reaching any of the milestones calls for
immediate medical advice/ development assessment and
stimulation.
Module 3 – Child Care
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HIV children and the milestones
Children living with HIV have the same health problems as other
children, but it may be more severe because of which the child
might not be able to cope with it. They may experience delays in
reaching the milestones given below, because they are prone to
falling sick very often. It has been seen that :

Annexure II.a
FOR SESSION II

Nursing and Medical Care
u Classification of Medical Care

u Children with moderate or severe HIV are prone to fever,

night sweat, tiredness and weakness, weight loss, diarrhoea,
oral thrush and various skin infections.
u HIV can also affect the heart, resulting in chest pain,
breathing problems, fatigue and enlarged lymph nodes.
u Enlarged liver is also common among them.
These can result in:
u Delays in language development.
u Difficulties in expression.
u Disorders of voice articulation and language fluency.
u Sensory disorders like visual loss due to infections of the

retina.
u Hearing loss depending on the location of the damage to the

ear.
u Learning disabilities like difficulties in reading, writing, spelling

and solving mathematical problems.
u Short-term memory deficit and reduced concentration and

Medical care comprises of preventive
care, curative care and palliative care
and is of critical importance to the well
being of a child.
a) Preventive Care: Preventive care focuses on disease
prevention and health maintenance, through early diagnosis
of disease, immunisation, proper nutrition and hygiene. It
also includes the identification of people who are at risk of
developing specific problems, counselling and other
necessary interventions to avert a health problem.
b) Curative Care: Curative care, on the other hand, is
provided only after the occurrence of a disease and includes
treatments and therapies like antibiotics, chemotherapy,
ART with the intent of overcoming the disease and
promoting recovery.
c) Palliative Care: In palliative care the focus is not on curing
or treating the cause. It is an approach of caring for a
terminally ill person, by managing the symptoms, in order to
give the person a good quality of life. This takes into account
the psychological, social, medical, emotional, spiritual and
social impact of the disease.

behavioural problems, like social withdrawal, apathy,
impatience, irritable mania and even psychosis.
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Annexure II.b

Sources and functions of Nutrients :
NUTRIENTS

Nutrition and Diet
Nutrition

FUNCTIONS
Supply energy
to the body

Cereals : rice, wheat,
jowar and millets.
Starchy vegetables:
potatoes, sweet
potatoes, arbi (colocasia)
and jimmikand (yam)

Build and repair
body tissues
and muscles

Milk products: cheese,
curd and paneer.
Dals, nuts, soya and
other beans, grams,
meat, fish and egg.

They are
concentrated
source of
energy.

Nuts, Soyabean, butter,
ghee and oils

Needed for
growth and
regulation of
body processes.

Green leafy and yellow
vegetables, fats, fish liver
oil, milk, curd, butter and
ghee.

Carbohydrates

u It is the process in which the human body takes in food/drink,

digests, absorbs and uses the nutrients present in the food
and also disposes off the end products. The function of
nutrition is to provide energy, increase immunity and help in
the growth of tissue and body repair.

Proteins

Nutrients
u Food is made up of various nutrients and the six nutrients

Fats

required by our body are:
l Carbohydrates
l Proteins
l Fats
l Vitamins
l Minerals
l Water

Vitamins and
Minerals

All individuals need the same nutrients; the only variation is in
the amount of each nutrient that is required which depends on
the person's age, sex, size and activity.
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Water
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SOURCE

Water is a carrier of nutrients and a
regulator of body functions. A person
should drink 7-8 glasses a day.
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Balanced Diet
u In a balanced diet all the necessary nutrients are present in

the right amount, as required by the body for good health,
especially when a person is ill. For example, it is important
that they drink clean water to prevent further infection. Avoid
oily and greasy foods that may aggravate diseases like
diarrhoea and have foods that can relieve symptoms, like
bananas to control diarrhoea and methi or fenugreek to help
control anaemia and iron deficiency.

Start breast-feeding

Weigh the child

Immunise

Complementary food

De-worm

IODISED

SALT

Malnutrition
u When the body's requirements for one or more nutrients are

Use iodised salt

not adequately met, it results in a condition known as
malnutrition. And this in turn can cause:
l Growth failure, Retardation
l Low mental development
l Low immunity
l Loss of appetite
u Preventing Malnutrition :

l By starting breastfeeding/top feed of the child as early as
possible.
l Weighing the child every month and maintaining a record of
growth.
l Strictly following immunisation schedule and good hygiene
practices.
l Using iodised salt in the child's food.
l Providing complementary food to the child after the age of
six months.
l Providing the child anti-worms (de-worming) medication at
regular intervals.
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Complementary food
u This is the food that is provided to the child to balance, rather
than replace breast milk/top feed. This food is given after six
months of age.
Some complementary foods include: dalia, dal, mashed
chapatti, curd, seasonal fruits, vegetables (such as potatoes,
carrots, green leafy vegetables, etc.), meat, egg, fish and rice
cooked with dal (khichri).
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Supplementary nutrition
u If more of a particular nutrient is needed and cannot be easily
ingested or found, over-the-counter supplements may be
taken. Vitamins and minerals such as vitamin C, B12, iron, or
calcium may be found in tablet form. Multivitamins-a general
combination of most essential vitamins-may also be taken
with meals.
However, it should be noted that large or extreme doses of
vitamins or minerals are detrimental to one's health, and so
supplements should not be taken in excess or without reason.
For instance, large amounts of vitamin A may cause bone and
liver damage, with symptoms of vomiting and headache, and
large doses of selenium (over 750 mg per day) may suppress
the immune system.

Eggs/larvae that result in worm infestations are found in raw
and uncooked chicken, pork, fish and beef. So the meat
must be fresh and properly refrigerated. Do not eat meat
that smells bad.
l Avoid fresh vegetables and raw salads in restaurants and
places where you are not sure if they have been washed
properly.
l Avoid raw or half boiled eggs.
l When reheating leftovers or partially cooked food ensure
they are brought to boil.
l Utensils and kitchen appliances should be washed and
dried.
l Food must always be covered or put away to prevent flies
from settling on them.

Food and Hygiene
u Observing cleanliness while preparing food is one way of
preventing opportunistic infections and supporting a healthy
immune system. By avoiding certain foods and observing
cleanliness, it is possible to prevent food infections that can
further tax the immune system.

Wash hands with soap

Wash all vegetables

Use clean chopping board

Use clean and dry utensils

It is therefore important to:
l Observe cleanliness while preparing food, by washing
hands with soap and plenty of water.
l Washing the fruits and vegetables, before cooking or eating
them.
l Using a clean table or chopping board and serving and
eating food in clean and well dried bowls, plates, spoons
and glasses.
l Ensuring the meat is well cooked and not pink in the centre.
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Children with HIV
u Nutrition is critical for the well being of CLHA, because
nutrients provide their systems with the support that is
required by the immune system to fight the virus.
Opportunistic infections that result from the loss of immunity
can restrict their intake of food, leading to malnutrition, weight
loss, nutritional deficiencies.
Though even the best nutrition cannot halt the progress of the
disease or restore the immune function, maintaining the right
weight and nutrient levels in the body does make them feel
better and reduce their susceptibility to infections.
Nutritional intervention is essential and their diet must consist
of adequate quantities of energy giving, body building and
body maintenance foods to prevent further infection.

Nutrition and healthcare of infants and children (below 6 years)
AGE OF CHILD

0-6 months

l A balanced diet of proteins, carbohydrates, vitamins,
minerals and fats will be of great value to them.

Complementary food is given at this age.
Complementary foods given to the child
should be:
6-12 months
~ Semisolid and not watery
~ Easily digestible
~ High in calories and essential nutrients.
~ Feed the child five times a day.
~ Give good servings of rice, dal, chapatti,
curd, seasonal fruits, vegetables, milk
12 months-2 yrs
and biscuits.
~ Feeding should not be given up during
illness.
~ Give supplementary nutrition as well.

l An increased intake of calories and proteins, especially
when the infection is acute, as well as vitamins A, Bcomplex, C and the minerals-zinc and selenium.
Supplements of vitamins and minerals are necessary.
u In the case of children on ART, there must be regular
monitoring for metabolic changes and triglycerides,
cholesterol and sugar and their diets should be modulated
accordingly.
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An infant should be exclusively breastfed
(not even water should be given) upto six
months of age.
~ Should not be given water sweetened
with sugar, honey, glucose or jaggery.

The focus should be on:
l Giving the child clean water and hygienically prepared food,
because water borne illnesses like diarrhoea and dysentery
can result in weight loss and malnutrition.

NUTRITION CARE

2-5 yrs

Module 3 – Child Care

~ Feed child 5-6 times per day.
~ Child should be observed while eating to
ensure that he / she is eating well.
~ Iodised salt should be used in the child's
food.
~ Eating at the same time daily helps the
child to develop a good appetite.
~ Supplementary nutrition should be given
at this age.
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Annexure II.c
0-6 months

6-12 months

u Immunization or vaccines are being routinely administered
around the world, based on the principle that it is better to
prevent people from falling ill than to treat them once they are
ill thereby averting suffering, disability and death.

HONEY

No water or sweet things like
honey, glucose or jaggery

12 months 2 years

Milk, biscuits, fruits,
vegetables etc.
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Immunization

Semi-solid easily digestible
complementary foods

u Immunizations, or vaccinations, work to contain the spread
of infectious diseases, with the end goal of eliminating the
disease itself. As a proven prevention method against
common illnesses, it protects both the person vaccinated and
those in the surrounding community, including those not yet
immunized. By preventing and reducing the spread of
infection, immunization eases the strain on healthcare
systems and saves money for use in providing other health
services.

2 -5 years

u It safeguards children against many diseases-for example,
tuberculosis, whooping cough, tetanus, diphtheria, polio and
measles. While crucial that newborns and infants are
vaccinated on schedule, it is recommended that vaccinations
begin before birth expecting mothers can receive tetanus
immunizations to protect themselves as well as the foetus.

All kinds of food including
supplementary food

Positive Caregiving for Children Living with HIV

u Moreover, new vaccines continue to be introduced with
significant results, including the hepatitis B vaccine that is
now routinely given to infants in 77% of WHO's Member
States, to prevent liver disease. Rapid progress in the
development of new vaccines means protection will be
available in the near future against a wider range of serious
infectious diseases.
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Recommended vaccinations and their effects
VACCINE
Hep B
BCG

Hepatitis B

Hepatitis B virus, liver
disease

Bacillus CalmetteGuérin

Tuberculosis (TB)

Diphtheria (respiratory illness),
Diphtheria, Pertussis,
pertussis (whooping cough),
Tetanus
tetanus

DPT
2
(DTaP)

Measles, Mumps and Measles, mumps and rubella
Rubella

3

Hib

Haemophilus
influenzae type B

PVC

Heptavalent pneumoPneumonia
coccal conjugate
vaccine

Varicella
Rota

4

5

Influenza6
MCV4
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PROTECTS AGAINST

Inactivated poliovirus
Polio
vaccine

1

IPV

MMR

FULL NAME

1. This polio vaccine also exists as OPV (Oral Poliovirus
Vaccine), but give the inactivated form (IPV), if possible.
2. DPT is also available as DTaP (Tdap, DTPa, TDaP), and also
as DT or TD, where pertussis is not included.
3. Severely immune-compromised children should be given
MMR. However, it is generally safe for children with HIV. As of
2007, the WHO does not recommend MMRV (combination of
MMR and Varicella)
4. Only for asymptomatic non-immuno suppressed children
5. Only for asymptomatic HIV infected
6. Only the inactivated influenza vaccine (TIV) should be given
to HIV-infected children.

Early childhood meningitis

Varicella

Chickenpox

Rotavirus

Severe diarrhoea,
stomach flu

Influenza

Influenza (flu)

Meningococcal
conjugate vaccine

Meningococcus (meningitis,
septicemia; sometimes carditis,
septic arthritis, pneumonia)
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Recommended vaccinations and associated timeline
VACCINE

BIRTH

1 month

2 month

4 month

6 month

12 month

Hep B

B1

B1, B2

B1, B2

B2

B3

B3

BCG

X

1

X

X

X

Dose 1

Dose 2

DPT

Booster

Dose 3
Dose 1 at 12 mnth
Dose 2, four weeks
later

Hib

X

X

X

X

PVC

X

X

X

X

Rota

4

5

Dose 1
X

X

Dose 2

X
Once a year, from
6 month onwards
(inactivated)

Influenza6
MCV4

X

*Vitamin A drops can also be administered at 9 months and 15 months.
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B3

X

3

Varicella

B3

1

IPV

MMR

15 month 18 month 2 -3 yrs
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Sources:
~ United States Center for Disease Control; Infectious Disease Society of
America,
~ Naz Foundation Manual for Caregivers of Children Living with HIV and
AIDS,
~ Florida/Caribbean AIDS Education and Training Center
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Annexure III.a
Management of Opportunistic Infections
HIV/AIDS and Opportunistic Infections (OIs)
OIs are caused by the bacteria, viruses and germs usually latent
in our systems. They take advantage of weakened immune
systems. With compromised immunity, an HIV infected person is
not as able to ward off infection as others. If two or more OIs
infiltrate the immune system of an HIV infected person, the
person is considered to have AIDS. Thus, preventative care for
OIs is recommended.
Progression from HIV to AIDS and OIs
u Disease progression from HIV to AIDS goes through four
stages:
i) The first is the asymptomatic period which ranges over 3-5
years. During this period a person can remain perfectly
healthy with no symptoms at all.
ii) The second stage or symptomatic period is when minor
problems like recurrent boils begin to manifest themselves.
The CD4 count also decreases and common ailments like
TB, pneumonia and diarrhoea start recurring and become
difficult to treat.
iii) The third stage, called late symptomatic stage follows,
during which symptoms like prolonged fever and weight
loss also occur.
iv) This is followed by the fourth stage, which is called AIDS
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when the CD4 count drops to less than 250-200 and the
person's immunity, or ability to fight illness becomes very
weak. He / she is then prone to what is known as AIDS
defining illnesses or opportunistic infections which occur as
a result of the body's inability to fight infections.
It is therefore essential to try and avoid opportunistic infections
and at best minimise them in children living with HIV/AIDS.

