DISSEMINATION OF INFORMATION ON HIV/AIDS TO THE CONSTRUCTION WORKERS
By
A. ANEITHA
(07PEX01)
A THESIS SUBMITTED TO THE 

AVINASHILINGAM UNIVERSITY FOR WOMEN, 

COIMBATORE – 641 043.
IN PARTIAL FULFILMENT OF THE REQUIREMENTS FOR THE DEGREE OF

MASTER OF SCIENCE IN EXTENSION AND MASS COMMUNICATION

APRIL 2009
DISSEMINATION OF INFORMATION ON HIV/AIDS TO THE CONSTRUCTION WORKERS

By

A. ANEITHA

(07PEX01)

A THESIS SUBMITTED TO THE 

AVINASHILINGAM UNIVERSITY FOR WOMEN, 

COIMBATORE  – 641 043.

IN PARTIAL FULFILMENT OF THE REQUIREMENTS FOR THE DEGREE OF

MASTER OF SCIENCE IN EXTENSION AND MASS COMMUNICATION

APRIL 2009

Certified as a Bonified Research Work

    Signature of the 



Signature of the Guide

Head of the Department

[image: image22.jpg]



ACKNOWLEDGEMENT
ACKNOWLEDGEMENT


The investigator wishes to express her sincere thanks to 
Thiru.T.K.Shanmuganandam, B.A., B.L., Chancellor, Avinashilingam University for Women, Coimbatore, for providing opportunity to carryout the research.
The investigator express her thanks to Dr. (Tmt). Saroja prabakaran, M. A., Dip. Ed. (Madras), Ph.D., (Mother Teresa), Vice Chancellor, Avinashilingam University for Women, Coimbatore, for the facilities provided to carry out the research.
The investigator owes her sincere gratitude to 
Dr. (Mrs).Gowri ramakrishnan, M.Sc., (Madras), M.Phil., Ph.D.(Avinashilingam), Registrar, Avinashilingam University for Women, Coimbatore, for her constant encouragement. 

The researcher thanks Dr. (Tmt). Sathyavathimuthu, M.Sc., Dip.Ed., M.Phil., Ph.D., Dean, Faculty of Home science, Avinashilingam University for Women, Coimbatore, for her constant help and support at all times of needs. 

The investigator feels extremely happy and fortunate to place on recorder sense of gratitude and indebtedness to 
Dr.(Tmt).K. Thangamani, M.Sc., Dip.Ed., M.Phil., Ph.D., (Madras), Professor and Head of Department, Home Science Extension and Mass Communication, Avinashilingam University for Women, Coimbatore, for her constant support throughout the course of this study. 

The investigator feels highly elated in manifesting her glowing sense of gratitude to the esteemed guide,                                                        Dr (Mrs). K. C. Leelavathy, M.Sc., Dip.Ed.,M.Phil.(Madras), Ph.D.(Barathiar), Professor, Department of Home Science Extension and Mass Communication, Avinashilingam University for Women, Coimbatore, for her innovative, excellent, intellectual guidance, meticulous super vision, valuable advice, untiring help and constant encouragement and learned counsel each and every minute offered through out the course of the research work. 

The researcher expresses her warm appreciation to her parents, brothers, sisters, friends and relatives for their encouragement offered through out the study period. 

Last but not least,  her special tribute at the feet of God Almighty for His immense blessing in making the study a success. 


         CONTENT

CONTENTS
	CHAPTER NO
	TITLE
	PAGE NO

	
	LIST OF TABLES

LIST OF FIGURES
	

	
	LIST OF PLATES
	

	
	LIST OF APPENDICES
	

	I
	INTRODUCTION
	1

	II
	REVIEW OF LITERATURE

A. HIV/AIDS-scenario
B. HIV/AIDS among construction workers
C. Programmes in operation for HIV/AIDS
D. Related studies
	6
6

18

21

24

	III
	METHODOLOGY

A. Planning the programme

B. Implementing the programme
C. Evaluating the programme
	33
33

34

41

	IV
	RESULTS AND DISCUSSION

A.  Personal profile of the respondents
B.  Methodology of information dissemination on HIV/AIDS 
C.  Comparative analysis of knowledge gained
D.  Evaluating the reach of information among the workers
	46

46

49

51

60

	V
	SUMMARY AND CONCLUSION
	67

	
	BIBLIOGRAPHY
	

	
	APPENDICES
	


LIST OF TABLES
	S.NO
	TITLE
	PAGE NO

	I
        Global HIV/AIDS Estimates, End of 2007                          8
II
        Regional Statistics for HIV & AIDS, End of 2007         9
III
        HIV Prevalent Adult Population                                    10
IV
        HIV Transmission Categories                                           11
V
        AIDS Data- End of August 2006                                          11                
VI
        HIV Transmission Routes                                                    14
VII
        State-Wise distribution of HIV/AIDS cases                   17
viii
        Education Programme                                                         40
ix           Personal Profile of the Respondents                         46
x
        Knowledge on Audio Visual Aids                                      49
XI
        AWARENESS   ON   Mode of Transmission of HIV/AIDS 51
XII
        AWARENESS   ON Symptoms of AIDS                                   53
XIii
        Awareness   on Preventive Measures for AIDS         55
XiV
        Awareness   on Facts About AIDS                                    58
XV
        Awareness   on Misconceptions about AIDS               60
XVI         Awareness   ON General Information about AIDS    62
XVII        Information   DISSEMINATION THROUGH Media.              64



	


LIST OF FIGURES
	S.NO
	Title
	PAGE NO


I

Percentage of Children affected with AIDS            7
II

Diagram of HIV                                                                        12                                                                           
Iii

The HIV/AIDS Situation in Different States.                16
iV

Personal Profile of the Respondents                       48
V

Knowledge on Audio Visual Aids                                    50
VI

Awareness on Mode of Transmission of HIV/AIDS.   52
vii

Awareness on Symptoms of AIDS                                   54
viii

Awareness on Preventive Measures for AIDS         57
iX

Awareness on Facts About AIDS                                    59
X

Awareness on Misconceptions about AIDS                61
XI
 Awareness about General Information about AIDS 63
XIi
 Information Dissemination through Media                65
LIST OF PLATES

	S.NO
	Title
	PAGE NO

	I          POSTERS TO ENHANCE THE KNOWLEDGE OF WORKERS             35

II         CHARTS TO ENRICH THE KNOWLEDGE OFWORKERS                    36

III        NEWSPAPER CUTTINGS                                                                       37

IV       INVESTIGATOR EDUCATING THE WORKERS                                     38    

V        INVESTIGATOR EDUCATING THE WORKERS                                     39

VI       EDUCATION THROUGH FLASH CARDS                                               39

VII      DISTRIBUTION OF PAMPHLETS TO THE WORKERS                          42

VIII     RESOURCE PERSONS   EDUCATING THE WORKERS                       42

IX       ATTENTIVE RESPONDENTS AT THE EDUCATION PROGRAMME     43

X        RESOURCE PERSONS   EDUCATING THE WORKERS                       43

XI       DATA COMPILATION BY THE INVESTIGATOR                                     44

XII      ACTIVE PARTICIPATION OF THE SUPERVISOR OF THE WORKSITE45


INTRODUCTION



Health, the greatest of all we count as blessings
· Ariphron

According to World Health Organization (WHO), Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity (WHO, 2001).

There are four general determinants of health including human biology, environment, lifestyle, and healthcare services.  Thus health is maintained and improved not only through the advancement and application of health science but also through the efforts and intelligent lifestyle choices of the individual and society (Sigel, 2003).
A disease is an abnormal condition of an organism that impairs bodily functions and can be deadly.  It is also defined as a way of the body harming itself in an abnormal way, associated with specific symptoms and signs (http//:en.wikipedia.org/wiki/Health).

In human beings, “disease” is often used more broadly to refer to any condition that causes extreme pain, dysfunction, distress, social problems, and/or death to the person who is badly affected, or similar problems for those in contact with the person.  In this broader sense, it sometimes includes injuries, disabilities, disorders, syndromes, infections, isolated symptoms, deviant behaviors, and a typical variation of structure and function, while in other contexts and for other purposes, these may be considered distinguishable categories (http://www.tansacs.org).

Acquired Immune Deficiency Syndrome or Acquired Immunodeficiency syndrome (AIDS) is a set of symptoms and infections resulting from the damage to the human immune system caused by the human immunodeficiency virus (HIV). Human Immuno Deficiency Virus (HIV) is the virus that weakens the immune system and cause HIV/AIDS.

H – Human, because this virus can only infect human beings.

I – Immuno- deficiency, because the effect of the virus create a deficiency, a failure in  the normal function of the immune system 

V – Virus, because the organism is a virus, which means one of its characteristics is that it is incapable of reproducing by itself.  It needs a human cell to reproduce itself (http://www.gateway.n/m.nih.gov).
Although treatments for AIDS and HIV can slow the course of the disease, there is currently no vaccine or cure. Antiretroviral treatment reduces both the mortality and the morbidity of HIV infection, but these drugs are expensive and routine access to antiretroviral medication is not available in all countries. Due to the difficulty in treating HIV infection, preventing infection is a key aim in controlling the AIDS epidemic, with health organizations promoting safe sex and needle-exchange programmes in attempts to slow the spread of the virus (http://en.wikipedia.org/wiki/HIV).


Acquired Immune Deficiency Syndrome (AIDS) has lead to the deaths of more than 25 million people since it was first recognized in 1981, making it one of the most destructive epidemics in recorded history.  Despite recent improved access to antiretroviral treatment and care in many regions of the world, in 2007 the AIDS pandemic killed an estimated 2.1 million people, including 330,000 children (The Joint United Nations Programme on HIV/AIDS, 2007).
.The latest statistics on the world epidemic of AIDS and HIV were published by UNAIDS/WHO in November 2007, and refer to the end of 2007.  More than 25 million people had died of AIDS since 1981. 

Africa has 12 million AIDS orphans.  At the end of 2007, women accounted for 50 percent of all adults living with HIV worldwide, and for 61 percent in Sub- Sahara Africa.  Young people (under 25 years old) account for half of all new HIV infections worldwide.  In developing and transitional countries, 9.7 million people are in immediate need of life-saving drugs; of these, only 2.99 million (31percent) are receiving the drugs Between 75 and 85 out of every 100 HIV positive adults have been infected through unprotected sexual intercourse, with heterosexual (male-female) intercourse accounting for over 70 cases and homosexual (male-male) intercourse accounting for approximately 5 to 10 case (UNAIDS, 2008).

India has a population of one billion, around half of whom are adults in the sexually active age group.  The first AIDS case in India was detected in 1986; since then HIV infection has been reported in all states and union territories.  The spread of HIV in India has been diverse, with much of India having a low rate of infection and the epidemic being most extreme in the southern half of the country and in the far-north-east.  The highest HIV prevalence rates are found in Maharashtra, Andhra Pradesh and Karnataka in the south; and Manipur, Mizoram and Nagaland in the north east.                          Four southern states (Andhra Pradesh, Maharashtra, Tamil Nadu and Karnataka) account for around 63 percent of all people living with HIV in India (UNDP, 2006).

