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DIRECTOR’S NOTE
I am pleased to bring out this document based on our experience in implementing the program on
feminization of HIV/AIDS under the DFID Challenge fund in our operational area in Tenali
mandal.
I understand that Mr. B Ragupathy has taken adequate interest an d care in documenting the
program. I should also mention the efforts put on this by Ms T Janani in collecting the facts and
details.
My special thanks are to Mrs. K avya Jyostna and Mrs. Parameswari, the director, Imayam
Welfare organization, Coimbatore and Mr. R. Ramakrishna our officer at Manchirel for their
comments and suggestions to improve the quality of the documentation
I take this opportunity to thank Madam Keerthigaru , Technical Support Manager, Vasavya Mahila
Mandali, Vijayawada for her trust and technical support for us in availing the project. I also thank
the director Ms. Fieana, Mr . Pankaj Anand and Dr. Deep Mala of the Alliance India HIV /AIDS
for their financial and technical support in implementing the project.
I recall with gratitude t he services of our Board, staff and our community people and villagers, the
presidents of panchayats and government officials in implementing this program successfully.

Y Sambasivarao
AIRTDS, #5-210, South Colony, Kattevaram -522295,
Tenali mandal, Guntur district, AP, India.
E-mail: airtds@airtds.org; Web: www.airtds.org
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FEMINIZATION OF HIV/AIDS
Tenali region
For a population of 223 thousands (Census,2001) the Tenali division comprising of
Tenali and Kolluru Mandals in Guntur district, has a record 388 4 HIV positive persons
(2004).Such a high incidence of HIV people’s vulnerability and incapacity to cope with
growing needs of medical and community care. The region in Guntur district near
Vijayawada is one of the highest HIV prevalent areas in Andhra Pr adesh. Of the total
population, the estimated individuals living with HIV account for 1.01%. According to
the latest NACO estimates, every year, an estimated 250 HIV positive persons including
children are facing death and dire illness in Tenali area. AIRT DS, a grass root
organization has been serving, since 1983, in community health and development
interventions in Tenali region. Its operational area extends to as many as 20 villages
providing benefits through several programs. The operational area for the program,
“feminization of HIV /AIDS ” consist six places – 5 panchayats and a pocket of Tenali
town. The program cover ed a total population of 28 ,520 and of this urban population
constituted 4.5%.
Demography
In our operational area, there are 7 ,856 families. The average family size is 3.6. There
were 14,501 females in the area accounting for 51% of the total population . The
population consists of different communities like naidu, kamma, raju, reddy, pericala,
kummarulu, lambadis, banda and SC/ST populati on. SC/ST form 46.8% of the total
population. Most of the SC population belongs to christian community. muslims in the
program area form around 3%. Of these communities, the SC population engages mostly
in agricultural and non -agricultural labors. Most of the muslims, lambadies and banda
communities are also daily wage earners. A cognizable number of families in
Kattevaram, Y.L.colony and Kolakalur involve in sex work, truck driving and in
occupation like textile trade, construction work. Together, all the se communities form
around 55% of the total population and constitute low -income group.
The program
The program addressed the increasing feminization of HIV/AIDS in these villages in
Guntur district, in Andhra Pradesh , implemented by AIRTDS, one of the 5 implementing
organizations in coastal districts of the state. The program aimed to strengthen and
develop community centered approaches to meet the sexual and reproductive health and
HIV/AIDS related needs of women in low -income settings, placing the over all program
within the long-term strategic context of NACP III, the Government of India . The
program was funded through DFID Challenge Fund supported by India HIV/AIDS
Alliance with Vasavya Mahila Mandali, Vijayawada, as lead partner. The total budget
expenditure for the organization was Rs.8,72,200. The program targeted the following
population
§
§
§
§

women in the age group of 18 -45 years
girls in the age group of 15 -18 years
vulnerable women – women who are at risk to HIV due to marital, social and occupational status
and
women living with HIV/AIDS (WLHA)
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In the six places of program area, there are totally 3 177 women (Census, 2001) belonging
to our beneficiary population.Areawise break up is given in the following table.

Women

Katte
varam
population 2772
15-17
110
years
(4)
RPA>18
387
years
(14)
WLHA
6
reported
(0.2)

Coverage: women population
Area
Y.L.
Yerukala Kopalli Gudiwada
Colony pudi
638
546
733
1530
25
22
30
60
(4)
(4)
(4.1)
(3.9)
98
85
116
230
(15.4)
(15.6)
(15.8)
(15.0)
10
2
2
3
(1.6)
(0.4)
(0.3)
(0.2)

Kolaka
lur
8282
320
(3.9)
1694
(20.5)
4
(0.05)

Total
14501
567
(3.9)
2610
(17.9)
27
(0.19)

Figures in bracket refer to % to total female population.

Of the total female population of 14,501, our beneficiary women account for 22%. The
prevalence of reported HIV among these target women was at 0.8% Due to
organizational difficulties experienced in a part of Yerukalapudi area, an alternative area
from Yerukalapudi – Nandhivelugu belt was taken up with an equal number of
populations during the e arly months of the program.
The goal
The goal of the program “feminization of HIV/AIDS ” is to reduce the spread of HIV
infection and to mitigate its impact among our rural women population . The primary
purposes of the program are:
§ increased participation and involvement of women in decision -making processes
and advocacy activities for their HIV and SRH related needs and rights
§ Decrease in discriminatory practices and attitudes towards women living with
HIV/AIDS
The Strategies were
Ø Training and capacit y building through participatory community involvement in
respect of NGO capacity, peer education for HIV/SRH knowledge, gender and
HIV/SRH rights
Ø Development and strengthening of community groups for women and of linkages
with health care providers and we lfare service providers
Ø Learning and dissemination activities with the beneficiary population
The major outputs expected to be realized were percent population increase in
Ü Participation of project activities at the community level
Ü Having demonstrated c orrect knowledge of risk factors for HIV infection
Ü Knowledge on access to SRH and HIV services
Ü Accessing medical services, counseling care and legal services
Ü Knowledge and practices of correct and consistent use of condoms
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This documentation dwells on AIR TDS’ experience as a grass root organization in
implementing the program. There are six subsequent sections that document different
experiences and lessons learnt across capacity building, program implementation,
communication, stakeholders and the changes the program has brought out among the
beneficiary population. The document also depicts in brief the areas for improvement and
a few glimpses on specific components that need further support.

1. Women
controlling their
risk
2. Women’s scope
for
decisionmaking
in
different
situations
3. Factors
motivating men
to
share
decision-making
regarding
fertility control
4. women’s and/or
men’s access to
health services
that
address
their
specific
concerns
–
STIs/HIV
5. Differentiation
between
male
and
female
health needs
6. Encouraging
couples, parents
and/or children
to discuss sexual
health
7. Activities
at
locations
and
times convenient
to both women
and men

How Feminization our Program is
8. Ensuring
that
WE VOLUNTEERED

9.

10.

11.

12.

13.

14.
15.

men and women
hear and respond
to one another’s
concerns
and
needs
in
a
constructive
manner
Addressing
difficulties
in
condom use from
women’s
and
men’s
perspectives
Teaching women
and men how to
use condoms
Making
easy
access
to
condoms
for
women and men
Enhancing
women’s
and
men’s skills in
negotiating safer
sex
Enhancing
women’s
selfconfidence
Addressing
sexual abuse
Promoting
attitudes
to
relationships that
meet
women’s
and men’s sexual
needs

Facing the challenges of HIV/AIDS/STDS – a gender
based response WHO, KIT, SAfAIDS, 1995

I have been participating in the project
since its inception. I am introduced to
this project through out reach worker. I
accompanied on her home visits. My
mother also joined with me in this
service. I am now a member in this group
and AIRTDS has formed it, they have
introduced this project here as the people
here are not aware of SRH; the local
doctors have not told us an y thing about
this. After the commencement of this
SRH program, I learnt all information
and I myself started educating 10 more
members. Through this program, I have
come to know about what is condom?
What its use is? How to use it? Since
then I started using condom even during
my pregnancy, I am also able to see
female condom. I also learnt about
menstruation, hygiene, safe period,
period for pregnancy. I learned that one
must undergo HIV test and one’s partner
also should take HIV test, then I took
HIV test., I also persuaded my husband
to take up the test. It’s not only that I
learnt the importance of HIV; I also
informed its importance to our
community members. Women have told
me that they were able to access services
at the Government Hospital. What is
significant here is that we take care not
only for us, but also for 10 more
members of our own community.

PEER, KOLAKALURU
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CAPACITY BUILDING
“An organization with professional competency and a staff with conviction and compassion, AIRTDS are
making inroads into addressing feminization of HIV/AIDS. The team work of the organization is
appreciable…. With good wishes ”
Dr. Koteswara raju, Associate professor, DNR C ollege, Bhimavaram, 11 01 2007