Asymptomatic

Symptomatic

Late Symptomatic

AIDS

Methods of Minimising OIs
Personal hygiene and clean food have been found to play a
critical role in this, because unhygienic food may have germs
that can cause food poisoning and serious illnesses, like
nausea, vomiting, fever, cramps, diarrhoea, headaches and
muscular pains in people with a weak immune system. It can
further worsen the immune system.
Opportunistic infections can be minimized by:
l Taking bath daily to keep the body clean.
l Wearing shoes,to avoid minor injuries that may lead to
infections.
l Brushing one's teeth after every meal.
l Washing one's hands with soap after going to the toilet and
before meals.
l Drinking clean water. Water should come from clean and
sanitized sources. It should be boiled and stored in clean
containers and drunk from clean cups.
Module 3 – Child Care
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Taking care of oneself by:
l Eating a balanced diet.
l Doing moderate exercises regularly.
l Getting sufficient sleep.
l Avoiding alcoholic drinks.
l Not smoking.
l Only taking medicines prescribed by a doctor.
l Adhering to ART.
l Practicing safe sex.
l Regular visits to the doctor and asking your partner to
accompany (where applicable) you when visiting the doctor.
Managing OIs
While care for an HIV infected child/adult must begin from the
day he / she comes to know of his/her status, there are various
illnesses that are common among PLHA.
FEVER

In case of sexual behaviour:

Fever is one way in which the body indicates an infection and
it is a symptom that PLHA often experience. A fever with or
without body ache may be caused by meningitis, TB, malaria,
cough, cold or simply due to HIV infection itself.

l Protecting oneself from re-infection through safe sex or by
refraining from sexual activity because one can be reinfected with a different strain of HIV, even when one is HIV
positive.
Remember:
l ART does not provide protection against HIV re-infection.
l Re-infection will make an HIV positive person's system
even weaker.
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What to do in case of fever?

What to do in case of diarrhoea?

l If one has fever, his/her forehead will be warmer than that
of the caregiver. Use a thermometer and measure the
temperature.
l Remove unnecessary clothing and blankets. The room
should be well aired. It will help to lower the temperature.
l Cool the body by placing a wet cloth soaked in water that
is at room temperature and either placing it on the forehead
and chest or by just wiping the person's body with it and
letting the water evaporate on its own.
l Give the person aspirin or paracetamol.
l Give the person plenty of water, fresh fruit juice and other
liquid food to prevent dehydration.
l Between bathing and cooling the body, keep the skin clean
and dry. Use body powder to prevent rashes and sores.

l Consult the doctor to find out if the patient is on any
medication.
l Focus on preventing dehydration. Symptoms of
dehydration include excessive thirst, dry mouth, scanty
urine, sunken eyes, skin goes back slowly when pinched,
irritability and finally, coma.
l Encourage the patient to sip water, glucose solution with
salt or oral rehydration solution (ORS). They can also be
given gruel made with rice or any other cereal with salt,
coconut water, tea without milk and vegetable or chicken
soup. Avoid milk, dairy products, fried rice and meats.
l Relieve vomiting with ginger tea made of 1 inch of ginger,
boiled in two cups of water for 2-3 minutes and cooled
l Medicine may be required to control diarrhoea.

When to seek help?

How much fluid, how often?

u If the temperature is high-above 101 degrees Fahrenheit
u If the fever lasts more than two days.
u If the headache is severe or if the patient has fits.
u If the patient is in extreme discomfort, excretes blood or
vomits.

l The general rule is to give as much fluid as he/she wants
and continue ORS till the diarrhoea stops.
l Younger children may not be able to convey that they want
something to drink. Irritability and fussy behaviour are
signs of thirst.
l Offer a drink. If the child refuses, it is usually because the
body has taken in enough to replace the losses caused by
the diarrhoea.
l ORS or oral rehydration solution is the best way of
preventing dehydration resulting from diarrhoea. ORS
packets are available at chemists and are prepared by
dissolving the packet in clean water that has been boiled
and cooled.

DIARRHOEA
Diarrhoea is very common even in the early period of HIV. It
can be mild and stretched or rapid and severe and
accompanied by abdominal cramps and vomiting. Causes
may vary from intestinal infections brought on by water and
food that is not clean, opportunistic infections related to HIV /
AIDS or the side effect of medication being taken by the
patient.
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Not all packets of ORS are of the same size, so it is
important to read the instructions carefully. Too little water
can make the diarrhoea worse and too much water will make
it ineffective. Give the patient a cup of the solution after each
stool. The leftover ORS must be thrown away after 24 hours.
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Age specific treatment

VOMITING / NAUSEA

ü Infants need to be breastfed as often and for as long as
they want.
ü Children under two years of age: 50-100 ml of fluid after
each loose motion. A teaspoonful every 1-2 minutes.
ü Children aged 2-10 years: Frequent sips of 100-200 ml of
fluid after each loose motion.
ü Children 10 years and above: as much as they want.
ü If vomiting cannot be controlled, wait one to two hours
before consumption of food or liquids. If better, the patient
may sip clear liquids (weak tea, ORS in water) over a
period of two to three hours.
What food should be given?

ü Top-feed should continue without interruption and infants,
who take formula or cow's milk, should be given at half
strength. After two days, the normal feed can be given.
ü During diarrhoea the child can be given as much food as it
wants. Small frequent meals every 3-4 hours.
ü Children six months of age and above can be also given
soft or semi-solid weaning foods, with salt added to it.
ü After the diarrhoea stops, the child must be given at least
one more meal for two weeks using the same nutrient-rich
foods as were given during the diarrhoea. Undernourished
children should be given this for a longer period.
When to seek help?

Nausea and vomiting can be a regular problem with CLHA /
PLHA and the causes include side effects of medication,
infections, problems with the stomach or intestines and the
HIV infection itself.
What should be done in case of nausea?
l If the vomiting becomes very severe, don't give the patient
any food or drink for one or two hours.
l Gradually give the person sips of warm water, ORS, weak
tea (without milk) or other clear liquids, about 4-6
tablespoons an hour for 2-3 hours.
l When nausea/vomiting decreases, give the person bread,
biscuits, fresh fruits like orange to relieve the nausea.
l Rinse the person's mouth with water and gently clean the
tongue and gums 3-4 times a day.
l Ventilate and freshen the room.
When to seek help?
u If vomiting occurs repeatedly and fluids cannot be retained.
u It is accompanied by severe pain in the abdomen.
u The vomiting is accompanied by fever.
u The vomit contains blood.
u The person is vomiting violently and the vomit is dark
green, brown or smells like faeces.
(Vomit can be cleaned without fear of contracting HIV)

u When urine becomes scanty and the person is irritable or
drowsy.
u When the patient has high temperature.
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PNEUMOCYSTIS PNEUMONIA (PCP) and COUGH

Pneumonia a fungal, full-body infection, characterised by
fever, cough, discomfort in chest, difficulty breathing or cold
symptoms. If thought to have PCP, seek medical attention
(medicines recommended by WHO: co-trimoxazole up to age
1 yr, ampicillin for children under 5 yr).
Cough and difficulty in breathing: A cough (dry or productive)
and difficulty in breathing may be due to a cold, flu,
tuberculosis, pneumonia, upper and lower respiratory tract
infections or heart problems, associated with HIV.

When to seek help?
u When the cough is accompanied with high fever.
u There is blood in the sputum.
u Person complains of chest pain.
u The sputum is grey, yellow, green and foul smelling
u The person has difficulty in breathing and is unable to lie
flat or sideways.
SKIN PROBLEMS and BEDSORES
Skin problems are common in people with HIV / AIDS and
some become chronic even though they are manageable.

What should be done in case of cough?
l Identify and treat the cause of the cough.
l If due to PCP, it is best treated by addressing the PCP
infection itself.
Till cause identified…

ü Encourage the patient to drink water liberally because
coughing can be better tolerated if the person is well
hydrated.
ü Cover the mouth while coughing to prevent the droplets
from infecting others.
ü Ventilate the room as much as possible.
ü Gargling with warm saline water, homemade cough
remedies and counter cough remedies could be tried.
ü Massage or gently pat the back or the chest over the
lungs. Help the person to cough. It helps to clear the lungs.
ü Have patient remain upright or seated up against pillows to
ease pain.
ü Give the person warm tea with sugar and honey.
ü Give steam inhalation with menthol oil, if available.
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Common skin problems are:
l Rashes, sores on the skin,
l Boils and abscesses.
l Itching and increasingly dry skin.
The reasons range from:
l Fungal and yeast infections like ringworm, thrush
l Bacterial infections
l Viral infection like herpes
l Infected scabies
l Poor hygiene
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l Allergic reactions to medicines
l Bedsores

temperature, or discoloration. Bedsores appear on the back,
hips, elbows, feet or buttocks.

What should be done in case of skin problems?

What should be done in case of bedsores?

l Clean skin twice daily with mild soap and water and dry.
l Avoid scratching infected skin by keeping fingernails short
and trimmed.
l Cool skin by fanning or applying calamine lotion to nonopen wounds.

l Change the position of the person, every two hours.
l Use soft sheets and padding and keep the sheet wrinkle
free, because creases can hurt the skin.
l Air the sheets and bedding, every time it is soiled with
urine, stool or vomit.
l Use cushions under body parts to avoid rubbing and
pressure
l Help the patient to eat well. Extra vitamins can help.
l Wash sores with salt water and bandage them. Remove
any dead flesh.

Treatment of wounds:

ü Red, painful and itchy lumps on the skin in the groin,
armpits, buttocks, back and upper legs should be washed
with clean water and kept clean.
ü Apply antibacterial cream to the wound, and before
covering, clean surrounding skin with water, alcohol or
iodine based pads.
ü Wounds should be covered with clean gauze, or by loosely
wrapping clean cloth around them.
ü Warm compresses or weak salt water (one teaspoon of
salt to one litre of water) should be applied to wounds four
times a day. Cover the compress with a clean thin sheet of
plastic and keep the affected part raised for 20 minutes.
When the cloth starts to cool, repeat the process. If the
wound is on the leg, raise the affected area as high and as
often as possible.
ü When treating a wound, wear gloves and clean hands
thoroughly. Dispose of used items properly.
BEDSORES
Decubitus ulcers (Bedsores): caused by long term pressure,
moisture, friction or force, marked by unusual texture,
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When to seek help?
u If pus, redness or fever accompanies the skin problem.
u If the wound has a bad smell or brown or grey seepage.
u If the skin around the sores turns black and forms blisters
or air bubbles. This could be gangrene.
u If the skin problem is accompanied by severe pain.
u If shingles affects one or both eyes.
u If there is an allergic reaction to medication.
u If the person has not been immunised against tetanus.
u If the skin problem does not respond to treatment given at
home.
Advice for caregivers:
While caring for open wounds and sores, caregivers must
wear gloves. Wet discharge from bedsores can pose a threat
of HIV transmission to the caregiver if the later has any open
wounds on the area of contact.
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MOUTH and THROAT PROBLEMS
Mouth and throat problems are common among CLHA/PLHA
and are generally caused by oral thrush, which occurs in the
later stages of the infection and must therefore be actively
managed and looked after. Cracks and bleeding ulcers in the
lips, which is also a sign of malnutrition, blisters and sores in
the mouth and inflamed and bleeding gums due to dental
problems, are common.
ORAL THRUSH (of mouth or throat)
Fungal infection, identified by bleeding ulcers around or on
lips, sores or blisters in mouth or inflamed, bleeding or
blistered gums. If left untreated, may progress to appear as a
thick white or cream-colored mucous covering the inner
mouth and throat with cracking near lips or mouth. To prevent,
regularly clean teeth and mouth, and check mouth for
developing sores or blisters.

l Use a straw for liquids and soups.
l Give cold food that helps to numb
sore patches.
l Topical anti-fungal medication
or dissolvable lozenges.
l Apply Clotrimazole lotion even after the white patches
disappear, because thrush recurs when treatment is
discontinued in the case of patients who are not on ART.
When to seek help?
u When the patient finds it painful to swallow or drink.
u Burning sensation in the chest or pain when swallowing.
u Toothache is accompanied with fever and pus or swelling
(signs that the thrush is spreading throughout body).

FATIGUE
Fatigue a symptom of MAC (see below) and latter stage
HIV/AIDS, due to HIV related infection, poor nutrition,
repeated diarrhoea and dysentery dehydration, anaemia or
depression. Allow the patient to rest and seek medical
attention if persistent.

What should be done in case of mouth and throat
problems?
l Rinse mouth with salt water after every feed.
l Give soft rather than hard and crunchy food and bland
rather than spicy food.
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Mycobacterium Avium Complex disease (MAC)

What should be done in case of pain?

A bacterial infection, characterized by fever, sweats, fatigue
(tiredness), abdominal pain, ulcers or weight loss.

l Deep and regular breathing can help patient to relax and
relieve pain.
l Give medication like aspirin or paracetamol after consulting
the doctor.
l Allow patient to sit comfortably and gently massage the
whole body and the affected part.
l Divert patient's mind with activities that interests him/ her.

What should be done?
In case of MAC:
l Minimise exposure to contaminated items and follow proper
hygiene.
l If MAC is suspected, consult medical authorities for proper
treatment.
In case of tiredness:
l Help the person to rest as much as possible.
l Seek medical advice on drug therapy in ART.

When to seek help?
u When pain becomes unbearable, or is accompanied with
new symptoms like severe headache or weakness.
u There is sudden or recurrent pain in the feet or hands.
u Persistent headache that lasts over two weeks.
u A headache that does not get better with painkillers, or is
accompanied with vomiting.
u A headache that affects ability to think or move.

PAIN
Pain becomes a part of daily life in some people in advanced
stages of AIDS. There can be many causes for the pain,
ranging from immobility, infections like herpes, swelling due to
poor circulation, brought on by cancer of the skin, or cardiac
problems. Headache by itself could be due to meningitis or
encephalitis.
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Annexure III.b
Anxiety and depression
ANXIETY and DEPRESSION

Anxiety and depression are part of an HIV positive person's
life, from the moment they come to know their status, with
fears of illness and ultimately death.
Symptoms of anxiety:
l Lack of appetite
l Sweating
l Difficulty in sleeping, concentration
l Feeling irritable and nervous
l Feeling short of breath
l Headaches
l Feeling that the heart is pounding
l Feeling faint, worried and out of control

Episodes of anxiety and depression may come and go or
become so intense that the person contemplates suicide or
takes to drugs or alcohol, which in turn leads to a rapid
deterioration in their health.
What should be done?
l Encouraged to vent feelings and share thoughts.
l Provided constant support and engaged in various
activities.
l Introduced to PLHA who can share their experiences and
talk about living positively and their strategies to cope with
anxiety and depression.
When to seek help?
u If the person's ability to take care of himself/herself and eat
and sleep is compromised.
u If there is the danger of the person committing suicide.