Migration of economically productive sections of the population is a common phenomenon all over India.  According to the 2003 National Sample Survey in India 24.7 percent of the population has migrated, either within India to neighboring countries of overseas.

The National Sample Survey Organization (NSSO) has defined the unorganized sector as the sector comprising units whose activity is not regulated by statue or legal provision and / or those who do not maintain regular accounts.  The unorganized sector is heterogeneous in terms of its participants, activities and skills. The term unorganized labor has been defined as those workers who have not been able to organize themselves in pursuit of their common interests due to certain constraints like casual nature of employment, ignorance and illiteracy, small and scattered size of establishments etc (http://en.wikipedia.org/wiki/AIDS).
The organized sector absorbs only less than 10 percent of the labor force.  Thus of the 40 crore labor force, over 36 crore of labor force is in the unorganized sector.  The composition of workforce is dominated by self-employment and primary sector, which is characteristically referred to as unorganized sector.  Nearly 70 percent of the workforce is either illiterate or or educated below the primary level (http://www.compassion.com /HIV_AIDS/ education/).
As per the survey carried out by the National Sample Survey Organization in the year 1999-2000, the total employment in both organized and unorganized sectors in the country was of the order of 39.7 crore.  Out of this, 36.9 crore is in unorganized sector.  Out of 36.9 crier, 1.7 crore are construction workers and these workers constitute one of the largest categories of workers in the unorganized sector. Construction workers are employed in the construction industry, work predominately on construction sites, and are typically engaged in aspects of the industry other than design or finance.  The term includes general construction workers, also referred to as laborer (httpl://www.psaidsinfo.org).
.The construction industry is the most dangerous land based civilian work sector.  The problem is not that the hazards and risks are unknown, it is that they are very difficult to control in a constantly changing work environment.  The two biggest safety hazards on site are falls from height and vehicles, but there are many more. (http://gateway.nlm.nih.gov/ Meeting Abstracts/ma?f=102251185.html).
The incidence of HIV among construction workers is rapidly high. Most of the persons, who come for testing, are construction workers (90 percent).  Most of the workers are in seasonal employment and they move from one city to another and finally end up with the deadly virus.  The prevalence rates of the disease in TamilNadu are divided into five zones as very high, high, moderate, low and very low.  Krishnagiri tops the list in the very high category, prevalence rate of 1.23 percent followed by vellore, Perambalur and textile and construction worker in Shoolagiri and other districts (National Family Health Survey 2006).
Awareness on HIV/AIDS is considerably low among construction workers.  Most of the workers are in the sexually active age group and the education and awareness among the workers is considerably low.  The traditional myths and misconceptions are still alive.  The construction workers are unaware of the scientific facts of HIV/AIDS and they are ignorant of the steps to be taken to avoid HIV infection.  So, the awareness level on HIV/AIDS among construction workers is very low (HIV sentinel surveillance and HIV Estimation, 2006). 

Hence it was realized that a study on the extent of awareness of workers in the unorganized sector in an industrialized society namely Coimbatore District would throw light on the issue.  It was also felt that a package of information dissemination on the HIV/AIDS would also be attempted to benefit the target groups.  It would help the investigator to gain a satisfaction of working on a global issue with social perspective.  So the present study on “Dissemination of Information on HIV/AIDS to the Construction Workers.” Was undertaken  to impart knowledge to construction workers in unorganized in Chinnavedampatti, Chinnavedampatti Panchayat of Sarkar Samakulam Panchayat union, Coimbatore District, Tamilnadu. 

The present study is undertaken with the following objectives: To  

1. understand the personal profile of workers in Unorganized sector in           Chinnavedampatti.

2. analyze the existing knowledge level of selected workers in unorganized sector on HIV/AIDS .

3. formulate feasible strategies which are suitable for Information Dissemination on HIV/AIDS.

4. evaluate the reach of information among the workers.

II REVIEW OF LITERATURE

The literature pertaining to the study entitled “Dissemination of Information on HIV/AIDS to the Construction Workers” is reviewed under the following heads:

A. HIV/AIDS-Scenario.

B. HIV/AIDS among construction workers.

C. Programmes in operation for HIV/AIDS

D. Related studies.

A.  HIV/AIDS-Scenario 
It is discussed under the following heads:

1. Global level

2. Indian level.

1. Global level

According to estimates from the UNAIDS 2008 Report on the global AIDS epidemic, around 30.8 million adults and 2 million children were living with HIV at the end of 2007. During 2007, some 2.7 million people became infected with the Human Immunodeficiency Virus (HIV), which causes AIDS. The year also saw 2 million deaths from AIDS - a high global total, despite antiretroviral (ARV) therapy, which reduced AIDS-related deaths among those who received it. The number of deaths probably peaked around 2005, and has since declined only slightly. 

Globally, around 11percent of HIV infections are among babies who acquire the virus from their mothers; 10percent result from injecting drug use; 5-10% is due to sex between men; and 5-10percent occur in healthcare settings. Sex between men and women accounts for the remaining proportion – around two thirds of new infections (UNAIDS 2008).

Around half of the people who acquire HIV become infected before they turn 25 and typically die of the life-threatening illnesses called AIDS before their 35th birthday. By the end of 2007, the epidemic had left behind 15 million orphans defined as those aged fewer than 18 who have lost one or both parents due to AIDS. These orphans are vulnerable to poverty, exploitation and themselves becoming infected with HIV. They are often forced to leave the education system and find work, and sometimes care for younger siblings or head of the family (korshed, 2002).

In 2007, around 370,000 children aged 14 or younger became infected with HIV. Over 90percent of newly infected children are babies born to women with HIV, who acquire the virus during pregnancy, labour or delivery, or through their mother's breast milk. Almost nine-tenths of such transmissions occur in sub-Saharan Africa. Africa's lead in mother-to-child transmission of HIV is firmer than ever despite the evidence that HIV ultimately impairs women's fertility; once infected, a woman can be expected to bear 20percent fewer children than she otherwise would. Drugs are available to minimise the dangers of mother-to-child HIV transmission, but these are not still reaching the places where they are most needed (Thuriaux, 2006) (Figure I).
The overwhelming majority of people with HIV, some 95percent of the global total, live in the developing world. The proportion is set to grow even further as infection rates continue to rise in countries where poverty, poor health care systems and limited resources for prevention are found. The chart on the right shows the distribution of people living with HIV around the world, according to 2006 data (UNAIDS, 2006).

Figure I

Percentage of children affected with AIDS
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Table I explains the global HIV/AIDS estimates, end of 2007.
TABLE I

Global HIV/AIDS estimates, end of 2007

	People with HIV/AIDS
	Estimate
	Range

	People living with HIV/AIDS in 2007
	33.0 million
	30.3-36.1 million

	Adults living with HIV/AIDS in 2007
	30.8 million
	28.2-34.0 million

	Women living with HIV/AIDS in 2007
	15.5 million
	14.2-16.9 million

	Children living with HIV/AIDS in 2007
	2.0 million
	1.9-2.3 million

	People newly infected with HIV in 2007
	2.7 million
	2.2-3.2 million

	Children newly infected with HIV in 2007
	0.37 million
	0.33-0.41 million

	AIDS deaths in 2007
	2.0 million
	1.8-2.3 million

	Child AIDS deaths in 2007
	0.27 million
	0.25-0.29 million


The latest statistics on the world epidemic of AIDS & HIV were published by UNAIDS/WHO in July 2008.

More than 25 million people have died of AIDS since 1981. Africa has 11.6 million AIDS orphans. At the end of 2007, women accounted for 50percent of all adults living with HIV worldwide, and for 59percent in sub-Saharan Africa. Young people (under 25 years old) account for half of all new HIV infections worldwide. In developing and transitional countries, 9.7 million people are in immediate need of life-saving AIDS drugs; of these, only 2.99 million (31percent) are receiving the drugs (http://www.data/unaids.org). 

The total number of people living with HIV continues to rise in high-income countries, largely due to widespread access to ARV therapy, which prolongs the lives of HIV positive people. This increases the pool of HIV-infected people who are able to transmit the virus. It is estimated that 1.2 million people are living with HIV in North America and 730,000 in Western and Central Europe. 
In these two regions, AIDS claimed approximately 31,000 lives in 2007. The rate of AIDS-related deaths has been cut substantially through use of ARV medicines. There is mounting evidence that prevention activities in several high-income countries are not keeping pace with the spread of HIV and thus in some places they are falling behind. Such shortcomings are most evident. HIV is found mainly among marginalized groups of the population, such as drug users, immigrants and refugees. 
Table II explains the regional statistics for HIV and AIDS, end of 2007.
TABLE II

REGIONAL STATISTICS FOR HIV & AIDS, END OF 2007
	Region
	Adults & children 
living with HIV/AIDS
	Adults & children 
newly infected
	Adult prevalence*
	Deaths of 
adults & children

	Sub-Saharan Africa
	22.0 million
	1.9 million
	5.0%
	1.5 million

	North Africa & Middle East
	380,000
	40,000
	0.3%
	27,000

	Asia
	5 million
	380,000
	0.3%
	380,000

	Oceania
	74,000
	13,000
	0.4%
	1,000

	Latin America
	1.7 million
	140,000
	0.5%
	63,000

	Caribbean
	230,000
	20,000
	1.1%
	14,000

	Eastern Europe & Central Asia
	1.5 million
	110,000
	0.8%
	58,000

	North America, Western & Central Europe
	2.0 million
	81,000
	0.4%
	31,000

	Global Total
	33.0 million
	2.7 million
	0.8%
	2.0 million


During 2007 more than two and a half million adults and children became infected with HIV (Human Immunodeficiency Virus), the virus that causes AIDS. By the end of the year, an estimated 33 million people worldwide were living with HIV/AIDS. The year also saw two million deaths from AIDS, despite recent improvements in access to antiretroviral treatment (UNAIDS/WHO, 2007).