Building a team
There had been a lot of expectations and challenges in taking up this program in a given
time frame of 13 months. This had given a special interest to the management and the
lead partner (LP) to look for de dicated and committed cadre who could do their best in
realizing the objectives of the program. AIRTDS had decided to retain its consultant to its
study for Community REACH/USAID program as the project support officer to provide a
professional approach to the program. Of course, it cost AIRTDS dearly but the
management had taken this initiative in order to bring possible innovative features and
practices during the course of the program. The LP had raised the issue of need for PSO
to travel locally quiet in tensively and ensured that the PSO would be able to do it despite
being a new person for the region. Then came selection of ORWs. The process was held
at LP, Vijayawada. But it was indeed a Herculean task .
Initially the panel wanted to have new faces as they would be young, energetic as also
qualified. But women applicants rarely came forward due to the nature of work. Initially,
the candidates used to express their willingness to attend the interview but ultimately,
they never turned up. Then, AIRTDS rev erted to their reserved candidates and invited
them for selection. Expectedly, in the interview, there was no agreement. But the project
could not wait. Finally, the panel approved for the two ORWs and for the third, a local
community volunteer was given a n opportunity. The process took 2 -3 weeks.
Meanwhile, searching for community volunteers in each selected village was on. Village
heads were approached for recommending suitable persons. Invariably, in every village,
the community first referred the DWCRA group leaders or its animators. But, our
common concern was whether these women would be available at our convenience.
would it be possible for us to work together regularly; what would be the pressure of
mandal office which was in charge for the DWCRA gr oups, on these women when there
emerged clashing of events. Of course, one advantage was their ability to pull crowds
whenever there was a need. Their rapport with local bodies and government offices did
give an edge for their selection. Still, we had a d oubt on their ability to work seriously
and moving freely with the community members as equal partners. Yet, we favored them
in a few villages. Also, we had a plan to have an adolescent girl as a volunteer for a
village as she would be their representative in our field team. But these arrangements did
not last long as the volunteers could not manage to move with WRPA and this had
accumulated the work in some villages. We went again for replacements in consultation
with local leaders.
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In the beginning, we availed the services of male members from our Care
and Support program as they had experience on outreaching to men. All
the field staff of our Care and Support program had been helpful to our
team in accessing the areas and availing local support for th e program.
However, by the end of the first quarter, one of the outreach workers who
was at early 20s, who was also unmarried, had to resign on the ground that
their parents protested against her job. The reason advanced was that the
contents and themes fo r her community education had been beyond the level of her age.
Once, she felt embarrassed to face their parents while she had been doing translation of
IEC materials at home. She resigned and the management took this opportunity to
appoint a male staff fo r the post. Due to these fluctuations and uncertainty in continuity
of outreach work ers, the program had lost around 150 person days.
The program depended on the effectiveness of the field team for its success. The field
team essentially consisted of vol unteers and outreach staff. The majority of the team
consisted of community members with limited qualification. Most of them were also
housewives. In contrast, they exhibited rare endurance. There were many odds against
them. Every one of them had tremendo us pressures as a field staff, as a housewife and as
a person working in SRH program. But they came out; they came out for taking up
challenges; they were daring; they thought that they should be useful to the community.
They were sacrificing whatever litt le comfort they had in order to educate and empower
their fellow beings. Their noble qualities were born out of their own life experiences.
They were confident. They were affable and they never felt tension. These qualities stood
by these women to perform beyond one’s expectations. At the same time, there were
many trivial aspects that hampered them and their efficiency in the beginning. Their
working conditions and approaches to problems were mainly governed by their domestic
priorities. Added to their bur den was the knowledge on SRH program. The topics and
issues under the program had initially baffled them; they even reduced the women’s
initial enthusiasm, these women were much preoccupied over assimilation of concepts
and information on sexual relations , gender, sexuality and reproductive health. The
women in the team hesitantly began their work with a question “who will do this?”
The team members’ understanding of the program was different in the sense that they
responded very slowly to commit for the program. In the beginning, they used to evade
direct responses and hurried in their activities as if every thing was well. Their
compliance was the least whether it related to timings, information, attendance or
reporting. Repeatedly they held meetings at the convenient time to them but not to the
convenience of the community members. Sometimes, they were not even available at the
time of need. They had their own notion of doing the work. Nothing was urgent to them.
Nothing was important beyond their domes tic priorities. They were gender conscious.
Their rural background had accustomed them to work at their will. But a program could
not function this way to achieve its desired results. There was a need for them to practice
a routine. They needed practice in delivering public responsibilities.
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Motivational factors
There was a big task in front of them. They were together to translate the great vision of
program designers into action which was put in black and white in the logical framework
drafted by the sponsors. These women and men never knew who the designers of the
program were. They never knew what the design was. These women and men were only
the messengers to the community. Comparing to the program designers and program
leaders, this team, hailed fro m the community wherein every one from the program
management desired to bring a change, was less exposed to shoulder responsibilities;
their circle of influence was minimal and very much localized. It was beyond one’s
imagination how these men and women w ould be able to catch up the vision behind the
program and act accordingly. This dimension gave the PSO greater responsibilities to
train and motivate the field staff on each and every issue of the program and its
implementation. Each activity was planned, discussed, assessed, and reassessed on the
understanding of the staff and their inputs at the field. It was not easy to make the staff
and sometimes the management functionaries committed to the level of vision envisaged.
Vast gap was experienced at every stage of work – thinking, planning, execution and
coverage. The field staffs were accustomed to act according to instructions; not a great
flexibility was allowed for them to think independently and act spontaneously. They were
made to look upon to elders for any direction. If one wanted to change this, there might
be sometimes undesirable results like non attention, non compliance. A new attempt was
made. The team members were given responsibilities and asked to report only any
difficulty or needs to the elders. The targets and results to be achieved and the activities
to be carried were explained to them. They were allowed to find their own ways and
means to implement to achieve the results. Efforts to equip the field staff on how to
communicate, what to communicate, how to ascertain the community’s understandings
and response, how to go about through the opposition from community members were
taken up appropriately. It was really a challenging task to put the members of field team
in fine tune. For, most of them were new and even the experienced lacked training on
how to perform program activities. Generally, it was observed that the staff were least
trained in a given program. They were given packs of information and information to
pass on and there was n o on-field training for most of them. They were not familiar with
organizing events. Most of the field staff used to react to situations that arose exhibiting
the least sensitivity. Probably the system needed honing so that the staff would become
vibrant and vigilant to the situations. This needed extra energy to deliver.
Any new attempt warrants constant monitoring. The management did an excellent job at
it. The executive member of the Board took special interest in monitoring the activities of
the field team. Her twin edged attitude had improved the quality and delivery of program
activities. The field staff and others required sustained motivation and support to take up
the challenges. AIRTDS management offered all opportunities and facilities to work
independently – opening of office earlier, extension of office hours, availability of
administrative staff, sanction and supply of budgetary items in time, not poking their nose
in every plan and action, fringe benefits of providing snacks, tea, and transpo rt whenever
there was an extended work, gentle and patting suggestions and many other sops of this
sort. The field team seized these opportunities and never got tired in responding to
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challenges. They sat for long hours, roamed in the streets, braved again st the sun or thick
showers when on job and in completing it. The team worked 347 days out of total
number of 396 days in the thirteen months period.
The execution of a program at grass root requires a lot of planning and liaison at every
level. Unfortunately, most of the staff in any grass root organization do lack power and
will to perform. Absence of effective system for
activity flow and feed back does harm the
quality of work. This lacuna has to be
adequately addressed if the level and quality of
achievement are to meet a standard. Division of
duties among the staff members, clarity in
delegation of responsibilities and a vigilant
operation of the routines will go a long way in
improving the performance. Based on its
experience and availability of ta lents at the
senior level, AIRTDS had made all attempts to
maintain a quality in delivery of services. The PSO was given responsibilities in
providing technical inputs such as planning, training, development of IEC materials,
review, documentation and repo rting. The executive member of the Board came forward
to undertake responsibilities of supervision of execution, field level monitoring,
organizing major activities and administrative functions. From the beginning, the
program was taken up as a team effort . But, this mechanism had also some of its counter
productive elements resulting in misunderstandings and confusions among the staff
involved as they identified personalities into positions. This provoked problems in
reporting and blocked information to ap propriate levels aggravating misunderstandings.
Here, the role of executive member was excellent and intelligent and she was able to
place things in order to the satisfaction of every staff concerned. It is true that in every
organization such intricacies do happen but the better sense should prevail for a healthy
relationship. AIRTDS has such an advantage due to gentle handlings by its management.
Yet another observation was the prevalence of gender biased practices. Probably, this
might have stemmed from the rural background in which the organization was
functioning. There were dos and don’ts for women staff and men used to escape from
restrictions; women were made accountable and bashed and men were only shouted at.
Of course, these are once again the sys tem issues that would seek a larger reform which
are not the scope of this documentation. But this brief situation report would help in
understanding certain limitations with which the staff required to be put up.
Skill building
A number of training ha s been imparted to the staff of the organization at LP level and at
the organization level to build specific skills. Staff has had the capacity and interest to
transform their skills and knowledge to the community. They also modified and adapted
their training methods to suit to the local conditions. For instance, it was very difficult for
them to use the penis model for condom demonstration and hence they instead made use
of curd driller, corn cone and knife handle. Similarly, the outreach staff felt diffi culty in
explaining to the women and men about the internal reproductive organs. They made use
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of colorful pictures of car and human beings and started questioning the group members
to respond to what are the parts of cars visible to them? Are there parts inside the car?
What are they? Similarly what are the internal organs of men and women? Can the car
reproduce it? Can the men and women reproduce them? What parts are involved in
reproducing the human being? These types of questions with blank chart to fi ll up
generated not only response but also interest in listing and drawing the reproductive
organs. This also made them forget about the normal shyness attached to these issues
while talking openly.
Training by AIRTDS to the community members and volun teers had brought out telling
impact on the dissemination program. The training materials as well as education
materials were prepared with an eye to focus
on simple messages and information. The
training methods are participatory and the
sessions had had lively and energetic
moments. However, the prime hurdle was
to bring these members to the training.
Initially, none was ready to spare time to
avail training. They insisted on paying them
money as it used to be in HIV meetings.
Time was not their priority at all. These
women could move out of their houses only
after 10 am. They should be back before 4
pm so that they could start their domestic duties to prepare for the dinner. They also
brought their babies and they required to attend them at regular inter vals. Therefore there
was always very limited time at the disposal for training. But their level of understanding
and grasping were amazing. They used to debate and discuss seriously on a variety of
issues around SRH.
Apart from routine SRH themes like – reproductive organs, RTIs/STIs/HIV,
contraceptives and nutrition, these members were also trained in human relations, sexual
relations, listening and effective communication skills. Training to the community
members and volunteers had been an ongoing proc ess. Most of the issues/themes of SRH
materials were in English. Translating them in Telugu and making the terminologies
acceptable and adaptable to volunteers as well as community members had taken
enormous time. At every weekly meeting, for the first 3 – 4 months, relatively more time
was spent on making the program issues the most understandable to the volunteers in
their vernacular. It is also essential to point out here that the staff is not adequately
knowledgeable in Telugu too, the local language. T he necessity for and interest shown to
English has eroded their acumen in Telugu. Therefore, there was a need to continue with
certain English phrases – SRH, vulnerability, WRPA, RTIs. Training the volunteers in
different themes posed essentially a challen ge in basic understanding of the concept of
gender and gender based society norms in a rural settings. Women volunteers and
outreach workers, initially were resistant to certain notions and definitions of SRH
concept like vulnerability, partners, condoms u se in a marital relationship. It had been
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hard to make the program team to believe in equality in gender and opportunities as also
make them understand the significance of sexual rights for women.
It needed the field team to talk, to talk
freely and in detail certain issues around
sex, sexuality and sexual relations. The staff
was to personally discuss in confidence the
vulnerable
positions
of
community
members, especially the women. But these
were not normally discussed overtly in our
cultural settings. When these issues and
responsibilities
were
brought
to
ORWs’/volunteers’ attention they simply
refused to respond. They raised several
questions. “Who is able to talk? Will you do
this? What the men in the society will think
about us? How will a woman be able to
share these things? These will not be
possible for us” they agitated. There was
negativism in their thoughts and attitudes. A
case in study as revealed by a staff would
bring out this.