Symptoms of depression:
l A sense of hopelessness
l Feeling tired and without energy
l Inability to find pleasure in anything
l Everything appears to be a chore
l Irritation towards people around
l Eating too much or loss of appetite
l Waking up early or having trouble going to sleep at night
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MENTAL CONFUSION and DEMENTIA
A change in the person's mental health is not uncommon in
HIV patients. It may include:
l Lack of ability to think clearly
l Difficulty in concentrating
l Losing track of the conversation
l Irritability
l Disinterest or unpredictability
l Loss of strength or coordination
The most common cause of dementia is HIV infection in the
brain. But it could also be due to the side effects of
medication, infection or severe depression.
What should be done?
Mental confusion in a patient can be frightening and tiresome
for the caregiver and taking care of a patient with this problem
requires physical and emotional strength. Therefore an expert
must evaluate the patient and decide how best they can be
managed.
Sources:
~ Naz Foundation caregiver manual
~ WHO Regional Office for South-East Asia publication on HIV
Associated Skin Diseases
~ US Center for Disease Control

Annexure IV
ART
What is ART therapy and how does the treatment work?
u ART gives an HIV positive person's immune system a chance
to rebuild, increase the CD4 count and fight opportunistic
infections. ART drugs prevent replication of HIV virus.
u ART is normally administered as a series and combination of
antiretroviral drugs.
u With over 20 antiretroviral drugs available, there are many
different ART treatments possible; therefore, combinations
prescribed will individually vary based on illness, medical
history and past treatment.
u Most children living with HIV will start taking therapy at some
time to help control the HIV infection.
u The number of antiretroviral drugs approved for children is
less, and some drugs are restricted to children older than six
years. Dosages will vary based on each individual child's
weight, height and medical history. Thus, it is imperative that
drugs are not shared.
u But ART can offer protection only for 12 hours at a time. So
once it is started, it is critical for the person to take their
medicines daily at a fixed time without fail. Failure to do so
will result in the virus multiplying and even building resistance
to ART.
u The first line of ART regime is simple and has a low pill
burden of 2-3 a day.
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u Second line regimes are more complex and have higher pill
burden of 5-7 a day, as well as more side effects and drug
interactions, as compared to first line regimes.
u This is why it is important to prolong the efficacy of first line
drugs by consistently maintaining a >95% ART adherence
rate.
REMEMBER:
ART drugs cannot eradicate the HIV virus from the body,
because a pool of latently infected CD4 cells are established
during the very early stages of the infection and persists within
the organs, cells and fluids, like liver and lymphoid tissue, even
after the person commences ART.
ART treatment requires maintaining the correct amount of drugs
in the body to fight the virus. This entails taking:
l The right drug combination.
l The right dosage.
l The right frequency and time. Drugs are taken at 12-hour
intervals.
l Attending clinic appointments, lab tests and prescription
refills.

ANTI RETROVIRAL THERAPY

Good news: Since the time Anti Retroviral Treatment became
available, more and more people with HIV are living long and
healthy lives.
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When to consider ART?
u ART is started after clinical examinations are done to
determine what stage the HIV virus is in.
u The CD4 count is used to guide treatment and follow-ups.
u As per WHO guidelines, the lack of a CD4 result should not
delay the initiation of ART, but should be done as soon as
possible.
u ART must be started before the CD4 count falls below 350
cells/mm3.
u It must not be started in the presence of active
opportunistic infections.
Pre-ART care : During this period, when a person living with
HIV does not require ART or is not eligible for it, it is important
that they be counselled to maintain healthy, positive lives and
be linked to care and support services.
The following steps are recommended for monitoring patients
who are not eligible for ART, to enable early detection of OI
and the commencement of ART before the CD4 count falls
below 350 cells:
l Comprehensive medical history and physical examination.
l Baseline screening of CD4 to determine eligibility for
starting ART.
l Before treatment begins, a resistance test should be
administered to the potential receiver of the medicine. Drug
resistant strains of HIV do exist and may be transmitted. In
this case, a different combination of antiretroviral drugs will
most likely be prescribed, in accordance with medical
history.
l Any other relevant investigations (symptom driven) and
screening for TB each time.
l Follow up visits for pre-ART care and CD4 screening.
l Educate the person on the need to seek help if feeling
unwell or new symptoms arise.
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ADHERENCE and RESISTANCE

l Adherence means taking all of the prescribed medication
properly and regularly, on the correct time schedule and
with the correct dosages.
l It also includes following food requirements (some
medicines should be taken with food, others without),
meeting and honestly speaking with medical professionals
at scheduled appointments, and regularly undergoing
hospital laboratory tests.
Non-adherence can lead to drug resistance, increased viral
load, sickness and possibility of death. This is because when
a dose is missed, the drugs in the blood goes down and fails
to suppress the virus. This enables the virus to change itself
(the HIV virus has the ability to mutate and change its
composition) to evade the drugs. While the viral load starts
increasing, the CD4 count starts falling and the person
becomes ill.

Some reasons for non-adherence are:
u Forgetfulness
u Lifestyle
u Depression or other mental illness
u Competing priorities like work and caring for children
u Socio-economic reasons like lack of finances to travel to
ART centre for prescription refills
u Side effects
u Food restrictions
u Stigma
u Low literacy and low understanding of HIV/AIDS
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Role of caregiver
For ART treatment to work 95% adherence is necessary and
caregivers can play a critical role in helping CLHA to do so by
giving adherence support and monitoring. This includes:

ü Making pill-taking part of the child's routine with
medication alerts and tracking mechanisms.
ü Providing knowledge, encouragement and counselling
about ART, by defining adherence, helping them to
understand the regimen, by discussing why adherence is
important and what they can expect from the treatment.
ü Ensuring consistent drug supply.
ü Preparing them for side effects.
ü Explaining what they must do if they miss a dose.
When to seek help?
u Non-adherence can occur due to problems of drug toxicity
or immune reconstitution inflammatory syndrome (IRIS)
may arise during ART.
In drug toxicity, the body cannot tolerate the medication,
and the child may rapidly deteriorate. If toxicity is present,
the child will most likely need additional medical therapy. In
IRIS, latent infections like TB, may return, and again the
child may appear more ill than normal.
In either of these two cases, medical attention should be
sought promptly.
u Notify a medical officer if there are adherence difficulties
and discuss it with the care team.
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Word of caution!

Some of the common side effects of first line drugs are:

u Taking medication late is as bad as not taking it at all!
u If multiple hours have already passed, do not take the
medicine.
u Taking multiple dosages at once is ineffective and
dangerous.

u ZIDOVUDINE (AZT/ZDV) : Anorexia, nausea, vomiting,
headache, insomnia and anaemia, which are suspected if
the person complains of fatigue, weakness, shortness of
breath and the person is looking pale.
This can be confirmed by a haemoglobin test and if it is
less than 8 gm/ dl, the drug should be immediately
replaced or substituted by Stavudine in the ART centre.

SIDE EFFECTS
u STAVUDINE : Peripheral neuropathy- tingling, numbness
or burning sensation over feet and legs.
About side effects
The first six months of ART is a critical period and though
clinical and immunological improvements are expected, it
may not always be apparent and the person may also have
side effects. In fact, some patients may not respond as
expected and may even deteriorate clinically at first.
Complications are most common in the first few weeks,
after the initiation of ART, in patients with severe
immune-deficiency.
l In most patients, the CD4 cell count rises with the initiation
of ART and immune recovery.
l But it may be blunted if the CD4 count is low, and generally,
the lower the baseline count the longer it will take to
increase.
l In some patients the count may never exceed 200 cells /
mm3 even with clinical improvement.
Side effects of ART should be diagnosed early and
treated appropriately.
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Lipoatrophy - thinning of arms, legs, hollow temples,
sunken cheek and eyes, flattened buttock (due to loss of
fat), pancreatitis (pain in abdomen radiating to back,
vomiting, weight loss, difficulty in breathing, muscular
weakness, etc).
u NEVIRAPINE : Skin rash, hepatitis with nausea, vomiting,
yellowish colouring of eyes and urine.
Should be referred to the ART centre to decide whether
the drug should be continued.
u EFAVIRENZ : Increased dreams, nightmares, dizziness,
inability to concentrate and sometimes hallucination and
suicidal tendency.
This drug should be avoided in the first three months of
pregnancy because it can cause defect in the foetus. If the
side effects are mild, they will pass off in 2-6 weeks, but if
the person is very depressed or suicidal he/she should be
rushed to the ART centre.
HIV positive women, who are on this drug, should be
regularly asked if they are pregnant or have missed a
period and have been advised against pregnancy.
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ROLE of CAREGIVERS
Role of caregivers in psychological and emotional side
effects
There are serious psychological and emotional side effects of
ART medication. Depression is common in HIV patients, and
the drugs prescribed may intensify the problems. However,
with a strong support network (provided by caregivers,
doctors and HIV organisations), these issues may be
overcome.
Besides being HIV positive, they are children; though
vulnerable and naïve, many are braver and stronger than
imaginable.
l Always provide a safe and supportive environment for the
children.
l Emotional and mental well-being is just as important as
physical health, and the two reinforce each other.
l Build welcoming and comfortable relationships with the
children.
l Encourage them to regularly check in.
l Regularly work time into the day for conversation.
l Nurture and develop their minds and encourage them to be
happy.
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Annexure V.a
Pain Management
Pain management refers to the process of trying to understand
what kind of pain a child is having and working out the kind of
treatment they should be given.
When someone is ill, they may be suffering from physical pain
at one level and emotional or psychic pain, in which distress and
anxiety are the common outward signs. Physical pain can also
make psychic pain worse and psychic pain can make physical
pain worse.
Basically, there are two kinds of pain :
A) Acute pain, which is sharp and intense and happens in a
specific area. It may last for a few seconds, or for weeks and
it makes the person restless, sweat, breathe rapidly, moan,
cry, scream, rub or cradle the place that hurts and also cause
facial grimaces, that clearly show discomfort.
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B) Chronic pain, which is usually the result of a long illness and
is dull and aching and not restricted to a certain part of the
body. It can also be as painful as acute pain and makes it
difficult for the person to even eat or walk. Once the body
adjusts to the pain, there will be few outward signs of chronic
pain, but it can cause emotional responses, ranging from
frustration, depression, anxiety, irritability and decreased
appetite to suicidal thoughts.
u Pain is common in people living with HIV and AIDS. It is
progressive and occurs in about 25% of patients in the
asymptomatic phase. About 40-50% in ambulatory AIDS
patients and over 80% of hospitalized patients.
It can be caused by a disease, a side effect of treatment, due
to weakness, or an unrelated condition. Some common
examples are headaches, abdominal pain, peripheral
neuropathy and mouth pain. Each pain should be identified
and treated.

Annexure V.b
Palliative Care
This is an approach of caring for a terminally ill person, by
managing the symptoms, in order to give the person and their
families a good quality of life. It takes into account the
psychological, social, medical, emotional, spiritual and social
impact of the disease. The focus is not on curing or treating the
cause, which is called curative or active disease intervention but
on prevention and relief of suffering by means of early
identification and assessment.
For example, HIV infection leads to frequent diarrhoea, nausea,
cramps, loss of appetite and weight loss. Palliative care will try
to prevent and control the diarrhoea, nausea, cramps and
weight loss while curative or active care will try and kill the virus.
Both the courses of care go hand in hand, while managing any
disease or illness.
WHO definition of palliative care for children
Palliative care for children is different but closely related to adult
palliative care. WHO's definition of palliative care appropriate for
children and their families is as follows :
u Palliative care for children is the
total care of the child's body, mind
and spirit. It also involves giving
support to the family.

98

Positive Caregiving for Children Living with HIV

Module 3 – Child Care

99

u It begins when illness is diagnosed and continues regardless
of whether or not a child receives treatment directed at the
disease.
u Health providers must evaluate and alleviate a child's
physical, psychological, and social distress
u Effective palliative care requires a broad multidisciplinary
approach that includes the family and makes use of
available/limited community resources.
u It can be provided in tertiary care facilities, in community
health centres and even in children's homes.

Annexure VI.a
FOR SESSION III

Cognitive Development
Cognitive development refers to how a person perceives, thinks,
reasons and gains understanding of his or her world. It involves
the construction of thought processes, including:
u Remembering
u Problem solving
u Language development
u Decision making from birth to adulthood.
Children learn through their senses and through their
interactions with people and things in the world. They interact
with the world through the senses (see, touch, hear, smell,
taste), and construct meaning & understanding of the world.
As children gain this understanding, their cognitive development
can be observed in the ways they play, use language, interact
with others and construct objects and materials.
Examples of cognitive tasks:
Identifying colours, shapes,
fruits, completing a maze,
solving puzzles, knowing the
difference between one and
many, and knowing how
things are similar are all
examples of cognitive tasks.
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Following are the stages of cognitive development :
STAGE

PERIOD

TASK / ACTIVITY

Reflexive
Stage

0-2 months

Simple inborn reflex activity
such as grasping and sucking.
Repetition of reflexive
behaviour. For example:

Primary
Circular
Reactions

2-4 months

~ A child may suck his or her
thumb by accident and then
later intentionally repeat the
action.

The child starts to show
intentional actions, i.e., combine
actions in order to achieve a
Coordination
desired effect. They begin
of Secondary 8-12 months
exploring and observing the
Reactions
environment around them and
will often imitate the behavior of
others. The understanding of
objects also begins during this
time and children begin to
recognize certain objects as
having specific qualities. For
example, a child might realize
that a rattle will make a sound
when shaken.

~ Open and close fingers
repetitively.

Children begin a period of trialand-error experimentation. For
example, a child may try out
different sounds or actions as a
way of getting attention from a
caregiver.

The actions are repeated
because the infant finds them
pleasurable.
The child becomes more
focused on the world and
begins to intentionally repeat an
action to reproduce interesting
consequences. For example:
Secondary
Circular
Reactions

4-8 months

~ A child will purposefully pick
up a toy in order to put it in his
or her mouth.
~ A child will kick his/her feet or
move a mobile hung above the
crib.
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Tertiary
Circular
Reactions

12-18 months
~ Discovery of new ways to
produce the same
consequences or obtain the
same goal, such as pulling a
pillow towards him/her in an
attempt to get a toy resting on it.

Children begin to develop
Early
symbols to represent events or
Representa- 18-24 months objects in the world. Like using
tional Stage
a piece of block as mobile
phone.
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This stage occurs between ages
two and six.
Language development is one
of the hallmarks of this period.

There is organized, logical
thought, the ability to perform
multiple tasks, order objects in
a logical sequence.

~ Children in this stage do not
yet understand concrete logic,
cannot mentally manipulate
information.

~ Children begin thinking
logically about concrete events,
but have difficulty
understanding abstract or
hypothetical concepts. They
begin to attain the ability of
managing height, weight,
volume proportions.

~ Rules of games do not
develop and they use only
simple dos and don'ts imposed
by authority.

Preoperational
Period

2-6 years

~ They are unable to take the
point of view of other people.
This has been termed as
egocentrism.

Period of
Concrete
Operation

7-11 years

~ Children also become
increasingly expert at using
symbols, as evidenced by the
increase in playing and
pretending.

An example of this is being
able to reverse the order of
relationships between mental
categories. For example, a
child might be able to
recognize that his or her dog is
a Labrador, that a Labrador is a
dog, and that a dog is an
animal.