2. Indian level

India is one of the largest and most populated countries in the world, with over one billion inhabitants. Of this number, it's estimated that around 2.4 million Indians are currently living with HIV. HIV emerged later in India than it did in many other countries. Infection rates soared throughout the 1990s, and today the epidemic affects all sectors of Indian society, not just the groups – such as sex workers and truck drivers – with which it was originally associated. In a country where poverty, illiteracy and poor health are common, the spread of HIV presents a daunting challenge (Narain, 2006).
HIV statistics, 2005-2006

The National Family Health Survey conducted between 2005 and 2006 measured HIV prevalence among the general adult population of India, as presented in Table III. The survey found the rate among men to be considerably higher than that among women. 
Table III explains the HIV prevalent adult population.
TABLE III
HIV PREVALENT ADULT POPULATION
	Age group
	HIV prevalence (%)

	
	Male
	Female
	Total

	15-19
	0.01
	0.07
	0.04

	20-24
	0.19
	0.17
	0.18

	25-29
	0.43
	0.28
	0.35

	30-34
	0.64
	0.45
	0.54

	35-39
	0.53
	0.23
	0.37

	40-44
	0.41
	0.19
	0.30

	45-49
	0.48
	0.17
	0.33

	Total  age 15-49
	0.36
	0.22
	0.28


The National Family Health Survey, which tested more than 100,000 people for HIV, also found prevalence to be higher in urban areas (0.35 percent) than in rural areas (0.25 percent) (http://www.nfhsindia.org /factsheet.html).
Table IV explains the HIV transmission categories.
TABLE IV

HIV TRANSMISSION CATEGORIES
	Transmission Categories
	Number of cases
	Percentage

	Sexual
	106,669
	85

	Mother-to-child
	4,755
	4

	Blood and blood products
	2,563
	2

	Injecting drug users
	2,930
	2

	Others (not specified)
	8,078
	6

	Total
	124,995
	100


Table V explains the AIDS data- end of August 2006.
TABLE V

AIDS DATA- END OF AUGUST 2006
	Gender
	Cumulative AIDS cases

	Male
	88,245

	Female
	36,750

	Total
	124,995


The statistics presented in table IV and V refers to reported AIDS cases. These are a poor guide to the severity of the epidemic as in many situations a patient will die without HIV having been diagnosed, and with the death attributed to an opportunistic infection, such as tuberculosis (http://www.cdc.gov/hiv/topics/surveillance/basic.htm).
FIGURE II

DIAGRAM OF HIV
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Figure II depicts the diagram of HIV.  HIV is different from other retrovirus.  It is roughly spherical with a diameter of about 120nm, around 60 times smaller than a red blood cell.  It is composed of two copies of positive single-stranded RNA that codes for the virus nine genes enclosed by a conical capsid composed of 2,000 copies of the viral protein (http://en.wikipedia.org/wiki/sturcture-and- genome-of-HIV)

HIV primarily infects vital cells in the human immune system such as helper T cells (specifically CD4+ T cells), macrophages, and dendrites cells. HIV infection leads to low levels of CD4+ T cells through three main mechanisms: first, direct viral killing of infected cells; second, increased rates of apoptosis in infected cells; and third, killing of infected CD4+ T cells by CD8 cyto toxic lymphocytes that recognize infected cells. When CD4+ T cell numbers decline below a critical level, cell-mediated immunity is lost, and the body becomes progressively more susceptible to opportunistic infections (Meeks, 2006).

Eventually most HIV-infected individuals develop AIDS (Acquired Immunodeficiency Syndrome). These individuals mostly die from opportunistic infections or malignancies associated with the progressive failure of the immune system. Without treatment, about 9 out of every 10 persons with HIV will progress to AIDS after 10-15 years. Treatment with anti-retrovirals increases the life expectancy of people infected with HIV. Even after HIV has progressed to diagnosable AIDS, the average survival time with antiretroviral therapy (as of 2005) is estimated to be more than 5 years. Without antiretroviral therapy, death normally occurs within a year. It is hoped that current and future treatments may allow HIV-infected individuals to achieve a life expectancy approaching that of the general public (Banerjee, 2002).

HIV is transmitted through direct contact of a mucous membrane or the bloodstream with a bodily fluid containing HIV, such as blood, semen, vaginal fluid, preseminal fluid, and breast milk.  This transmission can involve anal, vaginal or oral sex, blood transfusion, contaminated hypodermic needles, exchange between mother and baby during pregnancy, childbirth or breastfeeding or other exposure to one of the above body fluids (Lyndon, 2006)

The three main transmission routes of HIV are sexual contact, exposure to infected body fluids or tissues and from mother to fetus or child during perinatal period. It is possible to find HIV in the saliva, tears, and urine of infected individuals, but there are no recorded cases of infection by these secretions, and the risk of infection is negligible.

The majority of HIV infections are acquired through unprotected sexual relations between partners, one of whom has HIV. The primary mode of HIV infection worldwide is through sexual contact between members of the opposite sex (Peter, 2007).
Table VI explains the HIV transmission routes

TABLE VI

HIV TRANSMISSION ROUTES
	Exposure Route
	Estimated infections per 10,000 exposures to an infected source

	Blood Transfusion
	9,000

	Childbirth
	2,500

	Needle-sharing injection drug use
	67

	Percutaneous needle stick
	30

	Receptive anal intercourse*
	50

	Insertive anal intercourse*
	6.5

	Receptive penile-vaginal intercourse*
	10

	Insertive penile-vaginal intercourse*
	5

	Receptive oral intercourse*§
	1

	Insertive oral intercourse*§
	0.5


AIDS (Acquired Immunodeficiency Syndrome) results from the late stages of infection with HIV (Human Immuno Deficiency Virus).  The onset of AIDS can take up to 10 or more years, and new drug therapies can delay the progression of the disease into AIDS even longer.  A person infected with HIV may look and feel healthy for many years, but can still transmit the virus to others, which is why testing is so important (Bhattacharyya et al., 2008).

HIV is transmitted through the exchange of any HIV infected body fluids.  Transfer may occur during al stages of the disease. The HIV virus is found in the following body fluids: blood, semen (and pre-ejaculated fluid), vaginal secretions, and breast milk.  HIV does not survive long outside the body (http://en.wikipedia.org/wiki/HIV).


Among HIV positive children, more than 90 percent were infected by their mothers, (vertical transmission) before or during birth, or through breast feeding.  Roughly one third of mother-to –child transmission occurs through breast feeding.  Therefore, breast-feeding is not recommended for women with HIV in industrialized countries, where safer nutritional alternatives are readily available (Heymann, 2000).  


All children of HIV infected parents, regardless of their individual HIV status, are severely affected by the disease.  Current estimation says that over 9 million children under age 15 have lost their mothers to AIDS, and one in three children orphaned by HIV/AIDS are less than 5 years. The average HIV prevalence among women attending antenatal clinics in India is 0.60 percent. Much higher rates are found among people attending sexually transmitted disease clinics (3.74 percent), female sex workers(4.90 percent) injecting drug users (6.92 percent) and men who have sex with men (6.41 percent) (UNICEF, 2007).


Specific blood tests are required to verify the presence of HIV antibodies in the blood.  In nearly all cases, the body develops antibodies to combat the virus that enters the blood stream.  Accepted blood tests are over (99 percent) accurate.  Still, there is usually a window period from few weeks to few months subsequent to a person becoming infected before enough antibodies develop to be detected.  The person should get in touch with the local public health department, Red Cross chapter, AIDS service organization, or doctor’s office for more information about testing and HIV counseling (Durairaj. et al., 2008).


There is no vaccine for HIV nor a cure for AIDS.  However, there are several medications are now available to treat the symptoms of AIDS and permit patients to live more comfortably.  None of these medications can exclude a person from becoming infected with HIV, nor can they cure AIDS.  On the other hand, people can take an active role in the prevention of HIV infection by understanding the facts and following the guidelines (Glosh, 2006).
In 2006 UNAIDS estimated that there were 5.6 million people living with HIV in India, which indicated that there were more people with HIV in India than  any other country of the world.  However, NACO disputed this estimate, and claimed that the actual figure was lower.  In 2007, following the first survey of HIV among the general population, UNAIDS and NACO agreed on a new estimate – between 2 million and 3.6 million people living with HIV. The figure was confirmed to be 2.4 million in 2008. This puts India behind South Africa and Nigeria in number of people living with HIV.

In terms of AIDS cases, the most recent estimate comes from August 2006, in which the total number of AIDS cases reported to NACO was 124,995. Of this, 29 percent were women, and 36 percent were under the age of 30. These figures are not accurate reflections of the actual situation though; large number of AIDS cases go unreported (NACO, 2006).

The national HIV prevalence rose dramatically in the early years of the epidemic, but a study released at the beginning of 2006 suggests that the HIV infection rate has recently fallen in southern India, the region that has been hit hardest by AIDS.  In addition, NACO has released figures suggesting that the number of people living with HIV has declined (NACO, 2006).  Map of India showing the worst affected states,  is given below.
FIGURE III
THE HIV/AIDS SITUATION IN DIFFERENT STATES
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The vast size of India makes it difficult to examine the effects of HIV on the country as a whole. The majority of states within India have a higher population than most African countries, so a more detailed picture of the crisis can be gained by looking at each state individually (Figure III).

Table VII explains the state wise division of HIV/AIDS cases.
TABLE VII
STATE-WISE DIVISION OF HIV/AIDS CASES
	State/Union Territory
	AIDS cases

	A & N Islands
	37

	Andhra Pradesh
	15,099

	Arunachal Pradesh
	13

	Assam
	372

	Bihar
	155

	Chandigarh (UT)
	1,934

	Chattisgarh
	0

	Daman & Diu
	1

	Dadra & Nagar Haveli
	0

	Delhi
	2,759

	Goa
	657

	Gujarat
	6,873

	Haryana
	655

	Himachal Pradesh
	302

	Jammu & Kashmir
	2

	Jharkhand
	258

	Karnataka
	4,385

	Kerala
	1,769

	Lakshadweep
	0

	Madhya Pradesh
	1,729

	Maharashtra
	14,325

	Manipur
	2,866

	Meghalaya
	8

	Mizoram
	106

	Nagaland
	736

	Orissa
	641

	Pondicherry
	302

	Punjab
	454

	Rajasthan
	1,153

	Sikkim
	8

	Tamil Nadu
	52,036

	Tripura
	5

	Uttar Pradesh
	1,751

	Uttranchal
	79

	West Bengal
	2,397

	Ahemdabad MC
	726

	Chennai MC
	0

	Mumbai MC
	10,362

	Total
	124,995


The statistics presented in Table VIII refers to reported AIDS cases in different states.  These are a poor guide to the severity of the epidemic as in many situations a patient will die without HIV was diagnosed, and with the death attributed to an opportunistic infection, such as tuberculosis (http://www. Avert.org / indiaaids.htm).
B.  HIV/AIDS among Construction Workers

The National Sample Survey Organisation (NSSO) has defined the Unorganised Sector as the sector comprising units whose activity is not regulated by status or legal provision and / or those who do not maintain regular accounts.  The Unorganised Sector is Heterogenous in terms of its participants, activities and skills (http://www.globalhealth.org/HIV_AIDS/).

The term  ‘Unorganised Labour’ has been defined as those workers who have not been able to organize themselves in persuit of their common interests due to certain constraints like casual nature of employment, ignorance and illiteracy, small and scattered size of establishments            (UNAIDS, 2006).

Construction workers are employed in the construction industry and work predominantly on construction sites and are typically engaged in aspects of the industry other than design or finance. The term includes general construction workers, also includes laborers and members of specialist trades such as electricians, carpenters and plumbers. Construction is the most dangerous land based work sector. In the construction site the fatal accident rate is nearly 13 workers per 100,000 as against 5 per 100,000 for the all sector average (Swami Nathan. et al., 2007).

Migrants are the most vulnerable to HIV. Most of the Construction Workers are migrants.   Among the critical factors that impact the health status and contribute to lower health outcomes in migrants, are the poor living conditions, reduced or no access to health care, lower or complete lack of entitlements to public health. In the context of the HIV epidemic, migrants are considered to be at special risk of sexual infections due to higher probability of their engage in unprotected sex, having multiple partners and injecting drug use behavior, absence of their regular sex partner, loneliness and peer pressure. 