Sexual rights
Sexual rights embrace human rights that are
already recognized in national laws, international
human rights documents and other consensus
statements. They include the right of all persons,
free of coercion, discrimination and violence, to:
•

the highest attainable standard of sexual
health, including access to sexual and
reproductive health care services;

•

seek, receive and impart information
related to sexuality;

•

sexuality educatio n;

•

respect for bodily integrity;

•

choose their partner;

•

decide to be sexually active or not;

•

consensual sexual relations;

•

consensual marriage;

•

decide whether or not, and when, to
have children; and

•

pursue a satisfying, safe and pleasurable

It took hours together in a day and days
sexual life.
altogether to tell the staff team that they did
The responsible exercise of human rights requires
not necessarily ,bother about what the
that all persons respect the rights of others.
community members would think or say.
They were told, “You keep on doing it; you keep on telling them.” It was practically an
uphill task to encourage out reach staff to carry out the activ ities willingly. Really, it bore
fruits. The same team was able to list out in a matter of 3 months, the women and men
who were at risk in our area with detailed reasons and background for their vulnerability.
The team members were, later, able to develop a case study about vulnerability. This was
made possible by constant encouragement given to the staff and systematic information
flow to the community on the threats to life because of unsafe sex, STIs and ultimately
HIV. The negative thoughts seemed to oc cur whenever there was a compulsion for
outreach staff to do work against their willingness or against their strong beliefs or
notions. Similar occasions arose when the outreach staffs were asked to demonstrate
condom use and show the relevant pictures in their demonstrative sessions.
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. Some of the staffs hesitated even to look
at the condom. A special session in public
was held on different use of condoms and
condoms were used in every activity of the
session – condoms as a colorful festoon,
condom as a glove, and condom as a balloon
to play.
This mitigated the shyness among the staff
at handling the condom. Later on , they were
able to demonstrate with comfort and the
condom use increased over the period
between months of August and November,
2006, of the program.
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I AM NOT GUILTY
When I was hesitant to talk on the techniques of
body mapping and the theme on sex, I was
encouraged by our program officers to feel free and
communicate effectively. In the initial weeks of the
program, I was constantly motivated by them to
improve my comfort in disseminating this
information so as to support and serve women from
their vulnerable situations. But, still I feel guilty in
working in this program as I had to openly talk on
very sensitive issues .Sometimes people have pitied
on me when I was wandering through streets of
villages looking for men and women to gather to
hold group meetings. They used to say “at this very
young age what is the necessity for you to talk these
issues”. This would aggravate my feeling of guilty;
I was even tempted to leave the job. But my project
director used to instill confidence in us by saying
“You need not worry about speaking on condom
and HIV; today you may not know how much
service your are rendering to the society; If we are
able to prevent PTCT, it amounts to provide a new
life to a child; do you think that this is possible for
everyone; certainly not; when we are able to do
what others could not let us feel happy about it.”
This has made me understand that I am not doing
anything wrong. Training on different concepts and
issues of SRH has also made me to reiterate my
determination to retrieve at least some women and
girls from their vulnerability by giving them access
to information and services. Life skills training by
AIRTDS has made my access to community very
easier.
Now I have been able to see my activities not only
as my work but as my service. This change in my
attitude has resulted in using my leisure time to
exchange this information even in my
neighborhood. Some of my neighbors have
volunteered for HIV testing.

The acceptance and belief in the work are
the first and the foremost to do it with
commitment. When certain terms and
concepts taken up in the SRH program
became one of the subjects of contrast, it
took time for the field team to accept t hem.
They needed time to be ready to accept
issues around vulnerability, possibility of
multiple partners and expression of sexual
relations. They were not ready even to
believe that the society would be
experiencing these situations and they
thought if the staff talked about them it was a sin and talking all these would reflect on
their attitude and spoil their character. Out of necessity and compulsion, they repeated the
information to the members without any faith or interest in them. But, the informatio n
that they gave to the women and men were so valuable and essential and it made the
people started approaching ORWs/volunteers in sharing their experience and concerns.
“Whether I will be getting HIV? Will I be able to give birth to a child? Is it right t o see
the blue film? Is it OK to agree to husband’s interest in different positions of sex? Is
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masturbation healthy...” were some questions. These queries and responses made the
field team realize that they were providing information which was vital for th e men and
women. For certain questions and clarifications, they did not have ready answers. They
started discussing among them; they approached the elders in the office; they referred the
books; they consulted the doctors. The team felt that there were pro blems of
vulnerabilities particularly for women and these women were also not in a position to
take action independently. The team members fully understood how important it was for
them to talk freely and frankly.
Trainings in Life skills and sexual heal th rights added strengths and knowledge in them in
tackling these issues very effectively. Of course, it took considerable time to happen, say
2 – 3 months. During these months, PSO had to
talk to the staff and explain them often the
significance and neces sity of SRH. There were
times that all the staff sat hours together to discuss
the different issues. Access to internet for a
variety of colorful pictures increased the facility
to comprehend different topics. There were many
interesting aspects such as
abortions,
menstruation, breast self examination for which
the team consulted books, internets and medical
officers. Logically, there were comments that these girls, women and men in the team
discussed and spoke most of the time in derision.
Community gro ups
The program expected to cover a population of 30,000 spread across 6 places in a period
of 13 months. Given a time frame, reaching the committed target needed a calculative
plan in phases with the community support. The steps taken up here were 3 fold to
achieve through cyclic chain effects. There were three - tier team to work upon the
planned activities. In the first quarter, there were a team of volunteer and peers in each
place accompanied by the outreach worker. This team had covered in the initia l phase
349 members at approximately 10 members for each peer in the program area. With
intensive rapport built among them, there developed a second tier team with peer team
and their members. Then, each member along with the peer developed their own team in
the neighborhood by way of contacts and established relationship. Thus the design was to
introduce the project and its familiarization in phases, availing the benefit of our rapport
and the popularity of the project to take advantage to achieve the comm itted target.
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17

18

The process of formation of these informal groups had been one of typical story of woes .
To have local area segments for each peer, ICDS unit coverage area came in handy as
they had distinct boundaries. From each segment, a peer was id entified in consultation
with local DWCRA group leaders, ANM, ICDS teacher and spouses of presidents of
local bodies. In certain villages, volunteers themselves took initiatives in identifying the
peers. Each peer, thus selected, became the project represe ntative in her segment. We told
the peers, “You can do our outreach work in your neighborhood. We will come to you;
you introduce to us ten women and we will go to them, talk about our program and then
register them with their willingness as members of pee r team.” Every out reach worker
along with the local volunteer went to each peer segment and approached ten members in
her neighborhood. They talked to them as a group and their possibilities to work together.
They were also individually apprised of the me mber’s responsibilities and their future
service in forming their own groups to disseminate information on SRH and make
referrals. Both peers and peer team members were voluntary force in this program .
The approach to reach the population in time had bee n a constant concern expressed by
LP, VMM and the technical support manager (TSM) had always insisted to ensure the
completion of group formation and their existence at the earliest. Initially, AIRTDS had
concentrated on developing groups of women in repro ductive age and adolescent girls.
Adolescent girls groups were formed in all six places. These were also tailor made groups
to propel the dissemination services. Formation and development of men groups had been
out of internal group dynamics in the village due to the information flow to men at their
families through their spouses. The interactions with men by the TSM on her visit had
also motivated to form further men groups. She quoted, “ ---- I met the young men. They
had well expressed their risk behavior , It is very necessary that the intervention is to
address STIs/HIV/AIDS with condom demonstration by men staff of AIRTDS.”
The process of reaching the population in phases had its distinct advantage. The initial set
of 31 groups with 349 members had gene rated adequate motivation among the rest of the
population during the first three months and it was relatively easier to enroll additional
members in each neighborhood for program coverage. But, the process was slow due to
pre occupation of the program tea m in its multifarious works. The review meeting held in
September, 2006 sensitized the need for urgency of covering the entire families in the
operational area. By the time, we had only covered 990 families whereas the PCA had
identified a total of 3177 WR PA families in the area. To meet this challenge, the project
team had planned to hold massive house visits campaign during the months of November
– December, 2006. The strategy included
• Visiting each village continuously for 2 -3 days a fortnight by all fi eld staff –
ORWs/Volunteers/peers/members
• Enlisting each new targeted family in a given format
• Talking to them in every visit a new issue on SRH
• Distributing IEC materials to each household
• Revisit by volunteers in every forthcoming weeks to a given selected members
from the list enumerated through mass campaign
• Revisit to these families on random basis by ORWs so as to ensure that no
household or WRPA was slipped or left out.
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Here too, we experienced difficulties like non -availability of family members due to busy
harvest season, inability of some peers and community members regularly partaking in
every massive campaign. This extended our work till the mid week of February, 2007.
There were totally eight massive campaigns.
Finally, at the end of February, 2007, we looked back OUR REACH and it was a total of
3174 families with 4048 WRPA. The figures were

Women
Groups
Members

Adolescent
girls

WLHA

Men

31

6

9

6

4048

33

118

124

Source AIRTDS Program Report
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GET, SET, MARCH!
An initiation of the program
The program had been initiated at the field much earlier at the preparation level while
formal proposal, budget estimates and planning were in the process. The management
was well aware that 80% of the program operational area was ne w to the organization
and it would be essential to have firm contacts with the leaders and prime stake holders.
Of the six places, Kolakkaluru itself is very big constituting over 50% of the population
to cover spreading in four segments on either side of the main road connecting
Vijayawada – Tenali and Vijayawada – Chennai Highways. The executive member, at
the management level, had personally taken initiatives in launching the program by way
of visiting gram panchayats - the local bodies, introducing them the organization –
AIRTDS and the new intervention and distributing the handouts on several other
AIRTDS’ programs. In her caravan were the social workers, the volunteers, women living
with HIV, members of local HIV positive network . All involved in rigorous campaign
promulgating the villagers the launch of a new program and seeking their support to
make it a successful community driven program.
In each village, there is a panchayat assistant.
He/she had been sensitized on the program
and other staffs were also briefed. We also
held street by street campaign in all the
villages and distributed pamphlets on
AIRTDS, HIV/AIDS, and foster care for
orphan children. We also interacted with the
group of persons gathered then and there. In
every village, the health care providers like
ANM, ICDS teachers and male multi purpose
health worker were contacted and sensitized
on the need for their cooperation and support.
In the process, the organization had gathered
preliminary details on program cov erage.
Conducting a PCA in the area had also
increased our accessibility to the door steps of
individual players at the field. The panchayat
assistants had introduced us to local women
leaders and DWCRA group members in
contacting women in the villages. Th rough
them we organized 27 PCA camps in all
villages. There were 163 participants
including WRPA, adolescent girls, men and
PLHA.
PCA had facilitated us to identify the potential
women who could help us in formation of
women groups in the villages. Partic ularly, the