For example, a child is able to
use an object to represent
something else, such as
pretending a broom is a horse.
~ Role playing also becomes
important during the
preoperational stage. Children
often play the roles of "mommy,"
"daddy," "doctor" and many
others.
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~ One of the most important
developments in this stage is
an understanding of
reversibility, or awareness that
actions can be reversed.

Formal
Operational
Period

12 years
onward
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This stage begins at
approximately age twelve and
lasts into adulthood. During this
time, children develop the
ability to think about abstract
concepts.
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~ Skills such as logical thought,
deductive reasoning, and
systematic planning also
emerge during this stage.
~ Deductive logic requires the
ability to use a general principle
to determine a specific
outcome.
This type of thinking involves
hypothetical situations and is
often required in science and
mathematics.

Formal
Operational
Period

12 years
onward

~ The ability to think about
abstract concepts emerges
during this stage. Instead of
relying solely on previous
experiences, children begin to
consider possible outcomes
and consequences of actions.
This type of thinking is
important in long-term
planning.
~ The ability to systematically
solve a problem in a logical and
methodical way emerges.
~ Children at this stage are
often able to quickly plan an
organized approach to solving
a problem.
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Common Cognitive Disorders
A) Learning Disability
u Learning disability is not a problem with intelligence or

motivation. Children with learning disabilities aren't lazy or
dumb. In fact, most are just as smart as everyone else.
Children (and adults) with learning disabilities see, hear, and
understand things differently. This difference affects how they
receive and process information. They just need to be taught
in ways that are tailored to their unique learning styles.
u By learning more about learning disabilities in general, and
the child's learning difficulties in particular, caregivers can
help pave the way for their success.
u The most common types of learning disabilities involve
problems with reading, writing, motor skills, math, reasoning,
listening, and speaking.
COMMON TYPES OF LEARNING DISABILITIES
Difficulty reading

Problems reading, writing,
spelling, speaking

Difficulty with writing

Problems with writing,
spelling, organizing ideas

Difficulty with fine motor skills

Problems with handeye
coordination, balance,
manual dexterity

Difficulty with math

Problems doing math
understanding time,
using money
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Difficulty with language

Problems understanding
spoken language, poor
reading comprehension

Difficulty hearing differences
between sounds

Problems with reading,
comprehension, language

Difficulty interpreting
visual information

Problems with reading,
math, maps, charts,
symbols, pictures

Identifying Learning Disabilities
u It's not always easy to identify learning disabilities. Because

of the wide variations, there is no single symptom or profile
that you can look to as proof of a problem.
Paying attention to normal developmental milestones for
toddlers and preschoolers is very important.
(See Annexure I Developmental Milestones)

Although a developmental lag might not be considered a
symptom of a learning disability until the child is older, but if
detected when the child is young, one can intervene early.
u However, some warning signs are more common than others
at different ages. Awareness of these will enable catching a
learning disorder early and taking immediate steps to get the
child help.
u The following checklist lists some common red flags for
learning disorders. Remember that children who don't have
learning disabilities may still experience some of these
difficulties at various times.
The time for concern is when there is a consistent
unevenness in the child's ability to master certain skills.
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PRESCHOOL
l Problems
pronouncing
words.
l Trouble finding
the right word.
l Difficulty
rhyming.
l Trouble learning
the alphabet,
numbers, colors,
shapes, days of
the week.
l Difficulty
following
directions or
learning routines.
l Difficulty
controlling
crayons, pencils,
and scissors or
coloring within
the lines.
l Trouble with
buttons, zippers,
snaps, learning
to tie shoes.
l Problems with
Motor skills.
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5-12 years

12-16 years

l Trouble learning
the connection
between letters
and sounds.

l Difficulty with
reading
comprehension
or math skills.

l Unable to blend
sounds to make
words.

l Trouble with
open-ended test
questions and
word problems.

l Confuses basic
words when
reading.
l Consistently
misspells words
and makes
frequent reading
errors.
l Trouble learning
basic math
concepts.
l Difficulty telling
time and
remembering
sequences.
l Slow to learn
new skills.

l Dislikes reading
and writing;
avoids reading
aloud.
l Spells the same
word differently
in a single
document.
l Poor
organizational
skills (bedroom,
homework, desk
is messy and
disorganized).
l Trouble following
classroom
discussions and
expressing
thoughts aloud.
l Unreadable
handwriting
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u The first and foremost role of Caregivers in development of

Difficulty in learning doesn't always stem from a learning
disability. Anxiety, depression, stressful events, emotional
trauma, and other conditions affecting concentration make
learning more of a challenge.
B) Hyperactivity

u While specialists can help in diagnosing the problem when

u Hyperactivity is another sign of cognitive disorder. Remember

high energy in children is all but natural and it should not be
termed as disorder. But when it affects the development of
cognitive skills it can cause disabilities that effect the growth
of the child. It can also cause learning disability. Children with
this problem often have problems sitting still, staying focused,
following instructions, staying organized, and completing
tasks.
u Hyperactivity could be caused due to certain organic

dysfunctions during or after birth, allergies to certain food,
stressful events, emotional traumas, family/social
environment.
Role of Caregivers
Such disorders can be extremely
frustrating for children. Trouble
expressing their feelings, calming
themselves down, and inability in
reading nonverbal cues from
others can lead to low selfesteem, isolation and behavioral
problems such as
aggressiveness in these children.
The Caregiver has a very special
and significant role to play here.
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cognitive skills is to be aware of the developmental
milestones. While developmental lags do happen and
should create panic or pressure on the child, it is should not
be ignored if there is considerable delay. There is no harm in
calling in a specialist to review the matter!
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there is a delay. In normal circumstances it is the
caregiver who plays a significant role in assisting the proper
development of a child's cognitive skills by providing the
appropriate environment and opportunities.
An extraordinary learning environment provides more than
just spaces for children to learn. It provides an engaging,
stimulating and safe place for children to fully explore,
experience, and understand the world around them. A
caregiver - be it a teacher, parent, counsellor, caretakerinspires children to learn by providing opportunities that
encourage them to build upon the skills they are developing
at each age level. In order to create environments that
facilitate this learning process, one must have a clear
understanding of how children develop, recognize how
children understand their surroundings, and accommodate
the teaching methods accordingly to the child's specific needs.
u When it comes to learning disabilities, hyperactivity turning to

specialists who can pinpoint and diagnose the problem is, of
course, important. An active participant in the process. It is a
learning process for the caregiver as well.
The caregiver can:
a) Gain knowledge about the type of learning disability. Find
out how the disability affects the learning process and what
cognitive skills are involved. It's easier to evaluate learning
techniques if you understand how the learning disability
affects your child.
Module 3 – Child Care
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b) Nurture the child's strengths. Even though children with
learning disabilities struggle in one area of learning, they
may excel in another. Pay attention to the child's interests
and passions. Helping children with learning disorders
develop their passions and strengths can help them with
the areas of difficulty as well.
c) Help. By focusing on the child's growth as a person, and
not just on academic achievements they learn to express
themselves, deal with frustration, and work through
challenges, you'll help him or her learn good emotional
habits that set the stage for success throughout life.
d) Give the child clear, simple instructions when he/she is
expected to do an activity.

Annexure VI.b
Language Development
u The development of language, i.e., the ability to speak, read
and write, is significant for expressing and communicating
one's thoughts, ideas, emotions and feelings to others and to
receive information and knowledge from the outside world. It
helps us in our daily life whether it is at home, work space or
in any other public space.
Language development begins at birth and even an infant
knows it has to communicate, if it wants its needs to be met.

e) Try and be with the child, while it is doing the activity.
Role of Caregivers
f) Reward good behaviour
g) Be consistent in one's own behaviour to the child.

a) Whether they speak early or late, are learning one
language or more, are learning to talk along typical lines or
are experiencing difficulties, learning to communicate
through language occurs gradually through interaction with
people and the environment. So if a caregiver talks to a
child in “baby talk”, it is likely to imitate the person's speech.
b) Whatever the family structure in which the baby is being
raised, the caregiver is the most 'significant other' the baby
interacts with communicatively. The way the caregiver
engages with him or her will determine the path that
language development takes in the vital first five years.
c) If 'first words' have not emerged by 18 months the caregiver
makes a concerted effort to spend half an hour a day just
playing and interacting one-to-one with the child.
d) The caregiver must encourage the child to speak.
Research shows that the more a child is encouraged to
speak, the more highly developed will be its language skills.
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e) The caregiver can enhance the language development in
children by reading to them, exposing them to new
experiences and encouraging them to share their thoughts
and experiences.

Language Development – Milestones :

MILESTONES

TIME

Common Language Development Problems in children
6 months

Vocalization with intonation; responds to its
name; responds to human voices, without
visual cues, by turning head & eyes and also,
responds appropriately to friendly and angry
tones.

ii) Speech problems are mostly found in the 2-5 year age
group. Poor hearing, problems with functioning of the brain,
or mere lapses in development can interfere with the child's
ability to understand speech, or to produce it.

12 months

Uses one or more words with meaning;
understands simple instruction, especially if
vocal or physical cues are given.

iii) Stuttering can also begin in early childhood. Sometimes it
can be traced to common early problems in pronunciation
which lead children to worry about their ability to talk.

18 months

Has vocabulary of 5-20 words, mostly nouns;
will keep repeating a word or phrase, over and
over; is able to follow simple instructions.

2 years

Can name a number of objects common to
his/her surroundings; combines words into
short sentences; has a vocabulary of 150-300
words and responds to commands like “show
me your eyes”, etc.

3 years

Uses pronouns-I, you, me, correctly; uses
some plurals and past tenses; can handle three
word sentences easily; has a vocabulary of
900-1000 words. About 90% of what the child
says, should be intelligible. Child understands
most simple questions dealing with his/her
environment and activities and relates his/her
experiences, so that one can be followed with
reason.

i) Learning Disability, as discussed in Annexure 6.a is a
common problem in children that can hinder the growth of
language and communication development in children.
(For details see Annexure 6.a)

iv) Stress, anxiety, fear, emotional trauma are also often
reasons for these problems. Professional help along with
patience, care and encouragement can help children
overcome these obstacles.
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TIME

MILESTONES

4 years

Knows names of familiar animals; names
common objects in picture books or
magazines; knows one or more colours; can
repeat four digits, when they are given slowly;
can usually repeat words of four syllables;
demonstrates understanding of over and under;
often indulges in make-believe, extensive
verbalization while carrying out activities.

5 years
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Speech should be completely intelligible, in
spite of articulation problems; should be able to
define common objects in terms of use (hat,
shoe & chair) and follow three commands given
without interruptions; should know his age and
have simple time concepts-morning, afternoon,
night and day, tomorrow, yesterday, today;
should be using fairly long sentences.

6 years

Speech should be completely intelligible and
socially useful; should be able to tell a
connected story about a picture and see
relationships between objects and happenings.

7 years

Should handle opposite analogies easily-girlboy, man-woman, short-long, sweet-sour, etc;
should be able to do simple reading and to
write or print many words.

8 years

Can relate accounts of events, many of which
occurred in the past; can carry on a
conversation at rather adult level; follows fairly
complex directions with little repetition; and has
developed time and number concepts.
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Annexure VII
Value Development
u Values can be classified into four categories:
i) Personal value: Honesty, reliability, compassion, courage,
creativity, friendliness, independence, integrity and
spirituality.
ii) Cultural values: Celebration of diversity, ethnic roots, faith,
linguistic ties, national ties, regional ties and tradition.
iii) Work values: Autonomy, competitiveness,
conscientiousness, dedication, loyalty, professionalism
/ethics, punctuality, team player.
iv) Social values: Selflessness, diversity, eco-consciousness,
equality, fairness, family/relationships, compassion, morality
and reliability.
u Value development is a complex process, through which
children develop attitudes, beliefs
and behaviours. How they
develop, is critical, because at
every stage an individual is
judged by how closely he/she
conforms to societal norms.
Caregivers have a huge role
to play because children
from early childhood are
influenced by their immediate
environment and those
around them.
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u Caregivers can build healthy values through their actions,
words, attitudes and body language while interacting with
children. It has been seen, that even as early as the
pre-school stage, children can be taught the importance of
developing friendships, learning to interact and play with
others, sharing and cooperating with others, pride in
achievement, developing independence.
u We need to understand that children do not see the world in
philosophical categories of moral or immoral. They at this
stage understand only reward and punishment. Good things
bring reward and bad things cause punishment. This is
probably among the earliest orientations they learn. In later
stages of childhood they start liking things to be fair and lawdriven. They develop sense of following rules, they
understand breaking the rule mean punishment and following
the rule mean reward. It is the adolescence that they
understand seeing things on moral grounds.
u So caregivers need to be patient and allow children to
express their emotions, ask questions. Don't moralize their
views instead work with them and nurture their
understandings and emotions.

Annexure VIII.a
Emotional Development/Expressivity
Feelings
u First step towards a healthy emotional development is the
ability to express ones feelings. All of us experience different
feelings and we need to express them in order to cope with
stress and emotions. Feelings can be negative as well as
positive. Caregiver must remember that:
a) Negative feelings are not always bad and that sometimes
they are an important way of expressing, what may have, or
still hurts them.
b) That human beings need to develop the ability of
converting negative feelings-anger, sadness,
disappointment into positive feelings. For instance, negative
feelings, after failing in an exam being converted into an
increased effort to do better next time.
Emotional Developmental Patterns
u Children, from birth, react differently to their environment.
Each child has a different temperament that makes him/her
react in different ways and with different degree and intensity.
Passivity, irritability and activity are the three factors that
affect a child's temperament.
i) Passivity refers to how involved the child is with its
environment or surroundings. A passive child will be
withdrawn, while an active child will respond to a new
person or event.
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ii) Irritability also has different levels. Some infants cry easily
and are difficult to comfort. Others rarely cry and are not
troubled by change.
iii) Activity or levels of movement also vary in infants. Some
make few movements and are quiet when asleep, while
others constantly move their arms and legs.

Laughter

Laughter begins by 3-4 months. This
indicates a level of cognitive development,
because it means, the child can recognize
that something is strange/out of place . It is
usually caused by certain actions by the
caregiver, like playing peek-a-boo. It fosters
reciprocal interactions with others and
promotes social development.

Fear, disgust
and anger

An infant is able to express these feelings
because of cognitive development. Anger is
a frequent emotion, expressed through
crying by infants, to indicate discomfort or
displeasure.

Attachment

Begins early in life and is shown by cooing,
kicking, smiling and laughing to people,
who are important to them, as also crying
and clinging. Even at one month, an infant
shows signs of attachment, in the form of
anxiety, if they are cared for by an
unfamiliar person, through irregular sleep or
eating patterns.