Being mobiles is not a risk factor for HIV infection.  It is the situations encountered and the behaviors possibly engaged in during mobility or migration that increases vulnerability to HIV/AIDS. 


Most of the migrant workers are highly mobile and often live in unhygienic conditions in urban slums.  Long working hours, relative isolation from the family and geographical mobility may foster casual sexual relationships and make them highly vulnerable to STDs and HIV/AIDS (Sanda, 2003).

The risk of getting HIV is shared by their spouses and other sex partners through sexual interaction on their return visits. One fifth (20 percent) of the male migrant workers covered in the 6th  Behavioral Sentinel Survey (BSS) in Tamil Nadu reported sex with a sex worker or non regular partner, of whom less than half reported using a condom during the last sex act. Notably condom use was still lower with casual partners who are likely to have other sex partners too.  More than half of these workers were married signifying their role as conduits of infection to their spouses or steady sex partners (UNAIDS, 2006).

350,000 construction workers are considered to be at high risk of Human Immunodeficiency Virus (HIV) infection because of their isolation and poverty. Most of these men are immigrants from agricultural areas and are separated from their wives for months at a time. Both encounters with prostitutes or homosexual relationships with other workers in the on-site dormitories are widespread practices (UNAIDS, 2001).

sex work is happening around two-thirds of the construction sites.  Majority of the migrant workers are young and in that, Twenty-five per cent have sex with sex workers and 25 per cent use condom (Samant, 2001).

The HIV prevalence in Female Sex Workers in Pune, Mumbai and Thane is over 30 per cent in the recent surveillance. It is not difficult to imagine how risky these sexual encounters are for construction workers and subsequently, their spouses. The workers have a low knowledge on HIV transmission and prevention and more than 50 per cent have discriminatory attitudes towards people living with HIV. There is anecdotal evidence of sexual exploitation of women workers by contractors/supervisors and anecdotal evidence of women workers working as part-time sex workers, particularly when they don’t have work (Samant, 2003).

The incidence of HIV among construction workers is rapidly high.  Most of the persons, who come for testing, are construction workers.  Lack of awareness prevails among the workers about HIV/AIDS.  Most of the workers are in seasonal employment and they move from one city to another and finally end up with the deadly virus.  The prevalence rate of the disease in Tamil Nadu are divided into five zones as very high, high, moderate, low and very low.  Krishnagiri tops the list in the very high category, with 1.23 percent, followed by Vellore, Perambalur and Sivagangai (Mathew. et al., 2007).

HIV/AIDS awareness is considerably low among construction workers.  Most of the workers are in the sexually active age group and the education and awareness among the workers is considerably low.   The workers are unaware of the scientific facts of HIV/AIDS and they are ignorant of the steps to be taken to avoid HIV infection (Karkar, 2001).

Most of the migrant laborers are in the sexually active age group. They stay away from home which prompts them to commit certain excesses that make them vulnerable to HIV infection.  At the same time education and awareness among the workers is considerably low and traditional myths and misconceptions are still alive.

 The greater percentage of potential migrants seems to be unaware of the scientific facts of HIV/AIDS.  Most of them are alcoholics- a high risk group which makes them vulnerable to HIV infection.  And they are unaware of the condition of HIV/AIDS, about the mode of transmission of HIV/AIDS and also about the risk factors (Ajit Kumar, 2001). 
C.  Programmes in operation for HIV/AIDS 

United Nations Programmes on HIV/AIDS (UNAIDS)

Since 1996, six agencies and programes on the United Nations System (United Nations Children’s Fund, United Nations Development Programme, United Nations Population Fund, United Nations Education, Scientific and Cultural Organisations, World Bank and World Health Organisation) have harmonized their activities with in the joint United Nations Programmes of HIV/AIDS.  As the advocate for all sponsors of the global action on HIV/AIDS,  UNAIDS is called upon to “lead, strength and support and expanded response aimed at preventing the transmission of HIV, providing care and support, reducing the vulnerability of individuals to HIV/AIDS  and alleviating the impact epidemic”(http://www.. unaids. org).
United Nations Children’s Fund (UNICEF)

UNICEF recommended that all children who are born to HIV infected mothers, should be immunized against diptheria, tetanus, poliomyelitis, measles and tuberculosis.  One exception is that children who show signs of advanced HIV infection should not be vaccinated with Bacillus Chalmette Guerin(BCG).  The vaccine  that prevents tuberculosis, because this vaccine can cause various side effects in these children. HIV infected children should be immunized with all the other usual vaccines of childhod.  UNICEF promotes breast-feeding even when the mothers are HIV positive, “Breast feeding remains the safest way to protect the health and lives of babies” and evidently only a small percent acquires infection through this route (http://www.unicef.org).

World Health Organisaiton (WHO)

World Health Organisation (WHO) is committed to provide technical, material and logistical support to the national STD/AIDS prevention and control programmes, World Health Organisation which has taken a lead rolel, includes: Prevention of HIV Transmission by strengthening of STD case management capacities and health education activities, ensuring safe blood transmission, provision of comprenhensive care to people infected with HIV or those with AIDS , monitoring the trends of HIV/AIDS pandemic through surveillances and supporting HIV/AIDS and STD related research activities, strengthening of laboratory services for HIV/AIDS  and STD diagnosis, training for health care workers on HIV/AIDS/STD management, health promotion and education (http://www.who.org).

National AIDS Control Organization (NACO)

The National AIDS Control Organisation is to develop and implement an intensive and country wide advocacy programme aimed not only to promote an expanded and committed response to HIV/AIDS but also to ensure that gender sensitive issues related to HIV/AIDS are addressed to protect human rights, especially the rights of people living with HIV/AIDS are integrated into policies and programmes (http://www.naco.org).

National AIDS Control Programme (NACP)

The National AIDS Control Programme (NACP) was started in 1987.  Under the programme, the Indian council of Medical Research has established 28 exclusive zonal blood-testing centers in the metropolitan cities of Bombay, Calcutta, Delhi and Chennai to test the blood donors by establishing linkage with the blood banks (http://www.nacp.org).

United Nations Population Fund (UNFPA)

The United Nations Population Fund plays a significant role in spreading awareness on HIV/AIDS. And  providing education through all its population education projects executed by various national level agencies.  UNFPA’S fifth country programme(1997-2001) is integrating HIV/AIDS related information and services into the overall reproductive and child health approach through its destrict level projects spread across six to seven states in India.(http://www.unfpa.org/public/).

United Nations Development Programme (UNDP)

UNDP works to prevent the spread of HIV/AIDS and reduce its impact, as a trusted development partner and co-sponsor of UNAIDS, it helps countries to put HIV/AIDS at the centre of National development and poverty reduction strategies:  build national capacity to mobilize all levels of Government and civil society for a coordinated and effective response to the epidemic: and protect the right of people living with AIDS, women and vulnerable population.  Because HIV/AIDS is a worldwide problem, UNDP support these national efforts by offering knowledge, resources and best practices from around the world (http://www.undp.org).

AIDS Prevention and Control Project (APAC)

The AIDS Prevention and Control Project with funding from USAID (an agency of the American Government) has implemented through the voluntary Health Services (VHS) of Chennai.  APAC is focusing on the prevention of sexual transmission of AIDS through a multi-prolonged approach, working with NGO’s and private agencies (http://www.apac.org).

TamilNadu State AIDS Control Society (TANSACS)

The state AIDS cell in TamilNadu was setup in 1993.  However, the TamilNadu Government realized that the AIDS control activities of this cell were not proceeding at the required pace and there was increasing evidence that the spread of AIDS was reaching epidemic.  Therefore, the Government ordered the conversion of the State AIDS Control Society into a registered Society in May1994.  The major areas of activity of TANSACS is awareness campaigns in the mass media, training, financia support to Non-Governmental Organisations and care for AIDS patients (http://www.tansacs.org/)

D. Related Studies

Barbra (2007) carried out a study on “Disclosure of HIV infection in South India”. The aim of the study was to examine aspects related to self-disclosure of their seropositive status among 68 persons (35 men and 33 women) infected with HIV. Data was collected in-depth through interviews to assess the ways in which HIV-related disclosure took place and the factors that influenced the disclosure. The data was subjected to both qualitative and quantitative analysis. Voluntary disclosure was noted in 44 subjects (65 percent), while in other 24 (35 percent) subjects disclosure occurred without consent. Of those who disclosed, 78 percent of the subjects reported self-disclosure to family members, 7 percent to friends and 15 percent exclusively to health professionals. Expectations of emotional and material support from the family members were one of the commonly cited reasons for voluntary disclosure. Only half of the subjects disclosed complete and truthful information. While in the rest, disclosure was partial or disguised as a less stigmatizing illness. Stigma, fear of discrimination and the quality of being useless were reported as the main reasons for non-disclosure. The majority of the subjects (73 percent) reported anticipation of negative societal reaction as the main concern following disclosure. In India, where HIV-related counselling services are still not freely available, there continue to be non-uniform practices related to confidentiality and disclosure. The findings of the study were important in identifying cultural factors related to disclosure in HIV infection and highlight the need to examine the varying patterns and concerns related to disclosure among HIV-infected individuals. 

A study on  “Prevalence of HIV infection in psychiatric patients attending a general hospital in Tamil Nadu, South India”. Was  carried out by Dobe (2005).  The study was conducted to detect antibodies to HIV-1 or HIV-2 infections in 1,160 consecutive, newly registered, adult psychiatric outpatients at a general hospital in South India to determine whether psychiatric patients coming to general hospitals are a population at high risk for HIV infection and should be routinely screened. The seroprevalence of HIV infection was not nearly correct rates as expected of a high-risk group compared to the national (0.7 percent) or regional community (1.8 percent) prevalence. It did not differ significantly from HIV seroprevalence in non-psychiatric patients who were systematically screened during the same period, but was greater than the seroprevalence in healthy blood donors Non-psychiatric patients were also more likely to be HIV infected than blood donors.  These findings have implications for HIV testing policies among psychiatric and non-psychiatric patients coming to general hospitals in India. 

Goel (2004) carried out a study on “Surviving the sex trade: a comparison of HIV risk behaviours among street-involved women in two Canadian cities who inject drugs “.  According to the study, In Canada, very little was known about the factors and processes that cause drug-related harm among female intravenous drug users (IDUs). Women who inject drugs and participate in the survival sex trade and are considered to be at increased risk for sexual and drug-related harms, including HIV infection. Analyses were conducted to compare the demographic characteristics, sexual risk behaviours, risky injection practices and drug use patterns among women who self-identified as participating in the sex trade with those who did not identify as participating in the sex trade. HIV prevalence at the study visit was 29 percent for sex trade workers and 29.2 percent for non-sex trade workers. While patterns of sexual risk were similar, the risky injection practice and drug use patterns between sex trade workers and non-sex trade workers were markedly different. 

A study on “China's floating population and the potential for HIV transmission “was carried out  by Hunter (2005).  In the study, Historical, geo-economic and behavioural perspectives were used in as an exploratory analysis of China's migrant or 'floating' population as a factor in the spread of HIV on the mainland. When viewed in light of various social dynamics, the convenience survey data suggest that elements within the migrant population, as well as their rurally located partners and spouses, may be at increased risk of acquiring the virus. Given the sheer size and broad movement of this population, it is contended that it may well be a 'tipping point' factor in AIDS prevention and control in China. 