THESE ARE HIV MEETINGS
Kattevaram is the village and both Janani and Ratnajothi were
going around the streets to invite women of reproductive age to
their regular Wednesdays meeting. M was standing at her door
step watching these two nearing her. She greeted them with
smile.
Reciprocating to her, both invited her for the meeting.
“I don’t come, M
Why? What’s the reason? Janani
My neighbors are talking about the meeting. These are HIV
meetings. All the people who come there are persons living
with HIV.
Not like that, replied Janani. All women come there. We talk
also about hygiene and sexual reproductive health, pregnancy,
nutrition.
Ok, then what is the gain to me? M
You will get better knowledge on your health needs. We also
talk about diseases and referrals to hospitals. Have you attended
any earlier meeting? asked Janani.
I attended one or two meetings earlier. M
What topics were discussed then? Ratnajothi.
Cleanliness, menstrual hygiene - explained M.
Oh! You knew many but you could not understand its benefit”.
Said Janani
Both have engaged in a prolonged conversation and finally M
agreed to come for the meeting. When both returned M came
running and complained that she had white discharge and also
some problem in hearing. Ratnajothi informed her to come
along with her on the Friday next to AGH, Tenali.
The next Friday was not a Goodday for her. She was found to be
HIV positive in the test. She was depressed and started crying.
Ratnajothi consoled her and brought her home. When she was
asked to bring her husband for HIV testing, she was afraid to
inform her HIV status to her husband. She thought that the
information to her husband would make her life threatened
and she was also worried about her three children. The
counselor at AIRTDS counseled her to test her children also. All
her three children were tested and fortunately they are HIV
negative.
Who shall respond to her worries now?
What time will it take?
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adolescent girls and young married women offered their guidance and support to reach
every nook and corner of each village. We also improved our relations with local gram
panchayat. We requested panchayat presidents to issue a letter of introdu ction. These
letters were photocopied and pasted in every street of the palle. Local youths helped us in
pasting these notices in different localities of each village. All these exercises had
informed us a clear message - talking on HIV/AIDS would not be a welcome factor.
People resented against approaching them in the name of the epidemic. There was a
strong reaction in the community with a firm belief, “We had no persons with HIV
among us. We have heard enough of these. Kindly keep away from us.” Really i t was a
surprise and a stumbling block to the field team. Believe it or not; we initiated our
program in the worst hit areas of the district Guntur that remained for long, spotting first
in India, for the highest prevalence of HIV reported cases. Just a fe w days back, we held
PCA and got good response from a group of women and adolescent girls. But , for PCA,
it was fairly a known group gathered through the village leaders. Now the current
message was from all corners of the villages representing different segments and class of
the population; whereas, the initiated program was to emphasize to take the HIV issues to
women in the village. How to go about?
Program Implementation
We began this program as we had begun any other earlier programs. But, we had ne ver
expected that the program would have so many packed activities. As in any other
community programs, here too, there were components like
• Community Education
• Skill development
• Referrals and linkages and
• Advocacy
The workload behind these components w as far more from our anticipations. A day’s
outreach work would equally warrant a day’s indoor preparations. Daily, we had had
direct contacts with the people in the community. Questions, clarifications, referrals,
escorts or any other of these sorts had c ontinuously happened. It remained a distinct work
to prepare materials in conversational Telugu, in order to communicate and demonstrate
to the members of the groups. Meanwhile, there were trainings and orientations to equip
the field force to interact wit h communities to negotiate their faiths and extreme beliefs
based on their culture, the misconceptions developed upon their beliefs -nobody in our
village was strong enough to donate blood; if girls/women took buttermilk during
menstruation, they had white discharge-their practices based on gender bias. The
principal structure of the program had been community driven approach . Here, people
should feel and recognize their sexual health rights and health care needs and
subsequently they would become a source o f demand and pressurize for informed public
health facility services. Accessing the public health facility needed innovative practices
so that the relationship between the community and health care providers (HCP) would
get strengthened. Following this, th ere were sensitization programs for HCP to provide
treatment with concern and for the lawyers to offer services to protect the oppressed
against sexual and human rights violations. The work thus grew by day by day.
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The idea of time bound results, the urg ency behind them and running on a fast track did
not have any meaning to community members in rural areas. Unlike a corporate activity,
the development among the community needs its own time; one cannot be in a hurry. It is
always appreciable to fix target s but they are at the most an indicative to the direction of
progress; for a voluntary organization, there can be no emergency working burning
midnight oils unless it is a disaster management. But, this had really happened in this
program. Did any one coul d think that we had any valid reasons? We took certain
additional responsibilities as initiatives that had made us work like demon responsibilities such as taking up
documentation, experimenting community
volunteerism in accessing the public health facil ity, reaching the men and women by
novel ways to attract their attention; holding weekly meetings i n public at the village
centre hanging the charts and flex banners in public
Kattevarm
and then running after them for their safety; pasting
Mary Agnesamma
Mon
posters about our services across the streets in every
Mande padma
Tue
Kancharla Sujatha
Wed
village, putting information differently with
D.Santha Kumary
Thu
innovative ideas and charts, making the peers and
P.Sujatha
Fri
volunteers responding to our woes, asking them to
Y.L.Colony
debate questions and record the responses every
V.Padmavathi
Mon
week, pleading the community memb ers to list out of
G.padma
Tue
what they learnt over the months and indeed we had
B.Malleswari
Wed
T.Bramaramba
Thu
collected 300 response sheets! We also took to streets
Ch.Maremma
Fri
for issues on oppressive litigations against women.
D.Koteswari
Sat
All these made us to work, and to work in midnight to
Yerukalapudi
prepare and perform. Ye t, the 349 responsible and
Mariyamma
Mon
willing women, 31 peers who guided them, the 6
Siva nageswari
Tue
volunteers who had led them in front, all from the
Aruna latha
Wed
community, along with 3 out reach workers took all
Mary Rathnakumari
Thu
Ruthu
Fri
these responsibilities with avowed interest and
Kopalle
rendered justice to the trust pl aced in them. Joining
Karlapudi
Vani
Mon
with them were a plethora of men and adolescent girls
Nakka Sambrajyam
Tue
giving a colorful touch to the army of volunteers.
Banavth Tulasy
Wed
In general, programs in our network of NGOs have
limited specific activities. They always aim at a
targeted population based on their needs and
responses and their operational area might have been
a little widespread. But, this program had specific and
limited operational area and had to cover a population
of 30,000. To reach around 3 -4 thousands families
and cover around 4 -5 thousands targeted women/men
through the program; we intended to take up activities
in a systematic way with a determined approach. This
had been not only our intention, but also that of our
LP. The program envisaged had had a wide
connotation, broad realities and expected a deep
impact. How the activities could be grouped on a link

Golla sambrajyam
Putta Suneetha
Gudiwada
Boddu Draksha valli
Mon
Karumanchi Mamatha
Tue
Bandi Sathyavathi
Wed
Sowpati Pushpa
Thu
Bodapati Renuka Devi
Fri
Kolakaluru
Jhasi Lakshmi
Mon
T.Aruna kumari
Tue
P.Bujji
Wed
K.Asha Jyothi
Thu
K.Suseela
Fri
WEEKLY SCHEDULE
Thu
Fri
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to bring up the desired results; the results expected in a logical frame work developed by
the sponsor? Were these big challenges at least considered as challenges? Whenever
TSM, LP reviewed the program, she explained at every partner’s meeting the vision
behind the program, a vision of women empowered to protect themselves from HIV, to
remain HIV negative despite their spouses being HIV positive. Her vivid explanations on
concepts of group formation, their roles in disseminating information, the concerns the
field staff should have, their efforts to put action in place and practice, inspired us and
required every one of us to look at the great visioning and to work on its effective
translation into actions. This led us to device a systematic approach to the program
intervention. We initiated activities step by step and progressed further.
Our primary format to reach the community members was weekly meetings. We
conducted regular sc heduled meetings in every village of our operational area. Each
weekly meeting had a definite time schedule -30-45 minutes. From Monday through
Friday, weekly meetings were held. For each peer, there had been a meeting in her
neighborhood on a particular da y of the week. 10 -12 members were gathered for the
meeting at a convenient place. The meeting was held either at peer’s residence,
community hall, ICDS center or member’s residence.
WE LISTENED TO
They conversed and discussed on the scheduled
health themes. They also dis cussed on matters
pertaining to their families and children. The timings
of the meeting would be varying depending on the
availability of members from 2 -7 pm and sometimes
even in the morning. On these weekly meetings,
ORWs also participated upon their sch edule and
“We spent more time at each doorstep of
talked on SRH issues. There were 5 peers in a village,
the group members and their neighbors to
one meeting a week for a peer team and there were 5
converse with them to attend the meeting.
meetings in a week in each village.
It was not that what we intended to give
Apart from meetings on issues, they were fielded
with questions on topics of interest to respond. The
spontaneous and voluntary responses were recorded
by the volunteers/peers. They used to discuss on
materials circulated for them and contents given
during the trainings to volunteers and peers. It was
also a forum to share the proceedings of weekly
review meeting held at office. Each meeting would
invariably have condom demonstration. Peers and
volunteers also distributed condoms to women who
were in need of them. Each of these meetings was
duly recorded by the peer and respective volunteer. In
the absence of peer, the volunteers herself conducted
the meeting.
Despite a format, in the beginning, the participation
of members in weekly meetings was not that much

that attracted people but it was the interest
shown by us to listen to people of what
they wanted to say. This fetched people to
the meeting. They had been a witness to
the fact, “these sisters (ORWs) from
outside came to the village, camped here
and listened to us.” This impression
fetched them to our meeting. We believed
in talking to them closer, we responded on
their needs to their satisfaction and these
happenings made them come closer.
We used to sit with people whenever we
saw four or five of them together. We took
up the thread of their conversation and
continued to impress them first. Then we
used to introduce to them whom we were?
Where from we came and went on to
continue on what were the re asons to form
groups in their villages? Why did we hold
meetings? We also made them clear about
what were our concerns about their health.
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encouraging .There were doubts and there were queries. Women and men felt guilty that
they were viewed as subjects vulnerable to HIV. Some resented against our efforts. Many
efforts were made in mobilizing the women and adolescent girls.

Slowly, we gained confidence in talking to them about their children, their spouses and
their health care. These happenings made them think about participation. Still, there were
questions and doubts from them. “These are HIV meetings. All the people who come
there are persons living with HIV”, blamed some women. Our outreach team negated
their assumptions. They info rmed the people that the meetings had the scope beyond HIV
or other stigmatized issues. There were about specific issues of women to make them feel
strong; we assured them that their participation would enhance not only their quality of
health but of their life too.
The field staff exhibited the IEC materials with pictures and slogans to convey that the
information given at the meetings were simple, comprehensive and easy to understand.
Still some of them asked “what is the gain to me?” We talked to them a bout the better
knowledge they would possess on their health needs. Meanwhile, those who attended the
meetings grabbed our materials and took them to their homes. They showed it to their
neighbors; explained them in their way of understanding, very much in local
terminologies; mothers informed their adolescent daughters on menstrual hygiene, the
wives to their husbands on sexual relationships, the daughters in law to their mother’s in
law on health accesses. This whirlwind passage of information had yielded more positive
results.
Women asked their spouses;
Mother’s in law permitted their daughters in law and
Mothers sent their daughters to attend meetings.
The members of the peer team brought their neighbors to the meetings.