Separation
anxiety

First signs appear at 6 months. For
example, distress is shown when a familiar
caregiver is leaving. It becomes clearer by
9 months and very strong by 15 months,
which is also when it gradually weakens.
This is a normal development and parents
and caregivers should prepare for this and
make the transition easier for the child, by
giving them a favourite toy.

The Role of Caregiver is to :
u To nurture and give attention to all infants, regardless of their
temperament, because even irritable infants can grow up to
be happy and well adjusted if caregivers are patient,
responsive and loving in their care giving.

Ways in which children express their emotions at various
stages in their lives :

Social Smile
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A social smile emerges usually by 6-10
weeks, accompanied by other pleasure
indicative actions and sounds cooing and
mouthing. This occurs in response to adult
smiles and interactions and brings about a
mutual reinforcing pattern, in which both the
infant and the adult get pleasure from social
interaction.
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Empathy

the nature of their relationship with the
person, child's age and gender.
l By middle childhood, around age 10,
they understand that it is possible to
experience two contradictory emotions at
the same time-happiness at being
selected for a school team, but
nervousness about their responsibility to
play well.

It is a cognitive development, that usually
appears by age 2 when the child
recognizes, that others are distinct from
themselves, read their emotional cues and
even try to lessen any distress they may be
feeling, using actions and language they
have seen or experienced themselves,
when feeling upset, like using comforting
language or physical contact.

l Teenagers understand their own feelings
and can analyze their feelings. They
place value on appearance than on
personality, know they are sexual and
understand when explained the options
and consequences of sexual expressions
and healthy and unhealthy relationships.

l At age 4, children have the ability to alter
their emotional expressions with two
types of emotional display- Pro-social and
self protective.
Alteration of
Emotional
Expression

Pro-social display involves altering
emotional display to protect another's
feelings, like appearing happy with a
present, because they don't want to hurt
the giver.

Gender also plays significant role in the
expressing of emotions, with boys less
likely than girls to disclose fears during
times of distress.

Self-protective display involves a masking
of emotions, like not crying when they fall in
front of their peers, in order to avoid teasing
or further embarrassment.
By this age, they also develop a keener
understanding of other people's emotional
state and emotional distress.
l By age 7-11, children are sensitive to
social cues that guide their decisions to
express or control negative emotions.
The factors that influence these decisions
include the type of emotion experienced,
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Annexure VIII.b
Behaviour Problems
Behaviour problems are actions which have a negative effect on
the child's development and adjustment and at times can cause
difficulties for other children/people as well.
Sometimes, it is difficult to judge, whether a child has a
behaviour problem, because different people may view and
interpret the same behaviour differently. Moreover most children
show unacceptable behaviour at some time, but when a child
shows undesirable behaviour-tantrums, head banging,
extremely fearful reactions, bed wetting, eating difficulties and
aggressiveness-most of the time over several months or even
over a short span of time, the child is said to have a behaviour
problem.
What causes behaviour problems ?
u As children grow, their behaviour patterns change and they
find themselves having to cope with different types of
challenges. These are of two types:
i) Those that are a consequence of the child's development.
ii) Those caused by environmental factors.
Developmental changes as causes :
u At each stage of life-infancy, early childhood, middle
childhood and adolescence-a child's intellectual, social and
emotional development influences its relationships with other
people and at each stage, a child also has to cope with
different situations and demands of growing up. Most children
can cope with these demands and it is when they find it
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difficult to do so, that their tensions get reflected in difficulties
in their behaviour.
u Behavioural problems can also be brought on, especially in
prenatal and early childhood, by internal or external factors.
Brain damage can be caused prenatally, if the mother is
undernourished, has harmful medicines or suffers from
infectious diseases. Constant stress in the mother can also
affect the foetus. After birth, brain damage can be caused by
malnutrition, accidents, brain fever, falls, diseases like mumps
and viral infections and lead poisoning.
Environmental factors as causes:
u Family - A child's family has a huge influence on its
behaviour and personality, as does the immediate
neighbourhood, the larger community and society.
l Conflict in families and between parents, can disturb and
affect the child negatively and result in speech defects,
withdrawal from people and poor concentration in work.
l Child rearing practices in families can also impact the
child's behaviour. An over anxious mother is likely to
transfer this anxiety to the child. If she inappropriately
punishes the child for wetting its bed or not finishing its
food, it can also have a negative impact.
l A child also picks up values its family holds and practices.
If child lies to its teacher, it is because he/ she has seen
someone in the family do it with someone else.
u Child care and educational centres – Sometimes in these
places workers/teachers are uncaring and the method for
teaching and working are harsh. The child may in such cases
show unacceptable behaviour, such as becoming fearful of
going to the centre, stop talking to people, or become
aggressive at home.
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u Community – Some communities have beliefs and
practices, that can harm children like the bias in sex ratio,
which has, over time, resulted in some girls developing
symptoms of maladjustment, like extreme submissiveness,
lack of self confidence, or hostility to parents and others who
practice such discrimination.
REMEMBER :
Stress, anxiety, fear, insecurity, lack of love and affection- all
these factors cause behavioral problems in children. It is
important to address them.

TEMPER TANTRUMS
Like adults, children experience anger, which they express in
different ways-screaming, throwing things, throwing
themselves on the floor, biting or hitting themselves or
directing their anger towards others. The child cries loudly,
becomes uncontrollable and may harm people, or damage
things. A tantrum is triggered off by the child's need to do
something that has been forbidden.
Role of Caregiver

When can a particular behaviour be termed as difficult/
problem?
u Whether or not a particular behaviour difficulty can be termed
serious, depends on three factors:
l Its frequency-does it occur very often?
l Its intensity-when it occurs is it expressed forcefully?
l Its duration-does it occur over several weeks or more?
u If it is high frequency, high intensity and long duration, it
should be seen as serious behaviour problem. For instance, if
a preschool child cries sometimes in response to distress but
is quickly soothed, it is not a problem. But if she cries at
almost every situation for a long time, despite efforts to
soothe her, it is a sign of an emotional problem and should be
attended to.
Common Behavioural Problems
In the following pages are a list of the most common behavioral
problems children might have and which needs attention by the
caregiver.
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u Ignore the tantrum, because if the caretaker gives in, it will
only increase this behaviour.
u Initially, the child's wailing may become louder, but in time,
he/she will get tired and become quiet.
u At this point, the caregiver could say, 'good job' and even
give a hug. But if he/she continues to sulk, she should,
after a while, take him/her in her lap and tell him/her, why
he/she was forbidden from doing what he/she wanted to
do.
u If the child is prone to tantrums, the caregiver should
observe the circumstances of the child's behaviour and try
to understand why it does so. Talking to child is the best
method. Ask the child what is upsetting him/her.
u Do not shame the child for his/her behaviour for this will
only worsen the situation.
u Set a reasonable goal for improvement, based on the
child's needs and development level, with rewards for good
behaviour, while ensuring that bad behaviour brings the
child no pleasure.
u Important to remember, when modifying the child's
behaviour you must respond to it consistently in one
manner each time it occurs and that all other adults and
caregivers respond in the same manner.
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BED WETTING

WITHDRAWAL and AGGRESSIVE BEHAVIOUR

When a 5-6 year old wets his/her bed at least twice in a
month for six months, it means that the child has Enuresis
and in older children, even bed wetting once in a month
should be noticed for treatment. Often, it may happen,
because the child goes to bed without going to the toilet, but
other factors have also been found to be related to Enuresis
like: hereditary factors, immaturity of the urinary system,
small bladder and poor training.

Withdrawal Behaviour: Children vary in the extent of
outgoing behaviour they show. Some by temperament are
shy, others are aggressive and some cultures keep the
female child subdued, which makes girls less outspoken than
boys. But if the child appears lonely, does not socialize at all,
stays aloof, it must be taken note of and dealt with, because
helping such children to overcome their fears and anxieties
will go a long way in making their lives happier.

Bed wetting can also happen due to stress, anxiety and fear.

Aggressive Behaviour: This is the opposite of withdrawn
behaviour and the child is aggressive and quarrelsome.
He/she will bully other children, fight with them and provoke
them, as well as adults. Some amount of aggression is there
in all children, but they learn to control it. But there are others
who have difficulty in controlling it, or who want to harm
others through verbal or physical action. Other children avoid
them and adults find it difficult to discipline them. But it must
be remembered, that the child is not responsible for being
aggressive and that an aggressive child is an unhappy child,
who is seeking attention through his/her behaviour and
needs to be understood and helped to realize that there are
other ways of communicating his/her needs.

Role of Caregiver
u It is important to deal with the problem with alertness and
sensitivity, because the child is not doing it deliberately.
u See if the problem can be dealt with medically. There are
drugs that help to relax the muscles around the bladder,
which increases the capacity of the bladder.
u If a happy child has the problem, take him/her to the toilet
regularly and reward him/her on the day there is no wetting
episode.
u If it is an anxious child, give time and affection and pay
greater attention to the training aspect.
u Be attentive and aware of the emotional expressions of the
child. He/she may be under stress and fear. Be sensitive
and talk to the child.
u Do not shame the child. You will only increase his/her
anxiety. Instead be patient.
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Histories of aggressive children show that their family
conditions and backgrounds often contribute to this
behaviour and it is believed that the child learns aggression
at home and then outside. Moreover, children learn to be
aggressive early in life. To begin with it is to get attention and
later to get what it wants.
Role of Caregiver
u Talk to the other caregivers and children close to the child,
to understand the child's behaviour.
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Role of Caregiver

FEARS AND PHOBIAS

u Use concrete rewards to reinforce non-aggressive
behaviour.
u Spend time with the child and help him/her communicate
and express his/her feelings.
u Refrain from shaming the child in front of others, or
punishing it.

STEALING

It is not necessarily a poor child, that will steal. A lot depends
on the child's early experiences and upto the age of 8, an act
of stealing by a child should be treated with understanding,
because of its limited ability to understand the true meaning
of what it has done. Children who steal may be insecure and
it is therefore necessary to make them feel secure through
affection and positive experiences.

Fears in childhood of the dark, strangers, unfamiliar places
and animals and loud noises are not uncommon in children
and most outgrow them over time. But a phobia or extreme
reaction can make the child cry, cling to adults and even
become hysterical.
Role of Caregiver
u Move the child away from whatever is causing the
irrational fear. Saying, there is nothing to fear, or forcing
the child to go closer to the object or person, will only make
it worse.
u Later, talk to the child about the fear, explore what it feels
about it and gradually help the child to understand the fear
and get over it.
u Do not ridicule or shame the child's emotions/fear or get
upset and angry over the child.

SCHOOL PHOBIAS

Role of Caregiver
u Remain calm and observant and talk to the child in private.
u Do not shame her/him in public.
u If he/she is unable to control the habit, help the child
systematically. Every morning tag her/his belongings and
when the child leaves, the things can be checked and
he/she must be made aware of the things which were
picked up and that they don't belong to him/her.
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School can be a exciting experience for a child who 'fits in'
academically and socially, but it can be sheer misery for
children who do not. A problem known as school phobia is
seen early in the school years. It is an extreme form of
normal school anxiety school-phobic boys and girls often
panic and even show physical reactions, like vomiting when it
is time to go to school. The phobia could be due to:
l Fear of separation from the parents/caregiver.
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l Anxiety stemming from learning disability which often leads
to ridicule by peers and punishments from teachers,
l Possibility of abuse
Role of Caregiver
u Do not scold the child or punish him/her. Explain to him/her
the significance of education and that you are always there
to support him/her.
u Be sensitive and patient with the child.
u Talk to the child and ask her/him why the fear.
u Speak to the other children, teachers to assess the
situation.
u In case of learning disability seek professional help and
find out how you can play an active role in helping the child
overcome this fear.
u In case of abuse first counsel the child and then take other
necessary steps.

STRESS

decreasing a child's stress is to be knowledgeable and aware
of the symptoms of stress. These symptoms or warning
signs include bed-wetting, upset stomach, irritability,
nightmares, lying, withdrawal from activity, change in activity
level, poor sleep or eating habits, teeth grinding, or decline in
school achievement.
Recognizing children's stress symptoms is not easy. It is very
important to recognize that it is normal for children to exhibit
some of these signs at some times in their lives. Adults need
to be alert when a child is showing a cluster of these signs or
symptoms simultaneously or when no apparent cause can
explain why the child may be stressed. In either of these
cases, it is a sign that intervention is required. If the stress
becomes too overwhelming for the child, then the child will
experience anxiety. If the body remains in a state of anxiety,
then physical, social, and emotional damage and
deterioration can occur.
Role of Caregiver
u Help children in learning to manage and function with the
stress they feel. Assist children to acknowledge their
feelings. Let children know that it is all right to feel angry,
alone, scared, or lonely.
u Teach children names or words for their feelings and
appropriate ways to express them.

Stress is the body's reaction to a physical or emotional
situation that causes imbalance in a person's life. Occasional
stress is normal and predictable in our daily lives. Constant
stress can cause us many problems and, unless handled,
can add to the stress of another situation.

u Show more interest in the child's experience than in the
behavior that results. There are times when a child just
needs a hug for reassurance.

Children react in different ways to stress. A first step in

u In the case of older children, help them learn to problem
solve for themselves and come up with management
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strategies. This builds their independence and mastery of
coming up with options, finding solutions, or finding other
ways to comfort themselves. For example, if a child
repeatedly bullies other children, lies, withdraws, gives up,
hurts or blames other children, the caregiver can ask the
child what other ways there are to handle the situation that
caused the reaction in the child.

finger plays, listening to the rain fall, drawing or coloring.
These "stress breakers" can help the child decrease the
level of stress that he or she is feeling. Children can also
learn to harness the positive energy of stress and use it to
their advantage.

u Promote a positive environment - Praise children for the
acceptable things that they do. The experience of stress
and tension can serve to defeat an individual's concept and
confidence. Help children see and understand the positive
things about themselves and that they are worthwhile
persons.
u Listen without judging the child or the situation; that is, if
the child chooses to tell you about the situation that
produced the stress help the child feel comfortable in
expressing feelings.
u Assist the child in clarifying his or her feelings. You may
need to correct any misconceptions that the children may
have about themselves or their feelings.
u Set a good example - Children learn lessons from us,
whether these lessons are positive or negative. Keep in
mind that children are imitators and may cope with stress
in the same ways they see adults handle their stress. In
some cases, it is appropriate to explain, especially to older
children, why something is being done. This explanation
can often ease the child's reaction.
u If a child is experiencing stress, there are other ways to
assist the child to gain control. The aim is to help the child
to relax. Some ways are: deep breathing exercises,
listening to soothing music, reciting nursery rhymes and
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Annexure IX

l Helps children make informed decisions.
l Provides an opportunity to correct misinformation .