Kapil (2007) carried out a study on “Parental views on disclosure of diagnosis to their HIV-positive children”.  Parents of HIV-positive children were known to delay disclosure of diagnosis. The study examined the concerns about parents attending a South London family clinic had about disclosure of diagnosis to school-aged children with HIV, to establish the stages they were at in terms of the disclosure process and to find out what plans they had regarding further disclosure. Thirteen families with vertically-infected children who did not know their HIV diagnosis were included in the study. Findings showed that parents generally partially disclose information about the illness without naming it and delay full disclosure. The most frequently given reason for delay in talking to their child about HIV was fear that the child may accidentally reveal their diagnosis, thereby simultaneously revealing maternal HIV status and exposing the family to potential stigmatization, discrimination and prejudice. 
Ingle (2007) carried out a study on “Improving young people's access to reproductive health care in rural Zimbabwe”.  The aim of the study was to explore ways to improve the accessibility of clinics for young people with reproductive health problems in rural Zimbabwe. The study, took place in rural Masvingo, was part of a project to develop a comprehensive adolescent reproductive health intervention for Zimbabwean youth. Six focus group discussions were held with secondary school pupils aged 16-19; four focus group discussions were held with nurses. Additionally, 16 community meetings with parents of adolescents were observed.   Three main categories and several sub-categories emerged from the data. The accessibility of existing services for young people was poor, partly because nurses were reluctant to provide such services due to lack of clarity in legislation and also through fear of condoning adolescent sexual activity. 

Prasad (2004) carried out a study on “Dynamics of knowledge and attitudes about AIDS among the educated in southern India”.  In the study, AIDS awareness and attitudes among an educated segment of the Indian population were assessed. The study population was a total of 433 students and faculty in colleges and universities, and research & technical staff of the Public Health Service. While most knew that sexual intercourse (96 percent) & injection drug use (85 percent) could transmit HIV, and that shaking hands (95 percent) & mosquitoes (86 percent) could not, 63 percent did not know that breastfeeding was a mode of transmission and 71 percent falsely believed that they could acquire HIV by donating blood. The only variable to correlate positively with knowledge was education. Knowledge about true and false modes of transmission constituted three distinct dimensions as determined by factor analysis. An overwhelming majority (90 percent) harbored at least one adverse view towards persons with AIDS. Knowledge and education independently correlated with decreased hostility. There was great concern about the impact of the disease: 85 percent believed that AIDS is a very serious problem in India and 93 percent favored increased government spending on AIDS education. 

A study on “Environmental change and organizational evolution: reconsidering the niche of community-based AIDS organizations” was carried out by Ray (2001). The study examined the changing role of AIDS service organizations (ASOs) in the provision of community-based HIV services. The paper also showed how ASOs have to reassess their ties to other service organizations and, often, to redefine their mandate in the light of the changing needs associated with HIV. The paper explored some of the problems associated with the changes, and suggested  how changing service needs require a renewed commitment on the part of ASOs to work at the level of advocacy and political change. 

Suneetha (2004) carried out a study on “Heterosexual behaviour and condom usage in an urban population of Delhi, India”.  In the study, a survey was conducted among the lower-class urban population of Delhi, India to describe the heterosexual behaviour, condom usage and awareness about STDs/AIDS revealed that 4.4 percent respondents had sex outside/before marriage. Female commercial sex workers, friends and neighbours were the important sexual partners. Heterosexual activity was significantly higher among males, unmarried, literates and middle/higher income groups. Almost half of those who had sex before/outside marriage never used a condom during the sexual encounter. Though only a small fraction of the population was found to be engaged in extra-/pre-marital sex, the overall impact of this may be multifold, given the nature and modes of HIV transmission. The superficial and inadequate knowledge regarding STDs/AIDS among this population, especially among those having extra-/premarital sex, indicated an urgent need for appropriately targeted health education and condom promotion activities in the community with an endeavour to increase awareness about STDs and HIV/AIDS and motivate people towards healthy sexual lifestyles. 

A study on “Testing and treatment behaviour of HIV-infected women” was carried out by Selvam (2001).  According to the study, all women were 20-45 years of age and had not yet been diagnosed with AIDS. Data for the analyses presented were gathered through an interviewer-administered questionnaire completed before respondents participated in an unstructured interview. The analyses examine race/ethnic differences in women's delays in seeking testing and medical care, and in sources and types of HIV-treatment. Most significant for primary and secondary prevention efforts, the findings suggested that a significant proportion of women who suspect they were infected may delay being tested, and further, a substantial proportion who learns they are seropositive may delay seeking medical care. Thus important opportunities among HIV-infected women for secondary prevention through timely antiviral and prophylactic treatment, and for primary prevention through risk-reduction counselling may be missed in many cases. 
Uttam (2008) carried out a study on “Reasons for having sex and sexual risk-taking”.  In the study Individuals report a variety of reasons for having sex. Understanding these reasons can improve HIV and STD prevention efforts because, they may constitute an important component in the aetiology of sexual risk-taking behaviours.   Respondents reported how often they engaged in sex for 16 reasons and how frequently they participated in high, moderate, and low-risk sexual practices. A principal components analysis identified five factors used to construct scales: love; compliance; pleasure; altered states; and potency. Higher-risk sexual practices were positively associated with the pleasure and potency scales, whereas lower-risk practices were positively associated with the love scale. 

A study on “Powerlessness and HIV prevention among people who trade sex for drugs” was carried out by Prins (2006) .  In the study, data from six US cities participating in a community-based drug research project were analysed to examine the determinants of trading sex for drugs.. However, the results show that trading sex for drugs is closely related to conditions of poverty and homelessness. 

Ratger (2007) carried out a study on “Promoting HIV prevention: a problem identification approach to interventions in post-HIV test counselling”.  HIV antibody testing was carried out in a wide variety of clinical settings. Counselling at the time of HIV testing involved more than obtaining informed consent and there can be an active role for HIV prevention strategies. Whilst research has not clearly identified the effectiveness of either HIV testing or counselling for HIV prevention, HIV testing does allow for focused discussions with individuals about risk behaviour. Therefore all efforts to refine interventions to enhance HIV prevention must be encouraged. Interventions which encourage clients to examine beliefs about behaviours and relationships can bring about an increase in perceived choices, and thereby lead to changes in behaviour.  

A study on “Sexuality in Montreal women living with HIV” was carried out by Joshi (2003).  In this study, the impact of learning a positive HIV test result on the sexuality of 161 women (47 injection drug users (IDU), 53 non-IDU women of Halitan or African origin (non-IDU-HA ), and 61 non-IDU Caucasian women (non-IDU-C) was assessed using closed and open-ended questions.  After learning their HIV status, 110 women (68 percent) were sexually active, 48 (44 percent) of these within 1 month.  After resuming sexual activity, 84 percent underwent a sexual adjustment period.  IDU women were more likely to have frequent sex, be anorgasmic, and prefer sex less often  consistent partner condom use was low in general (19 percent for IDU,30 percent for non-IDU-HA, and 62 percent for non-IDU-C) and by partner type (new regular partner 58 percent, same regular partner 36 percent, casual partner 29 percent).  Counseling focused on the safe and satisfying aspects of sex may assist women with HIV infection in sexual decision-making.  Facilitating the access of IDU women with HIV infection to medically supervised drug provision and to detoxification and rehabilitation programmes can weaken the link between drug use and sex work.
Sankar (2005) carried out a study on “Expanding the range of interventions to reduce HIV among adolescents”.  In the study, the goals, strategies, approaches, and delivery sites of adolescent HIV prevention programs are reviewed.   The study also suggests that In addition to reducing sexual activity and substance use, HIV prevention programs may also reduce adolescents' HIV risk by: decreasing poverty; ensuring access to HIV testing, healthcare, general social skills training, and employment opportunities; and requiring community service for students. 
A study on “Structural interventions to reduce HIV transmission among injecting drug users” was carried out by Panda (2002).  The main objective of the study was to review current knowledge of 'structural' interventions to reduce HIV transmission among injecting drug users.  The study also suggests that, Preventing HIV infection among injecting drug users must be considered within the context of the continuing global spread of psychoactive drug use, and injecting drug use in particular. Some policies that are designed to reduce drug use may tend to increase HIV transmission among persons who do inject drugs. Evaluation of structural interventions can be difficult, as populations of drug users are usually the relevant unit of analysis. Typically, pre versus post comparisons must be used, hopefully with multiple pre and post data points. Structural interventions are often associated with 'large effects', increasing confidence that the intervention is the cause of the reduction in HIV-risk behavior. Increasing the availability of sterile injection equipment, through pharmacy sales or syringe exchange or both, is the most common and best-studied structural intervention for injecting drug users. The studies indicate that this usually, but not always, leads to large reductions in HIV-risk behavior. Involving drug users in the design and implementation of HIV-prevention programs can be considered a 'meta-structural' intervention that should lead to programs with increased effectiveness. 

Dhonoa (2002) carried out a study on “Structural interventions to encourage primary HIV prevention among people living with HIV”.  The study focused on primary prevention for people living with HIV and the importance of actively involving HIV-infected people in developing prevention strategies. Structural-level or policy interventions - as opposed to behavioral or psychological interventions - help shape the world in which HIV-infected people live. Thus, we assess potential policy-level interventions that may serve either as a barrier to or a facilitator of primary HIV prevention from the perspective of the people living with HIV. Among potential barriers, we discuss criminalization of nondisclosure in specific sexual situations, laws limiting travel and immigration, name-based HIV reporting and mandatory partner notification. Under potential facilitators, the discussion is on confidentiality laws, antidiscrimination protections, expansion of HIV primary care, and primary prevention programs designed to actively involve infected people. Ultimately, whether any given policy is a 'barrier' or 'facilitator' of primary HIV prevention is an empirical question, dependent on the acceptability of an intervention to those already infected and those at risk, thus policy research evaluating the impact of structural factors on people living with HIV is encouraged.

A study on “Structural factors affecting women's HIV risk” was carried out by Dos (2002).  According to the study, AIDS and HIV incidence among women continues to escalate in the United States and globally. While several behavior-change interventions have shown promise in helping some women to reduce their risk of HIV infection, numerous barriers continue to prevent many at-risk women from protecting themselves effectively. 

Connie (2004) carried out a study on “.Sources of AIDS awareness among women in India”.  In the study, Sources of AIDS awareness among rural and urban Indian women were analyzed using data from the National Family and Health Survey (2000-2002). Two measures were developed to study the impact each source had on knowledge. 'Effectiveness' was defined as the proportion of women who had heard of AIDS from only one source, from among women who had heard of AIDS from that particular source and other sources. 'Independent effect' was the proportion who had heard of AIDS from only one source in relation to all women who had heard of AIDS. Television was the most effective medium, and also had the highest independent effect. Radio and print had very low effectiveness and independent effect. Although television and print audiences are growing in India, it is likely a sub-group of women will continue to lack media access. There is an urgent need to disseminate AIDS awareness to the 'media underclass'. Since the media will not reach this particular group, other sources including health workers, community level activities such as adult education programmes, and networks of friends and relatives need to be explored.