They realized, “SRH information and issues are the issues of our concerns; they are
about our health” and this improved their participation .
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Meetings – Questions - Debates
The meetings and interactions brought out the varied notions and beliefs prevailing in the
community. Some times people were very clear about it. They defined health as “a status
of no illness”, “physical and mental well being”; “if all organs func tion smoothly it is
good health”. Couples in a married relation, believed that there needed a good and
healthy relationship between them “Love, understanding, affection and sex are the vital
aspects of relationship between husband and wife” they concurred . Some women viewed
the extramarital relationship of men as a sign of waning love between the husband and
wive. Some times, there would be a demand on unexpected things at an unexpected time.
Earlier the PCA exercise carried on in the area revealed that 1 /3 of population did not
know about condoms. It further noted that another significant percent population did not
believe and feared that the use of condom would not prevent pregnancy or infection.
People were also shy of talking on condoms. The field staf f experienced greater
embarrassment in talking and sharing condoms to women. In the midst of these
situations, there was an exhibition cum meeting in a village, Kattevaram, on SRH,
reproductive organs and birth control through charts, pictures and models t o understand
the message easily. Large number of women and adolescent girls participated. The
meeting was participatory. There were also pictures and samples of condoms. Condoms
were also blown and hanged like colorful festoons. Yet, due to earlier field e xperiences,
we never dared condom demonstration. On the next day ’s field visit, almost all women
asked why there was no condom demonstration and why condoms were not distributed.
This opened up our eyes in noting down gradual changes that was latent among women.
From then on, condom demonstrations were part of our meetings. Slowly, women had
developed confidence and courage to demand condoms even at the weekly meetings.
Still, some odd opinions about condoms did come out during discussions. There were
comments such as “Condoms were required to men who were roaming”; “condoms were
used to prevent men getting STIs from women”. The field team had to educate both men
and women on these issues. These in depth interviews were possible because of our
reinforcing system of information flow. Any topic or issue or theme first went to
population through peers; then again through volunteers. Both recorded the proceedings.
Then again, the message and information was repeated by ORWs on their routines over a
period of time. The messages were specific and on a set of information and these were
disseminated continuously for 2 -3 weeks depending on their significance. Therefore,
community members were able to comprehend, reflect and refer back on related issues.
The order of sets of information had been
1. Menstrual hygiene, contraception, pregnancy,
2. RTIs, STIs,
3. Condom demonstration and negotiation,
4. Basic knowledge on HIV/AIDS and ART
In the same fashion, there was a format, for ORWs for making field visits. Such formats
ensured regular interactions with different support service providers. In these visits, the
field staff ensured follow -up on deliveries, distribution of condoms to men, accessibility
of condoms through maintaining outlets. Discussions were also held with men grou ps on
family planning by men and healthy sexual relationships between couples.
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ORWs held men groups meetings on their visit and they were not regular events. Their
meetings were held on men’s availability at the time of visit of ORWs/PSO.
Similarly, there were monthly group meetings in each village that gathered all the peers
and members and their neighbors in a community hall/ICDS center. There were specific
themes as chosen topic and there were also supporting materials to make the meetings
participatory. These meetings were regular and focused initially in the first three months;
later it became visitors’ meeting because of regular visits by the LP, and India HIV/AIDS
Alliance to provide technical support.
ORW: FIELD LEVEL DUTIES
ü
ü
ü
ü
ü
ü

ü

We made 4 days field visits in a week
In these 4 days, we attended all peer meetings
The field work started by 11.30 am at the village
On our every visit, verified records of volunteers whether they had carried on field work in the last
one week as planned
We interacted with volunteers/peers on the program events held in the last week and asked them to
reflect on the issues
During our visits, we met ANM/ICDS teacher and village elders every day, 9 families were
contacted by us in each village, the break up was 3 families each in each ICDS area. Further the,
we revisited 50% of peers/volunteers’ house visits. On these visits, we ascertained whether there
were any issues related to program activities.
On our group meetings/home visits, we took up that week’s specific theme for d iscussion and
interaction .

Questions and Debates
A GLANCE AT WEEKLY QUESTIONS
The review of work in the initial two months
1. Who is responsible for the determination of the
bore the testimony for monotonous work by the
sex of a child –the man or the woman?
field team. The team reported basic statistics of
2. As a woman, do you have rights to decide to
have sex or not?
the progress realized. But there was no measure
3. When would you give breast milk to your
to know whether the meeting was participatory
child? When it should not be given and why?
and interactive enough to engage the group
4. What are the diseases which don’t have any
members, whether the group members would be
symptoms in the early stages?
able to respond to any questions or explanations
5. Are you in need of undergoing HIV screening?
Why?
sought. Of course, it was true that there were
6. Are women more prone to HIV infection? Why?
incidents of narration by the field team o n
7. Where will you get condom in your village?
certain issues of SRH as experienced by the
8. Give three reasons to strengthen marital
community members such as complicated
relationship between husband and wife?
pregnancy, STIs. But they were very much
9. What is the role of husband in begetting a
child?
voluntary and depended on the interest and
10.
Why do we fail to have access to our rights?
commitment level of the staff involved. We had
11. Does your husband permit to use
then decided to bring in a mechanism wher e in
contraceptives?
it would be able to feel the community
12. List the names of PLHA you know about?
responses at a regular interval. Then, the
13. Will it be possible to establish breast m ilk bank
in your village?
strategy of fielding questions to the community
members was introduced. We gave two
questions every week to ORW/volunteers at the weekly review meetings, the same
questions to all the field staff. They were asked to elicit responses from the community
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and to report and record the next week. The questions thus fielded were not only
knowledge based but also sensitive enough to evoke a debate among the groups and the
public. They were able to think and freely express on issues around the questions; they
had also enough time of one week to respond to them. This brought out two important
results.
Ø There were counter and tail questions from the community
Ø There was pressure always on the volunteers/ORWs to reply on the spot or
immediately
There were also responses which reflected their beliefs, faiths, misconceptions,
superstitions. Particularly, two or three questions evoked very energetic and impacting
responses from the communi ty. The questions based on determination of a child’s sex;
self perception of risk of contracting HIV and Laxmi’s story were a few examples of
themes of interest. The message of X, Y chromosomes and the person determining the
sex of a child at womb had a t elling impact. Men counter argued how they could know
what type of chromosomes they produced for fertilization. But the fact that male was
responsible for the sex of the child was well driven through this debate. There were also a
couple of positive result s due to this lively debate -change of heart of mother in law who
used to abuse her daughter in law for having given birth to two girl children.
The visits at the field, interaction with the
community-with women, adolescent girls
and men-and their reflection on our
messages and information had all brought
changes in the people towards questioning
their status in respect of their health
concerns. First, everybody admitted they
had previously no knowledge on many
health issues that were being discussed.
They felt that relatively, they were now in
a position to ponder over the plight of their
behavior towards healthy living. The first
and the foremost that impressed them had been the necessity of personal hygiene during
menstruations. They even worried how the y could change their practices. They referred
to us their own practices and also recalled their sufferings due to such practices. They
used to come back often to clear their doubts and to verify their facts. We were able to
feel the effectiveness of our me etings and personal interactions by the way they rallied
around us after the end of these meetings either to clarify their doubts or to share their
personal issues in privacy. There were trivial questions. There were arguments on
insisting on what they wer e earlier doing was good. All these, we listened to them,
listened to them patiently. Still, we repeated the information to them in person,
individually and some times in a small group. We repeated this information with an
appeal to the concerns of their h ealth and their well being. Then they began to share their
personal problems. Mostly, menstrual related problems were reported. The majority
reported about abdomen pain. Women used to share that they insisted their husbands to
be careful and avoid extra ma rital relation. They informed us that they had told their

29

husbands if they indulged in such activities, even their children had chances to get HIV
through them (mothers) and it would be fatal to their families. Not always these sharing
were of positive signs. There were a few women who reported that their men would beat
them if they talked of condoms. There were also some others who questioned and
heckled at us as we were speaking often on sensitive and private issues like sex,
sexuality, reproductive organ s. But, our experience showed that these complainants were
the first people to approach us for their positions of vulnerability.
The field interactions were not only with men, women and girls in the community. We
also had close interactions with ICDS tea chers, ANM, local indigenous medicine
practitioners and panchyath members. ICDS teachers were very co -operative and they
even shared much interest in knowing details on information about menstruation and
condom promotion. They even held condom demonstrati on in our group meetings. Our
visits and interactions were always very sensitive in the sense that we had never been
mechanically doing anything. We believed that it was important to respect the feelings
and dignity of the people with whom we communicated. The project spread into all
seasons and we too experienced the seasonal fluctuations in our work. In rainy season,
there were inundations in some pockets of our operational areas. There were no work for
the people, no room for a few to stay in comfort. W e all made visits to every affected
house; we shared their feelings and we knew that we could not do any thing to them
money wise. But we were with them, made felt our presence as a source of comfort and
encouragement. These activities brought closeness among us. Similarly, when our area
was affected by chickenguinia, we were at the field referring the sick to hospitals and
informing the community to be cautious to prevent it. We wished how great it could have
been to co-ordinate with local and PHC health facility. But there were limitations.
For us, we viewed the program work a lively, more humanly and at the same time
professionally. Neither any other agents at the hierarchy could take these into account
nor this had been the ir worrying factor. There were occasions that we were to resort to
field visits with technical teams despite the community being in the mood of celebrating
festivals, busily otherwise engaged in domestic activities -cleaning their houses, preparing
sweets and special foods and shopp ing.
Reporting, reviews, documentation
Weekly meetings were held at the office as a part of regular briefs, internal assessment
and reviews. Besides these, the India HIV/AIDS Alliance and LP conducted BLS and
ELS to quantitatively measure the extent of the outputs of the program. As a qualitative
measure, a special study technique of the Most Significance Change (MSC) was taken up
and our organization was one of its sample participants. There were also two ESLMs.
The first one was a discussion on BLS and an action plan was drawn upon the results of
BLS. The second ESLM was held at the 12th month as an attempt to plan synergizing the
essential services of the program into existing Care and Support program. There were
also review meetings held by LP.