Counselling
u What is Counselling?
l Counselling is a learning-oriented process, which occurs
usually in an interactive relationship, with the aim of
helping a person learn more about the self, and to use
such understanding to enable the person to become an
effective member of society.
l Counselling is a process by means of which the helper
expresses care and concern towards the person with a
problem, and facilitates that person's personal growth and
brings about change through self-knowledge.
l Counselling is a relationship between a concerned person
and a person with a need. This relationship is usually
person-to-person, although sometimes it may involve more
than two people. It is designed to help people to
understand and clarify their views, and learn how to reach
their self-determined goals through meaningful, wellinformed choices, and through the resolution of emotional
or interpersonal problems.
u When is Counselling Recommended?
l When someone asks for information or says they are
worried or concerned.
l When the caregiver/counsellor spots a problem
l During disease progressions and treatments
136

u How does it help children?
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l Helps children plan for their futures.
l Helps children cope with challenging situations, stress and
behavioural and adjustment problems.
l Provides continuous support for those in need, as HIV
infection is chronic and, at times, fatal.
u Dos and Don'ts of Counselling
i) Where should counselling be done?
Counselling can be done in a space which is:
l Private.
l Quiet, without interruptions.
l Safe and secure.
l Well-lit and well-ventilated.
l Convenient to both child and counsellor.
ii) Listening :
Active listening establishes a strong and healthy relationship
between counsellor and counselee and creates an open and
supportive channel of communication.
It involves:
l Showing interest.
l Being supportive.
l Listening fully (especially for problems).
l Encouraging further discussion.
Module 3 – Child Care
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l Allowing the child to speak .
l Establishing eye contact (but not staring).
l Asking questions, if necessary.
l Devoting all your attention to the child.
l Engaging with the child.
It Does Not Involve :
l Arguing.
l Interrupting.
l Lecturing the child.
l Unnecessarily probing the child for more information.
l Dismissing the child or his/her issues.
l Judging the child or his/her issues.
l Jumping to conclusions.
l Multitasking while with the child.

iii) Ways to check Understanding
l Verbally summarize what was just said, asking if the
summary is correct (paraphrase).
l Repeat important points that you feel the child has made
and that you make, throughout discussion and at the end.
l Clarify any vague or unclear areas .
l Respond to child's feelings summarize and ask, inquire for
more details in context.
l Restate the discussion in your own words to check
understanding and interpretation.
l Helps counselor identify key points in discussion.
Helpful phrases:

ü “So if I heard/understand correctly, this is what you
said/feel”
ü “Perhaps another way to say this may be…”
ü “So what you have said is…”
iv) Asking Questions

iii) Checking Understanding
l It ensures full and correct information has been transmitted.
l Avoids misinformation or misunderstanding.
l Promotes active listening.
l Builds trust between child and counselor.
l Allows child to think over what has been said.
l Helps counselor identify key points in discussion.
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l Helps child reconsider his/her situation and helps counselor
gather important information.
l Gives child time to reassess the situation.
l Encourages child to re-evaluate his or her opinion on the
situation.
l Helps counselor check his/her understanding and pressing
needs of the child.
l Helps counselor focus the child and direct session.
Helpful questions to ask:

ü “Why do you feel this way?”
ü “How do you usually react in this circumstance?”
ü “What happened?”
Module 3 – Child Care
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Three Stages of Counselling

i) Categorize and identify the problem(s), through the
child's perspective

ü Have the child restate the problem, by identifying its

Problem
Identification
And
Client Self
Exploration

Self
Awareness And
Enhancing
Decision Making
Skills

causes and effects.
ü Have the child order the problems at hand, based on
severity and need to address.
ü During this time, the counsellor should internally be able to
separate real vs. “imagined” or exaggerated problems,
and direct the discussion to the real problem.
ii) Collaboratively discuss and present potential solution
to problems

ü The counsellor should discuss and consider options with
the children-what is the next step?
ü Introduce and brainstorm solutions to the problems.
ü Discuss the advantages and disadvantages for each plan.
ü Have counsellor advise the child on appropriate action.
iii) Formulate a plan of action to address the problem

Resolving
Issues
And
Behaviour
Modification
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ü Decide on an appropriate solution, considering costs and
benefits.
ü Map out a plan of action, in steps, and discuss each step
extensively.
ü Consider implementation methods and everyday actions
ü The counsellor should advise the child on appropriate
behavior and give lifestyle tips.
ü The counsellor should use active examples and
demonstrations (for instance, if advising about sexual
behavior, exemplify proper condom use).
ü Consider scheduling future appointments to discuss results
and future plans of action.
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Annexure X

b) Determine alternative solutions.
c) Analyze the influence of their own values and the values
of those around them.

Building Life-skills
ii) Interpersonal/Communication skills that include :

u What are life-skills?
Life-skills are abilities that promote mental well being and the
competence in young people, to face the realities of life, by
taking positive action to protect themselves and promote
health and positive social relationships. WHO has defined
life-skills as, “The abilities for adaptive and positive behaviour,
that enable individuals to deal effectively with the demands
and challenges of everyday life”.
u WHO lists some core life-skills
strategies and techniques :
1) Problem solving
2) Critical thinking
3) Effective communication skills
4) Decision making
5) Creative thinking
6) Interpersonal relationship skills
7) Self-awareness building skills
8) Self-management skills

a) Verbal and non-verbal communication, active listening
that enable to express feelings and give feedback.
b) Negotiation/refusal skills and assertiveness skills that
directly affect one's ability to manage conflict.
c) Empathy, which is the ability to listen and understand
others' needs.
d) Adaptive skills like teamwork and the ability to cooperate,
including expressing respect for those around us.
Iii) Self-management skills that:
a) Increase the internal control, so that the individual
believes that they can make a difference in the world and
affect change.
b) Develop self-esteem, self-awareness, self-evaluation
skills and the ability to set goals.

u WHO categorizes these life-skills into three components:
i) Critical thinking skills/decision making skills, problem
solving skills and information gathering skills, that will
enable the individual to :

c) Help to cope with anger, grief, anxiety, loss or trauma,
stress.
d) Enable time management, positive thinking and initiate
relaxation techniques.

a) Evaluate the future consequences of their present
actions, as also the actions of others.
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How Different Lifeskills Modules Help
Career Planning focuses on the skills necessary to plan for a
career. It includes the skill areas of work goals, employment,
and work place communication.
Communication focuses on skill areas necessary to get
along with others. It includes the skill areas of personal
development, interpersonal communication, and
relationships.
Daily Living includes skill areas used on a daily basis like
nutrition, menu planning, grocery shopping, meal
preparation, dining decorum, kitchen cleanup & food
storage, home management, home safety, beliefs about
money, savings, banking & credit, budgeting/spending plan,
consuming, leisure time, and legal issues.

Home Life skills concerns basic issues of being successful
where a person lives.

Housing and Money Management addresses skill areas
needed for a positive transition into the community. This
includes housing, transportation, community resources,
beliefs about money, savings, income tax, banking & credit,
budgeting/spending plan, consumer skills, and work goals.
Self Care includes skill areas that promote healthy physical
and emotional development. This includes personal hygiene,
health, alcohol, drugs & tobacco, sexuality, and
relationships.
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Social Relationships focuses on skill areas necessary to
relate to others both now and in the future. This includes
personal development, cultural awareness, and
relationships.
Work & Study Skills addresses skill areas needed for
completion of educational programs and to pursue careers
of interest. This includes work goals, employment, decisionmaking, and study skills.
Work Life concerns those areas pertaining to acquiring,
maintaining, growing in and changing jobs or careers.
Source: CaseyLifeSkills.org

u Role of Lifeskills Interventions
Programmes that develop life-skills, have been found to
lessen violent behaviour; increase pro-social behaviour and
decrease negative, self-destructive behaviour. They have
also increased the ability to plan ahead and choose effective
solutions to problems; improve self-image, self-awareness,
social and emotional adjustment; increase acquisition of
knowledge; improve classroom behaviour and give young
people the self confidence and self control needed to cope
with interpersonal problems.
Studies have also shown that sex education, based on
lifeskills – such as negotiating skills, knowledge about
sexuality, the body etc. – were more effective in bringing
about changes in adolescent contraceptive use; delays in
sexual debut; delays in the onset of alcohol and drug use and
indeveloping attitudes and the behaviour necessary for
preventing the spread of HIV/AIDS.
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About AIF
Founded in 2001 at the behest of President Bill Clinton in the
wake of the Gujarat earthquake, AIF is a leading India focused
development organization based in the United States dedicated
to catalyzing economic and social change for marginalized people.
Designed as a collective vehicle for philanthropy for diaspora
giving to India, AIF has deployed $75 million (375 crore) that
have impacted the lives of more than 1.5 million (75 lakh) of
India's underserved individuals through programs in education,
livelihoods, public health, and disaster relief and rehabilitation.
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Foreward
The spread of HIV/AIDs in India has long been a concern for AIF. Since our
inception in 2001, AIF has been actively involved in HIV/AIDS related
programming by creating awareness, providing healthcare, and trying to curb the
spread of the disease in various States of India. Closest to our hearts was the
work we did with children infected and affected by this epidemic.
After several years of working in the space, and as bilateral organizations such
as USAID took over large scale HIV/AIDS interventions around the country, AIF
realized that it's greatest impact could be made in the areas of working with
orphaned and vulnerable children. Often the most neglected group in HIV/AIDS
programming, we thought developing child-specific interventions that focused not
only on the disease but also on the development of the child holistically would be
the right approach. Care homes are often created through the compassion of
community members who want to make a difference. Their passion and
commitment is heartwarming, however they often lack the technical
understanding and capacity to deal with issues related to HIV/AIDs and overall
child development. At the same time, as new drugs and better nutrition have
improved the quality of life for children, there is also a growing need to develop
practices that address adolescent concerns.
In 2010, AIF funded the Naz Foundation (India) Trust to develop a training
program for caregivers of children affected by HIV/AIDS. Emerging from the
experiences of thirty organizations working in this field, we are excited to present
this four-part manual, "Positive Caregiving for Children Living with HIV". The
manual goes over recommended best practices for childcare, disease
management, counseling, disclosure/legal issues and sex and sexuality for
youth.
AIF and its partner, the Naz Foundation (India) Trust, would like to thank various
NGOs for their inputs and insights into the development of these modules. We
look forward to a deep and engaged learning experience for the many caregivers
who have committed their lives to caring, loving and providing for children
affected by HIV/AIDS.
Dr. Sanjay Sinho
CEO, AIF

Preface
HIV has aggravated the problem of abandoned children with increasing numbers
of orphaned and vulnerable children (OVC) and decreasing numbers of
caregivers. Governments and NGOs are struggling to provide care for
abandoned children whenrelatives are not willing to accept them. The challenge
now is to address this issue while keeping the focus on supporting communities
to care better for OVC.
Many of the care homes are unable to provide quality care. While some are still
running in a charity mode, others are unaware of a right based approach.
Therefore,there is an urgent need to train caregivers in the care and
management of childrenliving with HIV/AIDS in institutional settings so that they
receive proper care.
We felt the need to develop a training manual based on needs emerging from the
experiences of different organizations and Naz India's experience of running a
care home for orphaned children living with HIV. The Naz Foundation (India)
Trust and American India Foundation (AIF) came together to develop this
manual. We hope this would help us in transforming an institution into a home
where children exercise their fundamental right to a loving, fun-filled childhood
with access to health, education and a safe, stigma-free environment.
The module is divided into four parts with information on HIV/AIDS, sex and
sexuality, Child care and child-specific special issues. Caregivers will be able to
use it as a guide for the care and management of children living with HIV/ AIDS.
We are grateful to donors for their big-hearted support through AIF to make this
project possible. We would like to place on record appreciation for Ms. Charu
Johri & Ms. Payal Rajpal of AIF for their oversight. We tender our sincere
gratitude to Ms.Chaitali Dasgupta for editing and Ms. Sangeeta Das for the
beautiful and effective illustrations.
The Naz team deserves a big appreciation for their efforts led by Ms. Anuradha
Mukherjee, the Programs Manager who worked zealously for making this
comprehensive manual. Special thanks to Mr. James Veliath who coordinated the
project with the enormous support from Ms. Madhulika Masih, Ms. Meeta Sen,
Ms.Geeta Kumari, Ms. Barnali Das, Ms. Kathrine Flaate and Ms. Jaya Tiwari
without whose help this manual would not have been a possibility.
We dedicate this manual to the committed caregivers of care homes all over our
country struggling to provide children a better life.
Anjali Gopalan
Executive Director, Naz Foundation (India) Trust
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MODULE 4
SPECIAL ISSUES
Message:
1) Besides the concern of the physical and medical
effects of HIV infection, stigma and discrimination poses
a major challenge in addressing the HIV/AIDS epidemic.
Caregivers need to be equipped with the skill to the
tackle the psychological impact it can have on children.
2) Children living with HIV too need to be prepared to
deal with issues of stigma and discrimination and
be made aware of their rights as citizens of an
independent and democratic nation.
3) The stigma and discrimination and the non-curable
nature of HIV creates fear in those affected by the
virus. Caregivers need to be made aware, sensitive
and skilled with the appropriate manner of dealing
with issues related with this fear, i.e., disclosure
of status, death of near and dear ones and
the fear of dying itself.
4) Care of caregivers and maintaining healthy standards
and services at care homes is also an essential part
of taking care of the needs of CLHA. Without this
a holistic approach to care is incomplete.

Session I: Special Issues of CLHA
~ Each participant is asked to select a picture.
Learning Activity I:
STIGMA AND DISCRIMINATION
Content:
„ Children Living with HIV/AIDS (CLHA)
and stigma and discrimination

~ Each participant has to explain what he/she sees in the
picture based on the questions given below. Write down
these points on the flipchart and give the participants
sometime to go over them.
~ All the participants will give their response.

Objective:
„ To enable the participants to understand the
concepts of stigma and discrimination,
in the context of HIV and AIDS.
„ To provide them with guidelines on how
they can help CLHA to deal with discrimination.
You will need:
Pictures of different people: a man, woman, a child,
a person with a physical disability,
a Muslim woman in a burkha, a village girl/woman,
a person with leprosy, a beggar,
cut out of a dark skinned person, an eunuch (hijra), etc.
Flip chart/whiteboard, markers.
Points of discussion :
Procedure:Group exercise :
u The intention of the exercise is to bring out the differences
and discriminations that people face due to age, sex, gender,
physical abilities/disabilities, colour, class, race, religion etc.

2
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1) Think about things in your lives, that you do every day and
think, if the person in the picture can do all those things?
2) How does society respond to that person? Why?
3) Do you perceive any difference in the person in the picture
and you? If yes, what?
Module 4 – Special Issues
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u The above exercise will give participants the chance to see
how discrimination and differences exist in our lives.
u Following this exercise the facilitator generates a
discussion in the group based on personal experiences that
the participants might want to share. The following questions
can be used to initiate response.
l Have any of you been prevented from doing
something you wanted to do?
l Have you experienced or heard of people's experiences
where they were excluded from groups?
Treated differently?
l Do you think that a person living with HIV would be treated
differently? Why?