A study on “Determinants of HIV risk among Indian truck drivers” was carried out by Mahadevan (2008).  According to the study, although there are very high levels of HIV risk sexual behavior in India, there has been little research done on the determinants of this behavior, the psychosocial correlates of condom use, or the potential for effective behavior change interventions. The present research used the information–motivation–behavioral skills, model of HIV risk behavior to explore these issues in a sample of Indian truck drivers, a population that comprises an important vector of HIV transmission. The data were collected via detailed individual structured interviews with 300 Indian truck drivers. The study also suggested that Indian truck drivers had substantial deficits with respect to HIV prevention information, motivation, and behavioral skills. Consistent with the IMB model, these deficits were often found to be predictive of HIV risk and preventive behavior.
III METHODOLOGY

The Methodology for the study entitled “Dissemination of Information on HIV/AIDS to the construction workers” consisted of the following steps.

A. Planning the programme

B. Implementing the programme

C. Evaluating the programme

A. Planning the programme

1.  Selection of the Area

2.  Selection of the Sample

3.  Selection of the Method

1. Selection of the Area

The area chosen for the study was ‘Chinnavedampatti’, Chinnavedampatti Panchayat of Sarkar Samakulam Panchayat Union which is 25 km away from the Coimbatore city.  The investigator had visited                     10 construction areas in Coimbatore district and finally selected ‘Chinnavedampatti’ because it had adequate number of sample.                            The investigator obtained permission from the engineer and supervisor of the construction site

2. Selection of the Sample

A sample is a definite plan for obtaining a sample from a given population (Kothari, 2006).  Out of 145 workers engaged in construction work at the site, 100 samples were randomly drawn constituting both men and women.

3.  Selection of the Method

A survey is a process of collecting data from existing population in the study (Gupta, 2006).  Questioning a person is to determine their understanding and knowledge of the facts or circumstances related to the subject of an investigation (http://www.google.co.in/search?html).

 Since most of the construction workers were illiterates, interview method was selected as a tool for conducting the survey and a schedule to elicit the information of socio-economic background and HIV awareness level of construction workers.

An interview schedule was framed and used for collection of data (Appendix I).  Same questionnaire was used for both pre knowledge and post knowledge test.

A questionnaire was framed by the investigator in order to evaluate the audio visual aids used by the investigator and resource persons for dissemination of information on HIV/AIDS to the construction workers (Appendix II).

B.  Implementing the Programme
1. Pooling of teaching materials

2.  Preparation of teaching learning materials (TLM)
3. Application of teaching materials

  1.  Pooling of teaching materials
The investigator pooled the teaching learning materials on HIV/AIDS, from three sources namely

· Public Health Centre (PHC), Thudialur, Coimbatore.

· Government Hospital (GH) Coimbatore.

· Native Medicare Charitable Trust (NMCT), an NGO, Coimbatore (Plate I and II).
2. Preparation of teaching materials
The investigator prepared the teaching materials like charts and posters on HIV/AIDS, mode of transmission of HIV/AIDS, preventive measures and tests for HIV/AIDS (TLM-I).  The investigator also collected newspaper cuttings from different newspapers (Plate III).
3. Application of teaching materials

The Posters, charts and pamphlets were used by the investigator for dissemination of information on HIV/AIDS (Plate IV and V).  The  flash cards were utilized by the resource persons for making the teaching interesting                (Plate VI).

a. Plan of action of teaching programme.

b. Cooperation of the workers.

c. Efforts taken by the authorities at the construction site.
a. Plan of action of teaching programme:


The plan of action was chalked out by the investigator and Table VIII explains the details of the same.

Table VIII explains the education programme 
TABLE VIII
EDUCATION PROGRAMME
	S.NO
	Topics
	Topics covered
	Methods
	Audio visual aids
	Resource person

	1.
	Introduction
	Explaining about education programme, testing the initial knowledge on HIV/AIDS.
	Lecture
	Interview schedule


	Investigator

	2.
	Basic facts about AIDS
	Scenario of HIV/AIDS, mode of transmission of HIV/AIDS, symptoms of AIDS, preventive measures for AIDS, whether AIDS is curable or not, whether AIDS is a communicable disease.
	Lecture, group discussion
	Flash cards
	Ms.Gayathri

and

Mr. Jaikumar

(counselors)



	3.
	Misconceptions about AIDS
	Does HIV spreads through mosquito bites, kissing, body piercing, car piercing, and tattoo needles or through food, water or air.
	Lecture, group discussion
	Posters and charts
	Miss Gayathri

And

Mr. Jaikumar

(counselors)



	4.
	General details about HIV/AIDS
	AIDS advertisements, government schemes for AIDS, symbol for AIDS, agencies working for AIDS and about persons educating public on HIV/AIDS.
	Lecture, group discussion
	Posters and charts
	Investigator


After education programme, the pamphlets were distributed to the selected construction workers. So that they would disseminate the information to the peer group (Plate VII).  Posters and charts were used while teaching them as well as stuck at the construction site (Plate VIII, IX and X).

b.  Cooperation of the workers:

The selected construction workers were good respondents and were receptive in nature.  And they were interested to spread the knowledge regarding HIV/AIDS to others (Plate VIII, XI, X and XI).  The entire process of education including the planning and preparation took six months for the investigator.

c.  Efforts taken by the authorities at the construction site:

The engineer and the supervisor of the construction site were very cooperative and rendered their full support in granting permission for conducting the education programme, in assembling workers during education programme and also in sticking posters and charts (Plate XII).

C. Evaluation of the Programme
The evaluation of the project was done in terms of their awareness and knowledge level on HIV/AIDS.  The same interview schedule was adopted to analyze the knowledge gained.

The results will be discussed under the following headings.

1. Personal profile of the respondents

2. Methodology of information dissemination on HIV/AIDS

3. Comparative analysis of knowledge gained

4. Evaluating the reach of information among the workers.
IV RESULTS AND DISCUSSION
The results pertaining to the study on “Dissemination of Information on HIV/AIDS to the Construction Workers”, are discussed under the following heads:

A. Personal profile of the Respondents


B. Methodology of Information Dissemination on HIV/AIDS.


C. Comparative Analysis of knowledge gained.


D. Evaluating the reach of information among the workers.
A. Personal Profile of the Respondents
Table IX explains the personal profile of the respondents (Figure IV).

TABLE IX

Personal profile of the respondents

	Traits
	Percentage
(n:100)

	Age group

11-20

21-30

31-40

41-50

Religion

Hindu

Muslim

Christian

Caste

SC/ST

MBC

BC

OC

Family type

          Joint family

Nuclear family

Monthly income in Rs/-
Less than 2000

Less than 3000

3000 and above
	20

40

30

10

92

2

6

20

40

20

20

22

78

-

44

56



Since most of the workers were migrants from Andhra Pradesh and North India, efforts were taken by the investigator to educate those workers in their own languages namely Telegu and Hindi.

Age group
Majority of the respondents belonged to the age group of 21-30 years, which shows that most of the respondents come under the adolescent age group, which is the most vulnerable one.  People who come under this age group were very interested in listening to the education programme and they were frequently clarifying their doubts.  AIDS education is most imperative for these people.

Religion
It was interesting to observe that majority (92 percent) of the respondents were Hindus, 6 percent were Christians and the remaining 2 percent were Muslims.  And all of them showed great interest in listening to the education programme.

Caste
 Community is a fundamental and unique institution in Indian society.  Relationship between cast and Indian society has been so long and intimate as inseparable.  Majority (40 percent) of the respondents belonged to most backward caste.

Family type
It was observed that 78 percent of the respondents were in nuclear families and the remaining 22 percent of them were migrants, they were much interested in listening to the education programme than others.  The workers actively participated in the education programme and were clarifying their doubts then and there. 

Monthly income
Majority (56 percent) of the respondents earned less than 3000 per month.  And they also reported that it was insufficient for them to run their family.  It clearly shows that most of the respondents belonged to low-income category.

B. Methodology of Information Dissemination on HIV/AIDS

Table X explains the knowledge gained by the respondents on audio visual aids (Figure V).

TABLE X
KNOWLEDGE ON AUDIO VISUAL AIDS
	S.No.
	Traits
	Audio Visual Aids (N=100)%

	
	
	Posters
	Charts
	Pamphlets
	Flash Cards

	1.

2.

3.

4.

5.
	Attractiveness

Interesting

Boring

Informative

Easy to Understand
	60

10

-

30

50
	10

10

-

30

20
	10

-

13

10

10
	20

80

-

30

20


The investigator prepared a separate questionnaire (Appendix II) in order to assess the effectiveness of audio visual aids.  Majority of the respondents said that posters were attractive, informative and easy to understand.  Since most of them were illiterates, they were not interested in reading pamphlets and they just had a tendency to look at the pictures.    The workers actively participated and helped the investigator in sticking posters and charts.  After the posters has been stuck, the workers viewed everything and they came out with lot of questions like,

· What are the preventive measures for AIDS?

· Where are they supposed to test for AIDS?
· How long will it take for the symptoms to appear for the AIDS patients and so on?

They also reported that, they have not heard about AIDS in detail before.  So, the education programme was an eye opener, since it created awareness on HIV/AIDS.
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KNOWLEDGE ON AUDIO VISUAL AIDS

FIGURE V

C. Comparative Analysis of Knowledge Gained
The comparative analysis of knowledge gained is discussed on the following heads.

1. Knowledge gained on Mode of Transmission of HIV/AIDS.

2. Knowledge gained on Symptoms of AIDS.

3. Knowledge gained on Window Period for AIDS.

4. Knowledge gained on Preventive Measures for AIDS.

5. Knowledge gained on Facts about AIDS.

6. Knowledge gained on Misconceptions about AIDS.

1. Knowledge gained on mode of transmission of HIV/AIDS
Table XI explains the awareness on mode of transmission of HIV/AIDS (Figure VI).

TABLE XI
    AWARENESS ON MODE OF TRANSMISSION OF HIV/AIDS.
	S.No.
	Mode of Transmission of HIV/AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1.

2.

3.

4.
	Unprotected sex

Infected mother to child

Blood transfusion

Unsterilized needles
	29

-

12

-
	30

13

16

-
	100

100

100

100
	100

100

100

100


It was encouraging to note that majority (30 percent of women and 29 percent of men) were aware that unprotected sex was one of the major reasons for transmission of HIV/AIDS.  Since women are more affected, they showed great interest in listening to the education programme than men and also raised questions on blood transfusion and sterilized needles.                         The workers became aware that HIV was not a contagious disease.                         The education had its own impact on the workers and they gathered cent percent knowledge on mode of transmission of HIV/AIDS.
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FIGURE VI

2. Knowledge gained on symptoms of AIDS

Table XII explains the knowledge gained on symptoms of AIDS                (Figure VII).
TABLE XII
AWARENESS ON SYMPTOMS OF AIDS
	S.No.
	Symptoms of AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1.

2.

3.

4.