30

OMMUNITY ACCESS TO PUBLIC HEALTH FACILITY
The strategy of our program is community driven
private hospital. This facility was also useful for the
generation of demand for seeking public health
volunteers impress upon the community the procedures
facilities to promote capacity utilization of existing
in treating patients at the hospital. One of the most
health facilities. The women are responding but they
beneficial products of this arrangement has been the
always look for support to take up initiatives due to selection of two of our volunteers for the post of
their weak socio economic conditions. There needs
village health assistant. They competed and gained
to be a link between these women and public health
this post on merit.
facility. In what way the community themselves Sometimes, such a facility also brought difficulties. The
could contribute to fill these gaps? The aim of this
ORWs/volunteers were required to keep information and
initiative is then to provide space to the community records very carefully. For any emergency, particularly,
to strengthen the link between the health facilities
the pregnant women needed PPTCT report for their
and the demanding beneficiary community. On
delivery at the hospital. Once, one of ORWs had
every working day, a volunteer was present, on
inadvertently misplaced the PPTCT report of a woman.
rotation, from each village, at the AGH. She was
As per the doctor’s estimation, it was not also the time
guiding and facilitat ing the patients from her village for her delivery. But th e lady developed sudden pain in a
to access the services at AGH. This had given
night and was rushed to the hospital. When she was
confidence to the public in our villages to avail demanded for her report, she was unable to produce. She
AGH services.
made hectic attempts in vain at that midnight to reach the
In meetings, when talking about STIs, some ORW. The pregnant woman was asked to go back. She
directly conveyed as they were bold enough; some delivered her child at her home. This incident brought
others contacted la ter in private; if they were nearly a trauma for the ORW. It also gave us a lesson that
consenting, AIRTDS would take them to public we had to be very careful in systematic maintenance of
health facility, some women and men had doubts records and reports and we always required to be
over AGH’s performance on health check and
available for the public. Still, our placeme nt facility is
expressed their dissatisfaction; we affirmed to worth replicating. “This has been the major difference
them that we would facilitate them to get adequate compared to our work”, said an ICDS teacher and she
care; we took these persons on an appointed date; continued, “We all do the same work - care for
and we were at the hospital well in advance and got pregnancy, marital relationship, contraceptives and
out patient ticket a prior; such patients were also
community education. But we are unab le to provide the
referred if necessary either to VCCTC or PPTCT; people access to public health facility. The ANMs do
we were always with them right through this visit but they are not available on people’s demand;
process; we also made follow up for complete whereas your volunteer and peers take these needy to
treatment; these women were sharing in their
hospitals, be with them, and do ensure that people avail
subsequent meetings their experience with other
service. This we canno t do; you do that and you are very
members
instilling in them confidence and close to them”. Indeed, the success of this facility is
motivation to follow with. This had facilitated for a
tangible. As may as 69 institutional deliveries were
system of SIX TRAIN ED COMMUNITY possible by us though this arrangement. There were also
VOLUNTEERS to coordinate between beneficiary people who had switched over to public health facility
women groups and the public health facility. The
for any treatment as they were at free of cost.
community VOLUNTEERS were to negotiate
with the public health facility to avail easy access to
sexual and reproductive health services – infections,
birth control, pregnancy, delivery, post natal care,
benefits of institutional delivery.
We recorded the referrals/escorts made by
volunteers and for evidence, identification and
follow-up purpose; the format included also
outpatient ticket number. This p lacement facility
had given opportunities for our volunteers to exhibit
their energies and talent in providing public service
to their own villages. The rapport built up was so
strong that our volunteers were able to procure in To be exact, it saved number ofpoor families from debt
time blood from GH blood ban k for a patient by making them avail free treatment for their illness.
admitted in a
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Our weekly review meetings were a routine but a religious attempt to hold them wi thout
fail. Very rarely, the meetings were postponed due to any holidays or rain. The primary
platform for the exchange of information among the staff was the weekly meeting held on
every Saturday. Each and every volunteer and ORW were individually engaged in
discussion and interactions on their activities. There were dialogues and debates on the
activities and issues that came up in the week. We attended to individual’s concerns and
their initiatives. We told them again and again on communicating the infor mation and
nagged at them to complete things in time. We also held different energizing techniques
to make them to be different and shed their monotonous and repetitive attitudes. We gave
them challenges; we encouraged their innovative ideas. We instructed them to record by
individual women member in the groups, of what they knew from the program. We
acknowledged their beautiful works and their efficiency. Once, we had a very good
response from one of the villages during a technical visit by LP. Everybody i n the team
appreciated the work of volunteer and ORW. In the next meeting, their efforts and results
were displayed in our notice board and all our visitors had an opportunity to appreciate
and encourage them.
We were also meticulous in keeping diaries a nd records update. But this always posed
problems for the volunteers. They all were good workers. But, in the beginning , sitting
and writing even for a few minutes w as a tough task for them. Once, there was a fast by
the PSO to make the ORWs realize the im portance of maintaining diaries. Recording and
recalling events and data as well as issues behind the program activities were the main
work during the week end meetings. Reporting was a systematic function followed
meticulously through a stipulated format. The entire set of indicators discussed and
finalized at AI/LP meeting was translated in Telugu and targets were given to each staff.
Volunteer had this format and a diary to maintain. The formats were filled in. The claims
were checked ensuring the proof for the facts, consistency among the facts and figures
filled in, comparing the data with that of earlier weeks. Next week’s planning was
discussed and instructions were noted down. There was a white board at the training hall
to remind the team the essen tial activities for the week. ORWs kept updating them every
week. There were very limited registers to keep track with the progress of the activities –
Diary, Attendance register, Movement Register, Events register, Referral register, and
Condom Register. T he presence of executive member in the weekly meeting had helped
in charting out any difficulty in carrying out the program activities. There were also a few
weekly meetings held at the villages. There have been no exact words in expressing the
arduous task carried by the field team. It is also not an exaggeration, if we say that the
field team was the backbone in the program. Their interests, concerns and commitments
were beyond one’s imagination and they did their best in the program.
The reports of the meetings and the progress were usually sent to LP. The reports were
sent every month. There were specific proforma for the reports given by AI/LP/PMO
DFID. These formats were changed as many as four times within a period of 3 - 4 months
to suit to the logical framework. In the last 9 months , we used to send two filled in
reports
1. Bimonthly format sent every month and
2. Process indicators proforma.
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Besides these, there was regular dispatch of case studies, best practices and innovative
approaches. The progra m had also envisaged detailed documentation activities. LP/AI
arranged several visits to document main events – meetings, trainings, hoardings, the
villages and their environment and voices of women; there were specialized
photographers, document writers a nd consultants for special studies to capture the
program impacts. Our organization had planned from the beginning for organized
documentation activities. We recorded almost all the events and produced 4 quarterly
documentation volumes bringing out all sal ient features of the program. The main
contents of these documents were the programs, program planning , operational
area/maps, case studies, activities/daybook, training, events, media representation, house
visits, and reports.

MA BECAME ORPHAN?
Rani and Sujatha in their routine round up on home visits met A informing the
services of AIRTDS, the services and referrals in SRH as also HIV. She
instantly asked, “Can you test my sister in law?”
“What test?” asked Sujatha
“My brother died of Nimmu; so I think my sister in law needs test.”
Her sister in law Ma also came there by that time. She also agreed for the test.
Both were asked to report to hospital b y Monday the next. Rani and Sujatha
waited for them at the AGH but they never turned up . Both on their next visit,
at Kolakaluru visited them. A. came up to them and said that on the other day
she had hidden them the fact that her brother was died of AIDS. “At that time
my brother took a promise from his wife not to test her for HIV. Ma did not
take so far any test. But, she is not keeping well and deteriorating day by day.
So now, we want her get tested for HIV.”
Now both the workers and A talked to Ma an d convinced her necessity for the
test. She reluctantly agreed and the test result was HIV positive.
Now the situation became worse. A refused to keep the Ma on the ground
that she was poor; the another sister in law declined to take care of her on the
pretext that she had two children and they would get affected. Suddenly in an
overnight, Ma became orphan.
The whole office made all efforts to persuade both women to keep Ma with
them but in vain. As a last resort, now she has been sent to SWADHAR home
with the linkages that AIRTDS has developed.
Is still stigma haunting?
Would it be better if Ma did not take test?
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ESIGN
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The distinct feature of the program has been the production of IEC materials. Both the
program sponsors and lead partner took initiatives to provide adequate materials to
communicate to the men and women in the operational area. Curiously, there was a
suggestion in one of partners’ meetings to develop a syllabus of SRH themes to
communicate information to the community. The purpose of the suggestion was not to
miss any theme or information that end line survey (ELS) would cover. The LP after a
consultative meeting with partners developed a syllabus and circulated it among them.
The LP provided flip charts, hangings, paper boards and booklets pertaining to different
aspects of sexual and reproductive health. There were materials on almost every issue o f
SRH. Most of them were also in local language, Telugu.
Need for Development of Materials
But, the team experienced difficulty
in using them as they were. The
materials were not much handy and
they were big in sizes. They could
not be carried on fie ld visits. We
made use of these materials
differently. We fixed paper board
messages in street posts as display
materials. The households in
respective streets took care of
maintaining them. With regard to
flex banners, in the beginning, we
took them with much difficulty, to
(A single frame depicting all methods of contraceptives )
our
meetings
for
explaining
messages to members and their backsides were used to explain details with drawings and
sketches. But it became impractical to continue. Then, we decided to hang them for a few
days in a month in different pub lic places like tea shops, road corners, ICDS centers
where people often gathered and had a chance to glance at. The colorful hangings in fact
attracted the crowd’s attention and the messages were communicated. Still, the field team
had a difficulty. These materials helped the team in sensitizing people on different issues.
But they were not enough to dialogue on them. There were not adequate materials
regarding sexual health and sexual relationship. The team preferred additional details
regarding pregnancy , sexual health, personal hygiene and HIV/AIDS to provide people
every time a new piece of information to retain their attention. Further, their experience
was that pictures and demonstrative sessions had helped women and men to understand
messages easily.
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There was a suggestion from AI
during one of the training
sessions to focus on information
to the groups for a particular
duration. For example, the field
staff should have a text on what
to talk and how to go about in 45
minute duration of group
meetings. For such purposes, we
needed information and details in
break ups. These necessities had
given AIRTDS opportunities to
prepare simple materials for
communication as booklets and
leaflets that could be carried on
easily. These became more
convenient and members picked
them up from their peers for
studying in their leisure time or
to reiterate their points for
contention in their discussion or
chat with other members of their
families or neighbors. Similarly,
the booklets on adolescence,
reproduction, moth erhood and
child health issued by LP were
mostly useful to learn about
basics on menstrual hygiene,
gender, sex and sexual abuse,
rights, life skills.
As a way of attraction, we used
figures and pictures from the
given flip charts to drive home
the information to group
members. We prepared simple
questions and answers as footage
to these charts to trigger their
interest and curiosity in reading
the materials.
We also
developed materials for group
sessions particularly on sexual
health and use of contracep tives
– condoms more particularly.
These materials were framed in
an order of sequence and in