Outcome:

NOTE: Strict instruction is to be given to the participants on the
rule of confidentiality while narrating someone else's story.

~ Caregivers will benefit by being equipped with the skills
to tackle the emotions of children when they are faced
with stigma and discrimination.

u Next the facilitator explains :

~ Caregivers will be able to help children to deal with and
raise their voice against any stigma and discrimination.

i) The concept of stigma and discrimination.
ii) Who are subjected to stigma and discrimination?
iii) Where are the places and what type of discrimination occurs
in these places?
u Participants can be asked to list out the places where stigma
and discrimination occur and the type of discrimination.
u The facilitator discusses the impact of stigma and
discrimination in the lives of children living with HIV and the
role of the caregiver in dealing with this. (See Annexure 1)

4
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Session I: Special Issues of CLHA
Learning Activity II:
DISCLOSURE
Content:
„ Disclosure of HIV status
Objective:
„ To understand the importance of disclosure.
„ To look at the process of disclosing the
status to a child and the challenges.
You will need:
Flip chart/ white board, markers.
Prepared presentation on aspects of disclosure
Procedure:u The facilitator initiates a discussion on disclosure of status to
children.
Points of discussion :
1) What is Disclosure?
2) Do you think we should tell a CLHA that he is infected with
HIV? Yes/No
Encourage the participants to explain their answers and
justify why they feel so. The responses could be recorded on
the flip chart.

u The facilitator can ask the participants to have a debate on
this, with some talking on the benefits and some on the
problems.
u Taking the cue from the points put forth by the participants the
facilitator discusses :
l The need to disclose the status to the child.
l The ways to do so.
l The common reactions to expect on disclosure.
(See Annexure 2)

Outcome:
~ Caregivers will be equipped with the skill of disclosing
HIV status to the children.
~ Awareness of one's status lifts the mystery and fear
that surrounds the unknown. Caregiver can use this
awareness to encourage children in taking active
part in their care and treatment.

3) What are the benefits and the problems of disclosing the
status to a child?
6
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Session I: Special Issues of CLHA
Learning Activity III:
RIGHTS OF CHILDREN
Content:
„ Rights of children living with HIV / AIDS (CLHA)
Objective:
„ To bring about awareness on rights of people
living with HIV and children living with HIV.
You will need:
Flip chart/ white board, markers.
Prepared presentation on rights of PLHA/CLHA.

u List out the rights of children and adolescents as laid out by
the Convention on Rights of the Child (CRC). These rights
take into account the needs for protection and the
opportunities that CLHA require for growth and development.
(See Annexure 3.c)

Procedure:u Brief Introduction : As a democratic country the Indian
Constitution provides all its citizens with rights which do not
discriminate anyone on the basis of class, caste, race,
religion, language, ethnicity, ability/ disability, age, sex,
gender etc. We have a right to these rights by birth and any
type of discrimination in allowing people to fully exercise their
rights is detrimental to the well-being of its citizens.
u Following this brief introduction the facilitator asks the
participants to put down the rights that they are aware of.
Write the responses on the flipchart/white board.

Outcome:
~ Awareness of rights will enable caregivers and
PLHA/CLHA to confidently and fearlessly take
action when any of their rights are violated.
~ Knowledge and awareness of their rights as
citizens will help children grow up as
self-assured individuals.

(See Annexure 3.a)

u Next list out the rights which help PLHA to fight against the
stigma and discrimination that they face in their daily lives.
(See Annexure 3.b)
8
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Session I: Special Issues of CLHA
Be no conversation among them.
Learning Activity IV:
HIV/AIDS, DEATH AND DYING
Content:
„ Dealing with death, dying and loss
Objective:
„ To sensitise caregivers to the experience
of personal loss, death and dying.
„ To enable caregivers to give support and help
children, their families and friends to cope
with the fear of dying and death.

~ Give them time to ponder over it and guide them to :
l Imagine the loss and rethink the situation, they had been
through at the time.
l Remember the situation, the day when it happened, the
place, others who were around and the feelings and
emotions that went through them.
l Remember what went through their mind, when they first
heard of this loss.

You will need:
Flip chart/ white board, markers.

l Remember what helped them most in this situation and
what the least?

Procedure:-

~ Then ask them to write to the person they had thought of.
Give them sufficient time to do this.

Group exercise I : The Experience of Loss
u The intention of this activity is to allow caregivers to
experience the emotions and feelings that come with losing
someone. It will help in sensitizing caregivers to the emotions
of loss that HIV/AIDS patients often go through.
~ The facilitator asks the participants to recall a significant
loss in their life loss of a close person, through death,
through the breaking up of a friendship, through divorce or
separation, or moving away, etc.
~ Ask the participants to sit comfortably and close their eyes,
so that they are not distracted. They should be told that no
questions will be asked during this period and there should
10

~ Ask them to listen carefully as you guide them through the
process and to focus on the feelings and thoughts they
experience.
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~ When everyone has completed this task, ask them to form
groups and discuss the feeling with each other. You can
give them the points mentioned below for reference :
l What did it feel like to be asked to recall this loss?
l Have you been able to see this situation clearly in front of
you?
l Were you able to say things in the letter that you were not
able to do so at that time?
l How did it feel to write this letter?
~ The group could then sit together and share some of the
experiences.
Module 4 – Special Issues
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NOTE:
l If some participant finds a particular experience to be painful
ask him/her to think of some other experience.
l Some participants may not want to share their experiences as
they may be very intense. Allow them to pass.
Group exercise II : Dreams of Life
u This activity is intended to help the participants to understand
what it means to have a short time left in life and to think
about the value of one's own life, the impact of loss and the
differences of individual perceptions.
~ The participants are asked to sit in pairs and imagine they
have a terminal disease and the doctor tells them that they
have just a few more weeks to live.
~ Ask them to write down - What are the things you would like
to do?

u The facilitator can make a brief remark on the importance of
knowing why and how to deal with the emotions of death and
dying among CLHA. (See Annexure 4)
u The facilitator asks the participants to give their ideas of how
to deal with the emotions of death and dying in children. Put
the responses on the flipchart. Expand and clarify on their
responses. (See Annexure 4)
REMEMBER:
Death is an inevitable part of
life whether one is HIV
positive or not. Fear of death,
dying and loss is common to
all of us. However being able
to accept death as part of life
will enable us to live life more
fully and fearlessly.
Outcome:

~ Ask them to share it with their partner.
~ The participants then come together in the larger group and
share their ideas.
NOTE: To steer them through the discussion, the following
questions could be put to them:
l Was it difficult to them to imagine such a scenario?

~ Sensitising caregivers on death, dying and loss will
help them understand the emotions of children.
~ Awareness of how to cope with issues of death and
dying will help caregivers impart spiritual guidance to
children as they grow up as well as give emotional
support and love in cases where death is imminent.

l What made them imagine these wishes?
l What did they think of when hearing the 'last-stage wishes' of
other participants?
12
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Session II: Caregivers and Care Home
Learning Activity I:
CARE OF CAREGIVERS AND CARE HOME

u Ask participants to come up with ways of dealing and
reducing these stress levels. Put down their responses.
Expand and clarify. (See Annexure 5.a)

Content:
„ Care of caregivers
„ Care of care home
Objective:
„ To familiarize participants on the various
opportunistic infections, that people living with
HIV and AIDS are susceptible to.
„ To inform and provide caregivers with the knowledge
of how to prevent /minimize occurrence of OIs.
You will need:
Flip chart, white board, markers
Prepared presentation of opportunistic infections,
signs and symptoms and treatment
A medical practitioner specializing in HIV (Optional)
Procedure:Care of caregivers

Care of care home
u The facilitator states:
For a holistic approach to care of CLHA it is important that the
space in which they are living have healthy standards and
services.
u List out the guidelines that need to followed by a carehome
housing CLHA. (See Annexure 5.b)
Outcome:

u The facilitator can begin by stating:
Caring for people living with HIV/AIDS, especially children,
can be difficult and demanding, resulting in burn out brought
on by emotional and physical exhaustion, including heavy
workload, unreasonable demands, intensity of expectations,
illness and death of children.

~ Awareness of both care of caregivers and of the care
home will help give the children residing there a
healthy, happy and loving space to live and grow in.

u Following this ask participants to share the stress that they
encounter in their job.
14
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MODULE 4
SPECIAL ISSUES
RESOURCE MATERIALS FOR
FACILITATORS AND PARTICIPANTS
Annexure I

: Stigma and discrimination and
its impact on HIV epidemic

Annexure II : Disclosure
Annexure III : Rights of PLHA and CLHA
Annexure IV : Death and Dying
Annexure Va : Care of Caregivers
Annexure Vb : Care of Care homes

Annexure I
FOR SESSION I

Stigma and discrimination and its impact on
HIV epidemic

l Withdrawal of care giving at home.
l Loss of hope and feelings of worthlessness.
l Internalising the stigma by perpetuating the wall of silence
and shame surrounding the epidemic.
l Hostility towards children orphaned by AIDS. They
encounter hostility from their extended families and
community, and may be rejected, denied access to
schooling and health care, and left to fend for themselves.

u HIV-related stigma and discrimination refers to negative

SILENCE

attitudes, intolerance, abuse and maltreatment directed at
people living with HIV and AIDS. They can result in:
l Being shunned by family, peers and the wider community.
l Poor treatment in healthcare and education settings.
l Violation of rights.
l Psychological damage.
l Negative affects on the success of HIV testing and
treatment.

DISCRIMINATION

u HIV-related stigma has had a profound effect on the

epidemic's course. The World Health Organisation cites fear
of stigma and discrimination as the main reason why people
are reluctant to be tested, to discuss or practice safe sex,
disclose their HIV status or to take antiretroviral drugs. One
study found that participants who reported high levels of
stigma were four times more likely to report poor access to
care. An unwillingness to take an HIV test means that more
people are diagnosed late, when the virus has already
progressed to AIDS, making treatment less effective and
causing early death. In case of infection unsafe sex leads to
further spread of the infection.
u The consequences of HIV-related stigma are :

l Loss of income/livelihood.
l Loss of marriage and childbearing options.
l Poor care within the health sector.
18
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STIGMA

HIV

AIDS

IGNORANCE

FEAR

u HIV stigma and discrimination exist worldwide.

Reasons being:
l Lack of knowledge leading to fear of getting infected
through casual contact.
l Negative, value-based assumptions about people and
behaviours associated with the infection, such as,
homosexuality and gay men, prostitution and sex workers,
especially women, drug addiction and drug addicts.
Women with HIV or AIDS, especially, may be treated very
differently from men in some societies where they are
economically, culturally and socially disadvantaged.
Module 4 – Special Issues
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They are sometimes mistakenly perceived to be the main
transmitters of sexually transmitted diseases (STDs). Men
are more likely than women to be 'excused' for the
behaviour that resulted in their infection.

b) Workplace : People living with HIV may suffer stigma from
their co-workers and employers, such as social isolation
and ridicule, or experience discriminatory practices, such as
termination or refusal of employment in the work place.

l Religious or moral beliefs that lead some people to believe
that being infected with HIV is the result of moral fault (such
as promiscuity or 'deviant sex') that deserves to be
punished.

Fear of an employer's reaction can cause a person living
with HIV anxiety and fear and hence poor performance.

Places where discrimination normally occurs

c) Community : Stigma and discrimination towards people
living with HIV is found in communities across the world. A
community's reaction to somebody living with HIV can have
a huge effect on that person's life.
If the reaction is hostile, a person may be discriminated
against and may be forced to leave their home, or change
their daily activities such as mingling and socialising or
schooling.

Workplace Setting

Healthcare settings

Community

Family Setting

Women, children and non- heterosexual family members are
more likely to be mistreated. They face isolation,
abandonment, abuse, ill- treatment.
Government policy

a) Healthcare settings : In healthcare settings people with
HIV can experience stigma and discrimination such as being
refused medicines or access to facilities, receiving HIV
testing without consent, and a lack of confidentiality, refusal
of employment. Such responses are often fuelled by
ignorance of HIV transmission routes among doctors,
midwives, nurses and hospital staff.
20

d) Family : Families are the primary caregivers when
somebody falls ill. Families play an important role in
providing support and care for people living with HIV and
AIDS. But unfortunately many of the HIV positive members
of the family find themselves stigmatised and discriminated
against within the home.

Positive Caregiving for Children Living with HIV

e) Government policy level : Discriminatory practices can
alienate and exclude people living with HIV, reinforcing the
stigma surrounding HIV and AIDS.
The government should have pro-PLHA laws, rules and
policies regarding HIV which can have significant effects on
the lives of people living with the virus. It could be on
employment policies, for availing government schemes and
facilities, admission for education etc.

Module 4 – Special Issues
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Impact on children living with HIV
u Children experience stigma and discrimination in different

places. These include at home, in their local community, in
schools and at health care facilities. This may result in
children being denied access to health care and education.
u Stigma and discrimination affects children very badly.
l They often get subjected to verbal and physical abuse.
l They often have reduced self-esteem and confidence.
l They develop fear of disclosing information, including
results of HIV tests, which means that they do not get the
treatment they need.
l Social isolation causes withdrawal, depression and other
psychosocial problems in children.

u Instances where caregivers play a vital role :
Young children feel stigmatised, lonely and isolated, when
they are not allowed to play with other children. They cannot
understand why no one wants to play with them, touch or
cuddle them. Children need to be given some explanation
and while it would be harsh to talk about a serious illness like
HIV, it could be explained to them, that :
“You have an illness others are afraid of getting.”
Or
“They know you are not well and don't want to tire you, by
making you play and that there are so many others you can play
with here, so there is no need to feel lonely.”
This would give them a sense of dignity and not give the
feeling that they are untouchables.

l Running away from the place where they are experiencing
stigma and discrimination lead to these children ending up
living on the street.
u Role of caregiver in helping children deal with stigma
and discrimination
Children infected and affected by HIV continue to be
marginalised and discriminated against. Since there is little
public debate on issues of stigma and discrimination, it is
important that caregivers be given the skills that will enable
them to be agents of change and equip them to help children,
who have to confront issues of stigma and discrimination in
school, hospital settings and in day-to-day interactions.