5.
	Fever

Head ache

Skin rash

Sore throat

Weight loss
	-

-

7

-

9
	-

-

11

-

23
	100

100

100

100

100
	100

100

100

100

100


Majority (23 percent of women and 9 percent of men) had known that weight loss is one of the symptoms of AIDS.  And (11 percent of women and 7 percent of men) had known that skin rashes will appear for AIDS patients.  Compared to men, the responses from women were much better and they showed great interest in listening to the education programme and were curious to raise questions on symptoms of AIDS.   Rest of them did not have any knowledge on symptoms of AIDS.  

The awareness creation enabled them to learn the various symptoms of HIV/AIDS like fever, head ache, skin rash, sore throat and weight loss.               At the end, the respondents gathered cent percent knowledge on symptoms of HIV/AIDS.
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AWARENESS ON SYMPTOMS OF AIDS

FIGURE VII

3. Knowledge gained on window period for AIDS
The window period is the length of time after infection that it takes for a person to develop enough specific antibodies to be detected by current testing methods.  If an individual engages in unsafe sex or shares drug injection equipment and becomes infected, the body will make antibodies to fight HIV.  When enough antibodies are developed, the HIV antibody test will result positive.  Each person’s body responds to HIV infection a little differently, so the window period varies slightly from person to person.   

Before education programme, it was alarming to note that the respondents had no idea about window period; more so none of them knew about window period.  The education programme was an eye opener because it enabled the respondents to know in detail about window period like

· What is window period

· How long will it take for the symptoms to appear and so on.

  But after the education programme, all the selected 100 respondents were aware  of the window period. 

4.  Knowledge gained on preventive measures for AIDS
Table XIII reveals the knowledge gained on preventive measures for AIDS (Figure VIII). 

TABLE XIII
AWARENESS ON PREVENTIVE MEASURES FOR AIDS
	S.No.
	Preventive Measures for AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1.

2.

3.
4.

	Using condoms or safe sex

Check blood prior to transfusion

Sterilized needles or syringes

Avoid pregnancy when having HIV/AIDS
	34

-

-

-


	18

-

13

-
	100

100

100

100
	100

100

100

100


 Majority (34 percent of men and 18 percent of women) were aware that using condoms or safe sex is the best way to prevent HIV/AIDS.  Here it was encouraging and interesting to note that, when compared to women, men had better knowledge about use of condoms and safe sex.  And 13 percent of the women had knowledge that using sterilized needles was one of the preventive measures for AIDS.  Though it was a sensitive topic to speak about HIV/AIDS especially about condoms, resource person, insisted that, nobody needs to feel shy or embarrassed about it.  he also insisted that it is an important topic which everyone should know.  So, the workers were really interested to listen to the education programme. The education programme was really informative and useful for the respondents because the resource person clearly explained about  

· What are condoms

· How a condom should be used

· What are sterilized needles and syringes

· Why pregnancy should be avoided when having HIV/AIDS and so on.

After the education programme, all the selected 100 samples were aware about the preventive measures for HIV/AIDS.  Prevention is better than cure.
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5. Knowledge gained on facts about AIDS
Table XIV reveals the knowledge gained on facts about AIDS             (Figure IX).

TABLE XIV
AWARENESS ON FACTS ABOUT AIDS
	S.No.
	Facts about AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1.

2

3.

4.
	HIV/AIDS is incurable disease

HIV/AIDS is a non communicable disease

No medicines are available for AIDS

Death is the end result of AIDS
	13

10

12

4


	17

10

18

6
	100

100

100

100
	100

100

100

100


Before education programme, most of them had some knowledge on facts about AIDS.  It was encouraging to note that, when compared to men, women had better knowledge on facts about AIDS and the responses from women were also much better when compared to men, may be due to the fact that most vulnerable and affected are the better half and weaker sex, women.    The respondents were not aware that AIDS was an incurable disease and death is the end result of AIDS.

Except few, many did not have any idea about the medicines available for AIDS.  After the education programme, the respondents gathered cent percent knowledge on facts about AIDS.
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6. Knowledge gained on Misconceptions about AIDS.

Table XV reveals the knowledge gained on Misconceptions about AIDS (Figure X).


 
TABLE XV
AWARENESS ON MISCONCEPTIONS ABOUT AIDS
	S.No.
	Misconceptions about AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1.

2.

3.

4.
	HIV passes through

Mosquito bites

Kissing

Food, water or air

Body piercing, ear piercing or tattoo needles
	7

19

8

6
	9

24

15

12
	100

100

100

100
	100

100

100

100


Before the education programme, when compared to men, women  had many misconceptions about AIDS like HIV spreads through mosquito bites, kissing, food, water, air and through body piercing, ear piercing and tattoo needles.  It is a myth that HIV will spread by touching or shaking hands.  This is because HIV is not an air borne, water borne or food borne virus.  Also, the virus does not survive for very long time outside the human body.

Therefore ordinary social contact such as kissing, shaking hands, coughing, mosquito bites and body piercing does not result in the virus being passed from one person to another.  After education programme, the respondents gained cent percent knowledge on misconceptions about AIDS.
D. Evaluating the reach of information among the workers

The reach of information among the workers is discussed on the following heads.

1. Knowledge gained on General information about AIDS.

2. Knowledge gained on Symbol for AIDS.

3. Knowledge gained on media responsible for disseminating information on AIDS.
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1. Knowledge gained on general information about AIDS

Table XVI reveals the knowledge gained on general information about AIDS (Figure XI).

TABLE XVI

AWARENESS ON GENERAL INFORMATION ABOUT AIDS

	S.No.
	General Information about AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1

2.
3.

4.
	AIDS advertisements

Government schemes for AIDS

NGO’s working for AIDS

Resource person educating public on AIDS


	12

-

-

-
	20

-

-

-
	100

100

100

100
	100

100

100

100


Majority (20 percent of women and 12 percent of men) had seen  the 

 AIDS advertisements, they also reported that, they have seen those advertisements in television, posters, banners and on auto rickshaws.  When compared to men, women were very much interested and curious in listening to the education programme.  Rest of them did not have any knowledge on 
· Government schemes for AIDS like GEMS (Government Employees Medical scheme – Managing HIV)

· NGO’s working for AIDS like Society for Integrated Development in Urban and Rural Areas(SIDUR), Action for Integrated Rural and Tribal Development  Social Services Society, (AIRTDS)

· Resource persons educating public on AIDS like Mr. Mahadevan and so on.

The education programme was really useful and informative for the workers and all the selected 100 respondents gained cent percent knowledge on general information about AIDS.
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2. Knowledge gained on symbol for AIDS
 The Red Ribbon is the global symbol for solidarity with HIV positive and people in the common fight against this disease. The red ribbon is: Red as a sign of love, or a symbol of passion and tolerance towards those affected: Red as a sign of blood, representing the pain caused by the many people who died of AIDS; Red as a sign of anger about the helplessness by which we are facing a disease for which there is still no chance for a cure; Red as a sign of warming not to carelessly ignore one of the biggest problems of our time.  It was encouraging and happy to note that, majority (10 percent men and 30 percent women) had known that red ribbon was the symbol for AIDS.   Rest of them did not have any knowledge on symbol for AIDS.

After education programme, all the selected 100 respondents gained complete knowledge on symbol for AIDS.

3. Knowledge gained on media responsible for disseminating information on AIDS
Table XVII reveals the knowledge on media responsible for disseminating information on AIDS (Figure XII).
TABLE XVII
INFORMATION DISSEMINATION THROUGH MEDIA

	S.No.
	Media responsible for gaining knowledge on HIV/AIDS
	No. of Respondents

(Men-43, Women-57)

	
	
	Before
	After

	
	
	Men
	Women
	Men
	Women

	1.

2.

3.

4.

5.
	Radio

Television

Magazines

News papers

Others
	15

14

6

8

-
	5

26

2

4

20
	100

100

100

100

100
	100

100

100

100

100
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FIGURE XII

Before education programme, all the respondents mentioned at least one of the above said media helped them to gain knowledge on HIV/AIDS.  Majority of the men had reported that radio, magazines and newspapers was helpful for them to gain knowledge on HIV/AIDS. And majority of the women had reported that television was helpful for them to gain knowledge on HIV/AIDS. After education programme all the selected 100 respondents gained cent percent knowledge on media responsible for disseminating information on HIV/AIDS.
V. SUMMARY AND CONCLUSION

The study entitled “Dissemination of information on HIV/AIDS to the construction workers”. Was carried out in construction site in Chinnavedampatti, Chinnavadampatti Panchayat, which is 25 Km away from the Coimbatore city, with a total sample of 100 construction workers constituting 43 men and 57 women.

Since most of the construction workers were illiterates, interview was selected and interview method was used as a tool to elicit information on socio economic background and HIV awareness level of construction workers.

Since most of the workers were migrants from Andhra Pradesh and North India, efforts were taken by the investigator to evaluate those workers in their own languages namely Telegu and Hindi.

Education programme on HIV/AIDS was arranged by the investigator.  After educating the respondents, the objectives of the research were explained and data relevant to the study was collected by the investigator personally contacting the respondents.

Sensitizing the respondents on HIV/AIDS:

· The investigator pooled the teaching learning materials on HIV/AIDS, from three sources namely

· Public Health Centre (PHC), Thudialur, Coimbatore.

· Government Hospital (GH) Coimbatore.

· Native Medicare Charitable Trust (NMCT), an NGO, Coimbatore

· The investigator prepared the teaching materials like charts and posters on HIV/AIDS, mode of transmission of HIV/AIDS and preventive measures for HIV/AIDS and utilized most of the audio visual aids for disseminating information of HIV/AIDS and flash cards were utilized by the resource persons for the same.

Educating the respondents on HIV/AIDS:
· The investigator arranged an education progamme for disseminating information on HIV/AIDS and invited the resource persons Mr. Jaikumar and Miss Gayathri (Counselors) from PHC, Thudialur, Coimbatore.  Posters, charts, pamphlets and flash cards were utilized during education programme and the respondents were educated on different aspects of HIV/AIDS.

· After education programme, the pamphlets were distributed to the selected construction workers.  So that they would disseminate the information to the peer group.  Posters and charts were used while teaching them as well as stuck at the construction site.  The selected construction workers were good respondents and were receptive in nature.  And they were interested to spread the knowledge regarding HIV/AIDS to others.  The entire process of education including the planning and preparation took six months for the investigator.  The engineer and the supervisor of the construction site were very cooperative and rendered their full support in granting permission for conducting the education programme, in assembling workers during education programme and also in sticking posters and charts. The evaluation of the project was done in terms of their awareness and knowledge level on HIV/AIDS.  The same interview schedule was adopted to analyze the knowledge gained.  The entire process of education including the planning and preparation   took six months for the investigator.

The major findings of the above study are summarized below:

A.  Personal profile of the respondents

B.  Methodology of information dissemination on HIV/AIDS.

C.  Comparative analysis of knowledge gained.

D.  Evaluating the reach of information among the workers.

A.  Personal profile of the respondents

· Majority of the respondents belonged to the age group of 21-30 years, which shows that most of the respondents come under the adolescent age group, which is the most vulnerable one.  It was interesting to observe that majority (92 percent) of the respondents were Hindus, 6 percent were Christians and the remaining 2 percent were Muslims.  