Laxmi story
The following is Laxmi’s story and the women’s reflections
on it.
Laxmi is living with her family, on the bank of the river,
Krishna. She is also a good swimmer. Daily, she is used to go
to the other side of the bank. She has an affair with a person
at the other bank. One day when she returns there is a heavy
flood in the Krishna. Swimming across is the life threatening.
There is a boat man who can help her but he insists for a
sexual relation. There is also another way through a bridge
nearby but there lives a rapist who is very dange rous. Which
way, Laxmi is selecting ?
The above story is to detail the significance of sexuality and
gender. If it is not a woman but a man, there would not be
any such problems. Therefore, gender has a role to play. Sex
too is a part in human life. This issue includes the factors
such as
Ü Family, responsibility, extra marital relation and its
compulsion, violence, HIV risk and the society.
One cannot have sex with anybody. It is governed by some
regulations, restrictions and values. In the same way our
customs and cultural practices also restrict it. The story
explains the identification of vulnerability in a person.
“It is better for Laxmi to die” was the initial reaction. But as
the discussion rose to a standard, there were many
observations by the wome n groups. They quoted
ü This problem arose because of her extra marital relation
ü One should not have such relation.
ü This affects her family life
ü Persons like Laxmi would not have any value in the
society.
ü Primarily there is health issue.
A man and women has responsibilities as a family; whenever
they do every act, they must weigh it against the interests of
their family and the society. Through this story, we
understand the term vulnerability. We are also able to know
the risk of being vulnerable -the risk against good health and
good earnings. Laxmi, having fallen in vulnerability, faces
the risk of HIV infection; so too her husband. Initially, we
thought, Laxmi could compromise with the boatman. Then, it
occurred to us that she should gain strength and f ight the
rapist. This is because of her sexuality. If she compromises,
there is a threat of HIV and she becomes stigmatized; if she
takes the risk to fight, in the course of the event, she may die.
Women get HIV because of men yet, women are the most
affected and they face problems in the society. Women have
the potential to brave against. Yet, they lack confidence and
lag behind. Sex for human being is almost a daily need. But,
it varies to each one depending on one’s growth environment,
customs and tradit ions.
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question and answer forms. This helped the field staff to inform the groups as also to
reflect on their understandings. We further prepared one page information l eaflets on
different aspects of SRH to distribute them to households during our massive door to
door campaigns. The themes prepared were on menstrual cycle, pregnancy care,
menstruating problems, STIs symptoms, treatment and care, contraceptive methods,
prevention of RTIs, condoms, how does HIV not spread and ART services at Guntur.
These materials were prepared after going through different references and we were
careful enough to give correct information. Internet facility was useful to access materials
in simple forms. Particularly the materials on breast self examination, menstrual hygiene
and pregnancy care were very different and much useful to group members. We also took
up materials on sexual rights; we translated them in Telugu and distributed to me mbers.
The volunteers and peers took oath on this.
The BLS questionnaire was also helpful to communicate information in short.
Specifically, the types of contraceptives and RTIs/STIs symptoms were communicated to
the group members as multiple choices. We have identified nearly 20 questions from
BLS format to focus on taking messages to the community. Besides these, we depended
on a number of references of books, websites and also personal reference to local medical
officers to learn many answers for the qu estions raised during our interactions with the
community. Apart from these, there were stories like two frogs, Laxmi story to drive
home the message on gender and sexuality. There were lively discussions and debates
around these stories and it gave new op enings to thinking on gender.
Cultural Program
Another major and impressive tool in our
communication kit was the cultural events by a
team of children of 13- 14 years trained under
our Care and Support program. The training on
magnetic theatre given by LP to our field team
members was instrumental to develop our
cultural team focused on street plays to perform
in the villages. The performances of our cultural
team had a telling impact on the public and
there were numerous enquiries and feedback on
themes portrayed in street plays. The most
sought after play was Chinnari pragath i, a child becoming orphan due to HIV/AIDS and
this play impacted the crowd to ponder over again and again.
AIRTDS had updated its directory of district level resources profile for Guntur district
and it was also brought out in Telugu. Its copies were placed at village panchayats and
libraries for guidance and reference. The copies were also provided with each volunteer
and peer for their referral purposes.
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I DO NOT
On her way back from the group meeting Rani was requested
by one of the participants to visit her house. Rani asked for
reasons but the lady was silent but took Rani by her hands. As
soon as both reached her house the lady fell on Rani ’s lap and
started crying. Rani was unable to understand. Rani knew that
she attended the group meeting just then and she was also
curiously glancing over the flip chart and picture book for peer
educators.
Rani let her wept for some times. Then, Rani as ked her what it
was. She kept quite. Rani then insisted. She asked for the flip chart and then she showed the pictures of using condoms.
“Why?” Rani
“Can we certainly prevent HIV through this?” - She
“Yes.” Rani
“Then ----” she staggered.
“Do you want?”
“No.”
“Then? ---”
“My husband would beat me ” She replied.
Rani kept silence.
“But my husband has HIV and I do not.”
“How do you know?”
“Both of us are tested; the counselor at VCCTC asked us to
use condom. But my husband refuses. I am afraid.”
Rani took her in her arms; patted on her back gently.
Now she started narrating her story. N was her name. On
knowing her husband C was HIV positive, N left him and
resided with her parents. But her husband persuaded and
pressurized for her to return. She came back un willingly . So,
she avoided him every time when he approached for sex. He
teased her and abused her. She went for testing and found to be
HIV negative. This made him anger and he burnt her report.
Now, she feared that any day she would get infected. She had
wanted to use condom but it was not acceptable to her
husband. When she listened to Rani speaking of
vulnerability at the meeting, she thought of her
predicament. She wept and called Rani to know what next.
Rani consoled her and gave her confidence that her husband
could be changed . In her next two visits, she made a point to
meet N’s husband and she requested to visit her office –
AIRTDS. Devasahayam, the counselor, talked to him in
sessions and made him to bring his wife N. On another day,
both came and the counselor informed them the life after
HIV infection and the need to prevent the other partner in
getting infected. He also spoke on their responsibility for their
children who solely depended on them. C realized and
accepted to use condom. Rani made a condom
demonstration and gave them condoms. Now N is happy and
relieved of the sufferings as they practice safer sex .
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STAKEHOLDERS
Our stakeholders in the program were the men and women from the community as
participants and beneficiaries, health care providers especially the ANM and the ICDS
teachers, panchayat leaders, women members of the local bodies, ma ndal level officers
and lawyers. Their involvements in the program events were mandatory and this was
ensured. We were able to rope in the services of ICDS teachers in forming our informal
groups in the community, supporting our community education session s, providing
meeting places and at times they even substituted our field staff in organizing meetings
and special sessions. They also actively participated in our training programs. Beyond
these, we were unable to mobilize the community for any gainful act ivity. Participation
usually has many grades and shades. The minimum can be the stakeholders’ physical
presence or moral support. This was conveniently achieved to a satisfactory level by the
program managers. As there were budget provisions for certain ev ents like sensitization
programs, health camps, consultative meetings, we were able to successfully conduct
these programs in coordination with respective stakeholders – the medical officers and
counselor from AGH Tenali, the senior and women lawyers fro m Tenali Bar Council. We
held the program of interaction among lawyers and the program team at the Tenali Bar
Council itself. There was also a follow up meeting for lawyers at our office coordinated
by LP. Individual health officers and panchayt presidents were periodically informed of
our meetings and activities. We had a week’s program in all our villages for World AIDS
day observation closely cooperating with mandal literacy office and health office. We
were also able to provide regular health check camp s to our villagers and WLHA by
organizing two medical counseling days every month and the medical officers from AGH
partook in these camps. We also worked closely with lawyers’ network to help 2 -3
destitute to fight their cases. We were also able to stage manage a dharna – street protest
– against violence against one of our village women.
But every one of these participations had had
budgetary provisions. Involvement of every other
stakeholder could not be said as spontaneous or
voluntary. Even the atte ndance of women was poor
in early months. Our area is in the river Krishna delta
region. Most of the population has been engaging
throughout the year. Particularly for 180 days, they
are very busy at the agricultural field during harvest
season – November to January; people work for 8 –
10 hours a day reaping the benefits of harvest. In the midst, meeting them and asking
them to attend to meeting is a tall effort. A very few population in the village have the
luxury of leisure time between 2 -5 pm. Only the pregnant women and lactating mothers
were the persons who continued to attend every group meeting. Most of the members had
asked simple questions “Why should I attend? What is the gain for me? Initially, these
questions irked the team members. Then it oc curred to us, “what was the duty for them to
attend meetings? Were they compensated for the time every week they had spent with us?
What had been the cost of 1 or 2 hours that they would be able to allocate to us?” What
were their direct benefits? What wer e their tangible benefits? Would it be understood by
them that within a year, the HIV prevalence in Guntur district had come down from 5%
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to 3%? What were in store for them?” These have been the perennial debates ever since
development programs are initiat ed. Social costs and social benefits can never be equal in
a short term. For a population who are relatively less literate and in a low income setting,
the concepts of health and good health is not their primary of things. When we work only
with a population in low income setting, we are able to expect their participation in terms
of labor only. When even this labor becomes dearer, that participation is very low. It is
important to garner the support of the whole village. But unfortunately, the program
design does have financial and time constraints. Certainly these are our assumptions and
risks in the program.
Stakeholders Participation
Participation of stakeholder is the crux in any program. Different stakeholders have
different level of participation for different activities. To understand the level and
intensity of participation, we adopted the following method. Here, we meant participation
as taking part in decision making on the course of any activity held in the program. –
decisions such as fixing work plans, place and time of activities, their priorities, nature
and sequence of activities, persons’ roles and responsibilities, the budget provisions. For
instance, the placement of volunteers at AGH was not at all in our scheme. Yet, based on
the priorities given to it by the community members, peers and elders, the activity was
initiated. For our program, in the sphere of decision making, we broadly had nine
categories of activities – recruitment, PCA, budget and activities, trainings, meetings,
community education, referrals, volunteer at hospitals, functions and workshops.
Similarly, we had classified the stakeholders into community members and leaders,
program team, management and LP/AI. For each stakeholder, a score of 2 was assigned
for each activity for their full participation.
STAKE
HOLDER

ACTIVITY
Recruitment

PCA

Budget
and

activity

Trainings

Meetings

Community
Education

Referrals

Volunteers

Functions
&

at AGH
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Project
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ment

Commu
nity

STAKEHOLDERS ’ PARTICIPATION
Blank spaces refer non participation

Therefore, for 9 set of activities, there should be a maximum score of 18 for each
stakeholders. A discussion was held among the respondents from each category except
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LP/AI to provide score for participation each stakeholder across these activities. Based on
the score derived, the grid in the next page is prepared representing each stake holder’s
share. The grid shows that almost in all activities of the program, most o f the
stakeholders barring LP/AI did participate and contributed in the decision making
process.
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The graph depicts the level of participation of each stakeholder in our decision making
process of our program activities. The community involving men and w omen, leaders,
HCP had participated maximum in the decision making process of our program activities.
Lead Partner/ Alliance India
One of the important stakeholders was the LP/AI and they were the first owners of this
very energetic and dynamic program. A s initiators, they had a high stake in this program
and from the view point of grass root organization; they did fairly well in their
responsibilities of capacitating the implementing organization. Their primary job was one
of communication -of knowledge an d information and correspondence. The LP was very
accommodative and receptive for ideas and suggestions. The technical support manager,
LP had a dream and was forceful in her trainings and reviews. She gave focus to our
work and insisted in successful comp letion of the program. LP helped in understanding,
insisted in complete knowledge and persisted for evincing greater interest and
commitment. The LP/AI provided a good number of training sessions on several aspects
and themes in respect of the program. As most of our field team was new hands, we
benefited a lot on these training programs. We gained knowledge and information on
SRH and HIV/AIDS. LP/AI also undertook technical support visits. These visits were
encouraging and resourceful. However, most of the m were less interactive in nature.
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To put it in simple terms, we wished to repeat one of AI’s observations, “We are simply
extracting information from them”.
Local Participation
AIRTDS took initiative to involve health care providers in the program so a s to build up
confidence and trust among the vulnerable population in the operational area to avail
public health facility. AIRTDS management visited every health care provider – ANM,
Health supervisor, health educator, and Medical officers at primary health center,
additional district medical and health officer, Tenali and district medical and health
officer, Guntur. All were briefed on program objective s and coverage. AIRTDS also
requested the district health officer to provide appropriate guidance and in struction to
doctors at primary health center and health workers to provide co -operation in our
services. At the local level, each ANM and ICDS worker were addressed on our program
services. For our peer training, invitation was extended to PHC medical off icers and they
were requested to address the sessions. Similarly the presidents and executives of local
body were approached and solicited for their cooperation. The extent of cooperation by
HCP was minimal in the sense that they did not object our program ; however for the
reasons least known, their participation was very minimal. Initially they agreed for their
participation, later they found it difficult to associate with us. They expected instructions
from district authority. The correspondence and the p rocess of getting information from
district officials took longer time. After our initial and continuous efforts in the first two
months, we were told to approach different officers for guidance. However support and
co-operation from grass root level - ANM and ICDS teachers were realized through inter
personal relations. In this context, LP were apprised of the information. For
implementing organization it was necessary to avail support from different field players
but the implementing organization was lim ited in resources and influences to bring their
participation. It is desirable to address this issue on advocacy platform.
This program has definitely raised the consciousness of every stakeholder. But,
unfortunately, this could not be converted into pr omotional participation. Of course, a
major limitation was the obvious time factor. We also did not think beyond the program
period. From the beginning, we thought that this was a short period intervention.. All
these sponsored programs were viewed not as a part of development of the villages
served. They were taken up as events. It could not be integrated into the development
activities of the villages. The main reason was that the partners usually remained
deliverers of sponsor/LP activities, the most of implementing partners had never thought
of their organizations’ growth as a sequence of development and growth of the
population and villages to whom they served. They never used to invest their time and
resources on the needs of the population of their lo cality, development and service
opportunities and issues. Similarly the network lead partners and sponsoring
organizations also never pooled their resources and mobilized capacities to avail
matching grants for the needs of the population. Instead, project s were jostled upon. As
long as this disintegration continues, there could be no fruitful participation from any
quarters of the community or stakeholders. One pertinent factor related to this
predicament can be absence of leadership. The organizations at the grass root lacked
leadership skills to mobilize the goodwill and local potential resources to contribute to
the sustenance of the program.
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CHANGING UNDERSTANDING AND PRACTICES
“Based on my preliminary interaction with one of the groups supported un der Alliance/ DFID Program on
SRH – HIV/AIDS, I can say with confidence that a lot of ground has been covered keeping in mind the
short period of program operation. I wish the program persons and community members all the best in
their future endeavors w.r .t. interfacing, linkages and facilitation. Keep the good works going ”
Pankaj Anand, India HIV/AIDS Alliance, New Delhi, 20 12 2006

The program envisaged its outputs under three broad categories
o

o
o

There shall be an increase in demand for program based servi ces from the villagers due
to our community education and interactions through interpersonal communication and
existing services
There shall be more number of villagers who will be able to go to public health and
service facilities to avail the services and benefit out of easy and familiar access.
AIRTDS and villages would have improved their capacity to educate, empower and
mobilize the community support for the given program services .