22
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u Older children may brood over their situation. They can be

helped by distracting/diverting them from thoughts that make
them feel depressed and by teaching them to talk directly to
those who are stigmatising or discriminating against them.
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If this is not possible, help them to cope, because, while one
side of the problem has to do with emotional coping, the other
is of confronting the problem. They could, for example, be
encouraged to do something in the community that would
bring them kudos and respect rather than stigma.

or child. This will help them to see the situation from the
other side and realise that others reactions are not
completely misplaced and therefore they should not
internalise them.
l Build their confidence and self esteem, through rewards and
praise for anything they do well. Giving appropriate praise
and support is an ongoing process.
l If they are positive themselves, they could recount their own
experiences to the child.
Caregivers should be trained to do this because they are
with them the whole day.

u Skills that need to be developed in caregivers include :

l Accepting the child unconditionally, as they are. This would
require the caregiver to introspect and see if they have their
own stigmatic views on the issue.
l Empathy is critical. They must not negate, minimise or
trivialise the stigma experienced by the child. The caregiver
needs to validate their feeling and empathise with them
saying, “Yes, such things happen and I know that it makes
you feel bad/hurt”.
l Don't resort to lecturing, moralising or minimising the issue
with the intention of trying to get them out of the stigma,
because it does not happen.
l Enable them to see things in perspective. Say, “If you were
not an HIV child how would you look at a child with HIV?” If
they are hurt and angry it will help them to understand that
society sees HIV as threatening their safety, resulting in
isolating and discriminating against the HIV positive person
24
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Annexure II
Disclosure
What is disclosure?
u The process of informing a person infected with HIV their
positive status is called disclosure.
u Why should we disclose the HIV status to a child?

l It is found that children, who know their HIV status, have
higher self-esteem, than infected children, who are unaware
of their status. When children get to know their status, it
becomes easier for caregivers to get the child to adhere to
treatment and follow diet regimens, required for ART.
l It also creates less anxiety for parents/caregivers, when
children frequently ask about why they fall ill repeatedly, or
why they are on medications, or why they are living in an
institution.
l It is also best if the child gets to know his/her status from
someone he/she trusts and knows cares for him/ her.
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u Who and how to disclose?

l Disclosure should not only take into consideration the
child's age, maturity and the complexity of family dynamics,
but the clinical context as well.
l It is an ongoing process. Very often children do not
understand the meaning or the complexity of the illness and
it is advisable that caregivers repeat sessions and reexplain to them.
l Disclosure can be done by a doctor, a nurse, counsellor or a
caregiver, who is sensitive and has a close rapport with the
child.
l Disclosure is best done in a one-to-one session.
l The child can be explained about HIV, in simple terms,
focusing on the immune system and how its capacity to
fight illnesses is reduced.
l The need to look after oneself, eat nutritious food and build
immunity needs to be stressed.
l Discussion about death and dying are best avoided at this
stage, unless a child asks questions about this. The
caregiver can honestly say that with quality care and
improved treatment options, the longevity of life span for
people living with the infection has increased and they can
do all the things which any other child of their age can do.
l The issue of sharing their status with others must be
brought up. Children must be explained that there is no
need for them to share their status with other children or
with their friends, their school, etc. We can highlight, that
this information may not be understood by others, since
most people lack awareness about HIV and many have
misconceptions.
l In case a child decides to go ahead and disclose his/her
status to someone, it should be his/her decision to disclose.
The caregiver can guide the child through the process,
discuss the possible consequences and provide support to
the child.
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4) Fear : A few children experience fear. This could be about
their health, ability to attend school regularly, future, career
prospects etc. Each of these concerns must be addressed
and discussed. If the fear persists and if the child is
restless, unable to sleep or has loss of appetite, the child
should be reviewed by the doctor.
Formation of support groups

u What reactions to expect when you disclose?
The disclosure of status is never an easy task and can create
discomfort in the person disclosing the status. Each child will
receive this communication in a unique manner. However,
some of the common reactions could be :
1) Denial/Disbelief : Very young children often do not
understand the meaning of HIV and thus the implications of
the illness. They do not think there is anything wrong with
them.
2) Confusion : The information on HIV can create some
confusion in the child, since he/she may not understand
what is actually wrong with them. Thus there is a need for
patience and ongoing interactions and clarifications of
doubts and responding to any new questions the child may
have.

u Formation of children's support group is crucial to help them
know more about HIV and AIDS and for them to discuss
issues with each other. As a peer group, they can help each
other overcome the fears and effects of disclosure. Support
groups can be used as effective platform to involve children in
therapy and to conduct lifeskills education. The support group
can also be utilised to conduct group counselling on issues of
living with the infection.

3) Sadness : Children may also experience sadness, when
they get to know their status. If they have seen their
parents /siblings sick or die and now are able to
understand the reasons, they feel sad and helpless. It is
important to reassure and support the child and provide
him the space and time to accept the status.
28
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Annexure III
Rights of PLHA and CLHA
u Though India does not have specific legislation on HIV/AIDS,

all the rights that apply to its citizens under the Indian
Constitution also apply to PLHA. Despite this, there are
innumerable instances of stigma and discrimination being
faced by people living with HIV/AIDS. Given below are some
of the basic rights of an Indian citizen that are relevant in the
context of HIV/AIDS.
Rights of PLHA

3) Right against discrimination : This right ensures equality to
everyone, irrespective of sex, religion, caste, descent, place
of birth or HIV status.
4) Right to health : This is a fundamental right, therefore
people with HIV/ AIDS, seeking treatment or admission to a
hospital or medical care cannot be rejected. If they are denied
treatment, they have the right to legal recourse.
5) Right to employment : This right ensures that there can be
no discrimination in terms of employment on the basis of a
person's HIV status and that a person with HIV, who is fit to
continue working, cannot be terminated from service.
6) Right to marry : A PLHA can marry anyone, whether infected
or not. But it is mandated that the person who is HIV positive
should disclose his/her status to the spouse, before marriage.

Rights of CLHA

1) Right to informed consent : Consent means agreeing to
something that is verbal or written for a particular purpose. It
needs to be free and informed. Since the implications of HIV
are different from most other illnesses, testing for HIV
requires specific and informed consent from the person being
tested. If such consent is not sought, the person's right has
been violated and they have the right to seek remedy in court.
2) Right to confidentiality : Confidentiality entails keeping
specific information to oneself. A doctor's duty is towards the
patient and to maintain confidentiality imparted by the person.
If the patient's confidentiality has been broken, or is likely to
be broken, they have the right to go to court.
30
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u India is a signatory of the Convention on the Rights of the

Child (CRC) that lists the rights of children and adolescents,
needed for their protection, growth and development. In the
context of HIV/AIDS, CRC has spelled out principles for
reducing children's vulnerability to infection and for protecting
them from discrimination, because of their real or perceived
HIV/AIDS status. Governments are required to use this
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human rights framework to ensure that children's interests,
with regard to HIV/AIDS are addressed and promoted.
These include:
l Guaranteeing children's right to life, survival and
development.
l Respecting the civil rights and freedom of children and
ensuring that policies that may separate children from their
parents or families be removed.
l Children should have access to HIV/AIDS prevention
education, information and to means of prevention.
Measures should be taken to remove social, cultural,
political or religious barriers that block children's access to
them.
l Children's right to confidentiality and privacy in regard to
their HIV status should be recognised. This includes testing
with consent.
l All children should receive adequate treatment and care for
HIV/AIDS, including those for whom this may require
additional costs, because of their circumstances, such as
orphans.

Annexure IV
Death and Dying
Issues of death and dying are fundamental and intense concern
in the lives of young children and it is particularly so, in children
living with HIV. Since the source of infection is often the parents,
many of them would have undergone the trauma of watching a
parent, one or more siblings fall sick and die.
Therefore, one of the main issues a person living with HIV has
to deal with is that of death and grief, of uncertainty and fear of
something you know nothing about, a sense of loss of things
you may not get to do.
u When to start care of the dying?
a) When medical treatment is no longer effective.

l States should include HIV/AIDS, as a disability if disability
laws will strengthen the protection of CLHA against
discrimination.
l Children should have access to social benefits, including
social security and insurance.
l Children should enjoy adequate standards of living.
l Children should suffer no discrimination in leisure,
recreational, sport and cultural activities, because of their
HIV status.
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u What must be done?
l The main goal should be to keep the person comfortable
and protected from things that make them feel worse.
l When death is near, support of caregiver and community
can be of great help.
l Talk to the child and answer questions about the illness and
about death, if s/he so desires. If the child is below five
years, it may be difficult to explain that they are dying.
But if they have lost a parent, they may already be familiar
with death.
l Help the child to feel loved and not alone. Ensure that
people are around to play with the child, if it is able to do so.
In very young children non-verbal communication, like
holding or touching is very important.

l Keep the person within the community and family as long as
possible. It will make the person feel part of all the events.
Help them to heal old wounds and make peace with each
other.

l Helping the person to maintain independence as long as
possible.

l Respect their wishes, like not wanting to meet visitors.

l Reduce any kind of pain with massages and medicines.
Encourage relaxation techniques like deep breathing.

l The body should be cremated or buried with full respect,
dignity and religious funeral rites
l Provide comfort to the family.

l If the pain is constant, make sure the right doses are given.
l Children, like adults, may be angry, afraid or anxious. Just
because they are silent, does not mean they have no
questions, or are not worried. Encourage them to talk.
Answer their questions honestly.
l Continually keep the person clean and ensure minimal skin
problems and joint pains.
l Call a spiritual leader for counselling, if it is an older child,
who so desires.
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Annexure V.a
FOR SESSION II

u What the caregiver can do?
l Know your limitations and pace your work. Don't try and do
more than you can.
l Be aware of your own mental and physical well being and
exercise, relax and eat well.

Care of Caregivers
Caring for people living with HIV/AIDS, especially children, can
be difficult and demanding, resulting in burn out brought on by
emotional and physical exhaustion, including heavy workload,
unreasonable demands, intensity of expectations, illness and
death of children.

l Take a break, when you need to.
Danger signs are :

u What institutions must do?
i) Have regular staff meetings to discuss and promote
communications.
ii) Regular case review meetings.
iii) Create clear job descriptions for staff.
iv) Periodic training for staff.
v) Encourage staff to take regular holidays and not work
beyond office hours.
vi) Social outings for staff.
vii) Encourage staff to access support from their supervisors.
viii) Review the roster of care workers, to ensure that some
workers are not overburdened.
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l You are exhausted, irritable, withdrawn, impatient and
sensitive to criticism.
l You are exhausted, irritable, withdrawn, impatient and
sensitive to criticism.
l You feel inadequate, no matter how much you do.
l You feel your performance, as a career, is not good.
l You have no free time for yourself.
l You continue to take shifts, because you feel you cannot
say 'no'.
l You experience physical and emotional signs, like stress,
headaches, sleeping problems, muscle ache and
susceptibility to illness.
l You become forgetful, have difficulty making decisions and
have poor attention span.
l You feel anxious, angry, guilty, lonely and depressed.
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u In cases of death of children:
As a caregiver or nurse it is difficult for one to see people
he/she has cared for is dying. It becomes even harder to see
the death of a child or young person who was under their
care. Many caregivers/nurses feel frustration and grief when
their patients die. It is important for every caregiver to
understand those feelings and overcome it. Every member of
the care giving team should be available to comfort each
other at the time of grief and sorrow caused by the death of
any one who was under their care.

Annexure V.b
Care of Care Home
The Central Adoption Resource Authority (CARA) under the
Ministry of Women and Child Development has set up a
guideline for minimum standards of care in a care home for
children. Most of the care homes for children which are taking
care of HIV infected children also follow the same guideline.
These are :
Staffing

u The organisation must have adequate staff for child care,
preferably in the ratio of:
l 4:1 for children below 1 year,
l 6:1 for children in the age group of 1 to 3 years,
l 8:1 for older children.
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Physical facilities

Recreational and educational facilities

u Physical surroundings in which the children are cared for
must be clean.
u Sanitation and hygiene maintained at the agency must be
adequate, since a majority of children at the institution are
small and suffer from numerous ailments.
u Good lighting, ventilation, adequate space must be
mandatory.
u Walls and surroundings must be bright and stimulating. Often
the walls are white and drab and there is a stark absence of
toys or colourful objects for children. This must be avoided.
Medical facilities

u Regular medical inspection must be done, preferably every
alternate day by a registered medical practitioner who is a
qualified and experienced paediatrician. The child specialist is
best trained to diagnose and treat children who are at risk
and highly vulnerable. The required medical tests and
immunisation of children should be done.
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u Recreational facilities should be provided to the children of
the home, especially play activities for the children. For children
between 3 to 6 years basic non-formal educational facilities
should be provided.
Counselling services

u Counselling services should be available for children and
caregivers.
u Each organisation must provide counselling services to
prospective adoptive parents, the biological mother/biological
parents and also post adoption counselling.
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The above are the minimum requirements expected and the
agencies should strive to achieve much higher standards. Each
organisation must make effort to adhere to child care standards
without any compromise with the best interest of children.
A care home which takes care of children who are HIV positive
should be adequately staffed and equipped for providing:

B) School education :
l Accessibility to normal schools with confidentiality of HIV
status and without any stigma and discrimination.
l Adequate transportation facility to go to school.
l Additional tuition on subjects which the child needs help.
l Access to creative and vocational education/training.

A) Medical services and psychosocial support :
l Basic medical care and treatment.
l Minor OI management.
l Referral of major OI to appropriate medical facilities .
l Pain relief and symptomatic care.
l Postexposure prophylaxis (PEP).
l Facilitating investigations and counselling of PLHA during
initiation of ART.
l ART adherence education and support.
l Education on nutrition, hygiene.
l Watch for side effects / complications.
l Hygiene and sanitation
l Counselling support .

42

Positive Caregiving for Children Living with HIV

C) Other vital areas :
l Institution should strictly follow the norms of universal
precaution.
l Proper waste management system should be in place.
l Capacity building and periodical orientation to the staff
must be there.
l Proper monitoring and evaluation system should be in
place.
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About AIF
Founded in 2001 at the behest of President Bill Clinton in the
wake of the Gujarat earthquake, AIF is a leading India focused
development organization based in the United States dedicated
to catalyzing economic and social change for marginalized people.
Designed as a collective vehicle for philanthropy for diaspora
giving to India, AIF has deployed $75 million (375 crore) that
have impacted the lives of more than 1.5 million (75 lakh) of
India's underserved individuals through programs in education,
livelihoods, public health, and disaster relief and rehabilitation.
About Naz India
The Naz Foundation (India) Trust is a New Delhi based NGO
working on HIV/AIDS and Sexual Health since 1994. Through the
years, Naz India has evolved and implemented a holistic approach
to combat HIV, focusing on prevention as well as treatment and
reaching out to marginalized populations infected and affected by
HIV. Naz India aims to sensitize the community to the prevalence
of HIV, as well as highlight issues related to Sexuality and Sexual
Health.
Naz India believes in providing quality care and support to people
living with HIV and in providing unbiased factual information on
sexual health and HIV to the public through rights-based approach.
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