· Community is a fundamental and unique institution in Indian society.  Relationship between cast and Indian society has been so long and intimate as inseparable.  Majority (40 percent) of the respondents belonged to most backward caste.

· It was observed that 78 percent of the respondents were in nuclear families and the remaining 22 percent of them were migrants. 

· Majority (56 percent) of the respondents earned less than 3000 per month.  And they also reported that it was insufficient for them to run their family.  It clearly shows that most of the respondents belonged to low-income category.

B. Methodology of Information Dissemination on HIV/AIDS.
· The investigator prepared a separate questionnaire (Appendix II) in order to assess the effectiveness of audio visual aids.  Majority of the respondents said that posters were attractive, informative and easy to understand. Since most of them were illiterates, they were not interested in reading pamphlets and they just had a tendency to look at the pictures. The workers actively participated and helped the investigator in sticking posters and charts.  After the posters has been stuck, the workers viewed everything the and they came out with lot of questions like,

· What are the preventive measures for AIDS?

· Where are they supposed to test for AIDS?

· How long will it take for the symptoms to appear for the AIDS patients and so on?

They also reported that, they have not heard about AIDS in detail before.  So, the education programme was an eye opener, since it created awareness on HIV/AIDS.
C. Comparative analysis of knowledge gained
· It was encouraging to note that majority (30 percent of women and 29 percent of men) were aware that unprotected sex was one of the major reasons for transmission of HIV/AIDS.  Since women are more affected, they showed great interest in listening to the education programme than men and also raised questions on blood transfusion and sterilized needles. The workers became aware that HIV was not a contagious disease.  The education had its own impact on the workers and they gathered cent percent knowledge on mode of transmission of HIV/AIDS.

· Majority (23 percent of women and 9 percent of men) had known that weight loss is one of the symptoms of AIDS.  And (11 percent of women and 7 percent of men) had known that skin rashes will appear for AIDS patients.  Compared to men, the responses from women were much better and they showed great interest in listening to the education programme and were curious to raise questions on symptoms of AIDS.   Rest of them did not have any knowledge on symptoms of AIDS.  The awareness creation enabled them to learn the various symptoms of HIV/AIDS like fever, head ache, skin rash, sore throat and weight loss. At the end, the respondents gathered cent percent knowledge on symptoms of HIV/AIDS.

The window period is the length of time after infection that it takes for a person to develop enough specific antibodies to be detected by current testing methods.  Before education programme, it was alarming to note that the respondents had no idea about window period; more so none of them knew about window period.  The education programme was an eye opener because it enabled the respondents to know in detail about window period.  

Majority (34 percent of men and 18 percent of women) were aware that using condoms or safe sex is the best way to prevent HIV/AIDS.  It was encouraging and interesting to note that, when compared to women, men had better knowledge about use of condoms and safe sex.  And 13 percent of the women had knowledge that using sterilized needles was one of the preventive measures for AIDS.  Though it was a sensitive topic to speak about HIV/AIDS especially about condoms, resource person, insisted that, nobody needs to feel shy or embarrassed about it.  After the education programme, all the selected 100 samples were aware about the preventive measures for HIV/AIDS.  Prevention is better than cure.

· Before education programme, most of them had some knowledge on facts about AIDS.  It was encouraging to note that, when compared to men, women had better knowledge on facts about AIDS and the responses from women were also much better when compared to men. The respondents were not aware that AIDS was a incurable disease and death is the end result of AIDS.  Except few, many did not have any idea about the medicines available for AIDS.  After the education programme, the respondents gathered cent percent knowledge about AIDS.

· Before the education programme, when compared to men, women  had many misconceptions about AIDS like HIV spreads through mosquito bites, kissing, food, water, air and through body piercing, ear piercing and tattoo needles.  It is a myth that HIV will spread by touching or shaking hands.  This is because HIV is not an air borne, water borne or food borne virus.  Also, the virus does not survive for very long time outside the human body.  Therefore ordinary social contact such as kissing, shaking hands, coughing, mosquito bites and body piercing does not result in the virus being passed from one person to another.  After education programme, the respondents gained cent percent knowledge on misconceptions about AIDS.

D. Evaluating the reach of information among the workers
· Majority (20 percent of women and 12 percent of men) had seen the AIDS advertisements; they also reported that, they have seen those advertisements in television, posters, and banners and on auto rickshaws.  When compared to men, women were very much interested and curious in listening to the education programme.  Rest of them did not have any knowledge on 
· Government schemes for AIDS like GEMS (Government Employees Medical scheme – Managing HIV)

· NGO’s working for AIDS like Society for Integrated Development in Urban and Rural Areas(SIDUR), Action for Integrated Rural and Tribal Development  Social Services Society, (AIRTDS)

· Resource persons educating public on AIDS like Mr. Mahadevan and so on.

The education programme was really useful and informative for the workers and all the selected 100 respondents gained cent percent knowledge on general information about AIDS.
· The Red Ribbon is the global symbol for solidarity with HIV positive and people in the common fight against this disease. It was encouraging and happy to note that, majority (10 percent men and 30 percent women) had known that red ribbon was the symbol for AIDS.   Rest of them did not have any knowledge on symbol for AIDS.  After education programme, all the selected 100 respondents gained complete knowledge on symbol for AIDS.

· Before education programme, all the respondents mentioned at least one of the above said media helped them to gain knowledge on HIV/AIDS.  Majority of the men had reported that radio, magazines and newspapers were helpful for them to gain knowledge on HIV/AIDS.  And majority of the women had reported that television was helpful for them to gain knowledge on HIV/AIDS. After education programme all the selected 100 respondents gained cent percent knowledge on media responsible for disseminating information on HIV/AIDS.
Recommendations:

· Making people aware about service available at the public health centre for the management of HIV/AIDS.

· Mass media is a potential influencing agency especially for unorganized sector workers; programmes related to construction workers should provide information on sexuality.

· Educational institutions should conduct workshops and short term training programmes to create awareness on HIV/AIDS to the school students.

· Counseling and testing centre for HIV/AIDS should be organized in every community to facilitate people to have access to prevention of HIV/AIDS.

· Research on HIV/AIDS must be encouraged by the government and universities by offering funds.

· NGO’s should join hands with the clinics and Public health centers to support HIV patients by providing employable skills to have a decent living.

· We can help the HIV positive people by rendering financial advice, practical assistance, counseling and emotional support.  

· AIDS support groups can provide an important outlet to people living with AIDS. Because it provides a place and an opportunity to share experiences and meet people who are facing similar problems.
Conclusion

AIDS as a, massive problem is being realized by the society.  AIDS has caused many to rethink their own social behavior.  There is stigma and discrimination against people living with HIV.  The global AIDS response must become substantially stronger, more strategic and better coordinated in order to achieve AIDS free society.  To completely prevent AIDS, dramatic changes in sexual behavior and drug dependence should occur throughout the world.  AIDS does not discriminate caste, creed, and race, and religion, educational or social status. Prevention of AIDS is our joint responsibility. Education and awareness is the only weapon in our hand. Let us accept the challenge to fight against AIDS. We must support and care for the people with HIV / AIDS with compassion and understanding. Let us work together in order to ‘acquire’ a society free from ‘acquired immune deficiency syndrome’.

“STOP  AIDS. Keep the promise”.
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APPENDIX I

AVINASHILINGAM UNIVERSITY FOR WOMEN, COIMBATORE – 641 043.

AN INTERVIEW SCHEDULE TO ASSESS THE KNOWLEDGE LEVEL OF 
CONSTRUCTION  WORKERS ON HIV / AIDS

I. Socio – Economic Profile:

1. Name 


:

2. Age (in years)

:

3. Residential Address
:

4 Religion:

a) Hindu 
(

b) Christian 


(


c) Muslim
(

d) any other (Specify)
(
5. Caste: 
a) SC/ST 
(

b) MBC (



c) BC
 
(

d) OC (
6 Type of family:



Joint Family (

Nuclear Family (
7. Total family income in Rs. Per month?

a) Less than Rs. 2000 
(
b) Less than Rs. 3000
(
c) 3000 and above

(
II. Knowledge on basic facts about AIDS:

8. Do you know about AIDS?


Yes (

No (
9. Do you know the ways through which AIDS is spread?


Yes (

No (
10. If yes mention it?

Unprotected sex

( 
Mother to child

(
Blood transfusion

(
Unsterlized needles
(
11. Do you know the symptoms of AIDS?


Yes (

No (
12. If yes, mention it?

Fever

(
Head ach
(
Skin rash
(
Sore throat
(
Weight loss
(
All the above(
 13. Do you know the window period for AIDS?


Yes (

No (
14. If yes, mention it?


10 days 
( 

10 weeks
(

10 months 
(

10 years 
(
15. Do you think AIDS is preventive?


Yes (

No (
16. If yes, mention it?

Using condoms or safe sex


(
Check blood prior to transfusion

(
Sterilized needles or syringes


(
Avoid pregnancy when having HIV / AIDS 
(
17. Do you know that HIV/AIDS is an incurable disease?


Yes (

No (
18. Do you know that HIV/AIDS is a non communicable disease?


Yes (

No (
19. Do you know that medicines are not available for AIDS?


Yes (

No (
20. Do you know that death is the end result of AIDS?

Yes (

No (
III. Misconceptions about AIDS: 

21. Can HIV be passed through mosquito bites?


Yes (

No (
22. Can HIV be passed through kissing?


Yes (

No (
23. Can HIV be passed through food, water or air?


Yes (

No (
24. Can HIV be passed from body piercing, ear piercing or tattoo needles?


Yes (

No (
IV. General details about AIDS:

25. Have you seen any AIDS advertisement?


Yes (

No (
26. Do you know any NGOs working on AIDS?


Yes (

No (
27. Do you know any government schemes for AIDS?


Yes (

No (
28. Do you know the symbol for AIDS?


Yes (

No (
29. If yes, mention it?

Red ribbon
(
Red cross
(
Blue cross
(
Skeleton
(
30. Do you know the sources responsible for disseminating information 


On AIDS?


Yes (

No (
31. If yes, mention it?


Radio

( 
Television
(
Magazines
(
News paper
(
Others
(
APPENDIX II

AVINASHILINGAM UNIVERSITY FOR WOMEN, COIMBATORE – 641 043.

AN INTERVIEW SCHEDULE TO ASSESS THE EFFECTIVENESS OF
                                              AUDIO VISUAL AIDS
1. Among the following, which was the most attractive aid?
Posters
  (
Charts
  (

Pamphlets     (

Flash cards    (
2. Among the following, which was the most interesting aid?
 
Posters
  (
Charts
  (

Pamphlets     (

Flash cards    (
3. Among the following, which was the most boring aid? 


Posters
  (
Charts
  (

Pamphlets     (

Flash cards    (
4. Among the following, which was the most informative aid?


Posters
  (
Charts
  (

Pamphlets     (

Flash cards    (
5. Among the following, which do you think is easy to understand?


Posters
  (
Charts
  (

Pamphlets     (

Flash cards    (
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