The accountability of grass root organization under the program is thus in terms of
realizing increased service demand and service access to public health facility ,
particularly for the women. The program sponsors and LP had already taken up
evaluative appraisals and special studies to quantify and qualify the successes o f the
program intervention. Hence, this documentation restricts its purpose here only to
document the organization’s experience in feeling its service impact and the changes it
could sense towards behavioral practices. To say that we had brought changes in the
behavior of vulnerable population is a tall claim. This was also not possible for us in a
period of 13 months. But, definitely we had oriented the population towards feeling their
vulnerability and made them concerned on their risk at infecting HIV. We had been
successful in breaking the silence in the community in respect of their health concerns
in preventing HIV.
Our experience
We admit that our successes under the program are limited. At the same time, we are
proud that our limited achievements ha d brought significant changes in understanding
and practices in three prime areas,
1. Vulnerability of our population to HIV
2. Promotion of condoms and their uses
3. Accessing the government health facility for services.
In statistical terms , we had,
o 308 persons in reproductive age from our villages had availed health
services at AGH, Tenali.
o 69 deliveries held through our referrals at AGH Tenali, At least Rs. 25,000
were distributed to these women as cash incentives by the government of
AP, for institutional del iveries
o 124 persons volunteered for HIV screening.
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Activity wise , we carried on the following over the period
Reach
Families

3174

RPA
Home Visit
Sessions for
WRPA
Men
Adolescent girls

4533
9934
889
125
232

Sessions by themes
HIV

NO
1126

% attendance
70

PPTCT
Hygiene
Condom
STIs/RTIs
Condoms distributed

605
1202
833
1083
9075

83
65
67
69
-

Source: Monthly reports, AIRTDS

These are from the view point of the organization. What do the people and the
community members have to say about the benefits of these services? Fortunately, we
have hundreds of ‘quotes’ to describe the benefits accrued to the population thanks to
“most significant change” evaluation conducted by India HIV/AIDS Alliance. The most
fascinating is a confession by a vulnerable woman about her web of vulnerability.
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1

Dependence

VULNERABILITY WEB -- A CONFESSION

Y1

Dependence

X1

X2 Y3
Migrant

Y4 X6

X3

X2
Pressure

Y1 X10

Marriage

X4

Marriage

X2 Y2
Multiple

X2 Y4

X3 Y6

Marriage

Y2 X8

Y4 X5

X4

Peaceful Married
Life

Old Age
Young Age

X6 Y5

Y4 X6
Daughter of

Generation Next
X9
X9 Y9

X7

Daughter of X2 Y2

Sexual Relation
Married Separated, Reunion

HIV +Ve

X – Female; Y - Male

Work compulsion

1

X7 Y8

X7 Y7

Not Married
3 Abortions

Vulnerability has been a critical issue in
our region in respect of HIV. The chart
aside represents a web of sexual relations
confessed by a woman of reproductive age
who has been at risk. Her description of
this web has involved her generation and
her next. Here, in a family of 3 married
couples across the generations, 10 other
members have sexual relations placing
everybody in vulnerability. The web has a
person who is tested HIV positive. These
members are across the castes, religion and
class. The causes of vulnerability are
manifolds. They are given across the
arrows.
Of these, the program could have an access
to the two women only. Such a web of
vulnerability has been in the area for each
of our referrals. This explains the volume
and the complexity of accessing each
vulnerable person to make him or her to
remain HIV negative.
This revelation was possible because of the
intimacy established between the field staff
and the community member through
community counseling , care and follow
up.
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Change in quality of life
This evaluation had brought out the different perception of the organization’s a ctivities
from the view point of the population. The beneficiaries and lay persons in the villages
had observed several of our activities and they said about their benefits on several issues
of SRH after experiencing the program. The most significant obser vation has been the
way in which they gave importance in sharing information.
Ü “As you are tireless in addressing us, we are able to learn on SRH; so far we kept our selves
indoors, but now we all gather together, discuss and share; we discuss, debate and share this
information at our workplaces” - Kattevaram

Another prominent observation was their willingness in seeking health care .
Ü “My wife has white discharge; you please take her to the hospital”.
Ü “I should know about my health; I am to test my blood . I went to the hospital and volunteered
for HIV test. I took 10 other pregnant women for HIV test as I believed it would do well.’’

Also notable had been an increased dialogue between husband and wife on their health,
family planning, HIV test.
o
o

o

“I have white discharge. I feared and started using condoms. I undertook HIV test
through you. Next, I persuaded my husband and he also took the HIV test.’’
“I have taken oral pill, one for each day. My husband came to know about this later. He
said “we need not us e it”. I stopped it immediately. But I continued to dialogue on using
the pills with my husband and finally I changed him. I underwent test for HIV. This is my
first own decision in my life.’’
“We all felt happy when we had our second daughter. My husband also said whether a
boy or girl they are equal. I volunteered for Tubectomy though I had had two girl
children.’’

More such quotes on their experience in changing their quality of life is given over leaf.
LEGAL ABIDING!
Sensitizing the women and men on laws and access to legal aid relevant to SRH
issues has been one of the main themes of community education under the program.
However, we experienced that the time was a limiting factor to inform the community
on much about the laws and their applications. Nevertheless, we were able to address
some of legal issues of the individual community members during the course of the
program. The two cases mentioned here is part of this effort. M was a widow and was
entitled to receive pension. As M was admitted in a home, M’s in law denied her the
pension and they availed the amount. We impressed the in law that her action
tantamount to breach of law and would warrant punishment. Ultimately she yielded to
the pressure and gave the pension amount to M.
In another case, there was a dispute between husband and wife due to husband’s
affair with another woman. The wife was abused and harassed. She returned to her
mother’s house. The wife and her parents were sensitized on Dome stic Violence Act.
They at a later date conveyed this to the husband’s family. The husband’s family
realized the mistake and agreed to unite the couple.
These results were possible because of the presence and pressure given by the
organization. These inci dents convey that there needs to be always a pressure on the
part of the offender to mend their ways.
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ELEVATION IN QUALITY OF LIFE

If girls were born, mothers were
accused

Now, I know the reason for sex
of the child, I am not accusing
my daughter in law

Knowledge

Acceptance

Negotiation

We are not such persons; why
do you tell me about white
discharge, itching…..

I fear what my husband would do
if I tell him that I have white
discharge, he cannot have sex with
me

I have white discharge; I doubt
its STIs; could you take us to
AGH

Now
my
husband
is
considerate. “Let us not have
sex till you get cured; let us go
to AGH”, says he

What had happened today at the
meeting? What happened to
Laxmi? What path did she choose?

Interpersonal
Communication

Self Perception
and Assertion

Is there no other work for you?
Don’t go to meetings

Mother advised the daughter
“whatever men do, it is accepted;
you should not ask him anything
otherwise, only your life is in
jeopardy” daughter agreed.

Let him first get tested for HIV,
only if he stops extra marital sex, I
will live with him (daughter to
mother)
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Access

Family
Dialogues

My first delivery was at home; I
did not believe that the Govt.
hospital would do it better; I was
also unable to spend to deliver at
private nursing home

What for these meetings? Since the
dawn of DWCRA and HIV/AIDS
meetings, women never used to
stay in the house. They often went
to meeting and only meeting –a
husband

I delivered my second child at the
Govt. hospital; they cared me well;
I also get a cash incentive of Rs.
1000/-

These booklets give a nice description
of women’s health as if a Dr. herself
explains. Still they remain fresh in me.
These are not bad. They are very
practical to follow. When is your next
meeting? These meetings are for us;
for our health.

As I am now used to take water to
urinals, I felt guilty whenever
occasionally I missed i t while at
field on work.

Interactions
and Group
Counseling

Access

Self Confidence

Have we not been living! We never
used to take water to urinals; leave
me

“Hey! Do you want me to come to
your meeting? What’s my benefit?
You don’t give m oney; but there
remains a bad name for us that we
are attending HIV meeting. Clea r
this place, ----“

My HIV status is now known to
everybody. What’s the use if I
live or not?

Alas! I acquired HIV. I learnt it
through HIV screening. Thank
god; He spared my ch ildren. This
is the benefit of attending these
meetings

I have concluded; let anybody
tell anything about me. I am
now living happily
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Our Failures
We also experienced failures. They were more in nature of our attempts to realize the
desired results. The first of our failures was that the groups fo rmed were not cohesive.
They were not disciplined. Group members listened to us .They responded to us because
we worked hard. We talked to them about their concerns .The attendance was only a
mark of respect .There was also no hold among these members to g et their support at the
times of meetings or gatherings. Probably the main factor here was lack of time for them.
True, we were able to gain support from those who had direct gains from the program.
But the groups were inclusive of both gainers and others .There seemed to be no common
interest for them to coming together unless there was a leader or guide. Our groups were
mostly informal and we did not expect this end. Of course, we made attempts to bring
them together by proposing a locally viable economic activity. The proposal is now at the
department of biotechnology, Ministry of Science & Technology, Govt. of India. We
have received a call from them to make our presentation. We hope to realize the project
and we would be able to sustain our activities. Similarly there has been another proposal
pending with GOI/ADB. The proposal aims at developing public behavior among the
community in accessing public health services and bringing much closer the volunteers,
community and AGH in holding periodical health sessions to strengthen the local para
medicals and ICDS teachers.
There were also a few unpleasant and unexpected results despite our earnest efforts to
find solutions for problems of some of the women members. Our advocacy efforts for
HIV screening had b enefited a woman to know her HIV status but it resulted in her
isolation. Later, we admitted her in a SWADHAR home. On another day, it was reported,
from one of our villages, there was a group raping immediately after a men’s group
meeting on sex and sexua l health. We did not understand how a men’s meeting could be
corroborated to an incidence of rape. But an obvious factor evident in the reporting was
that the public had had certain images in respect of our meetings and these images
required to be considered and weighed against probable misfortunes that would occur.
These are all important learning for us.
Assumptions realized
The logical frame work developed for the program had assumed certain factors to remain
in operation so as to accelerate the progra m activities in order to sustain beyond the
intervention period. It is obvious that most of such assumptions might happen and the
program would get a boost. More relevantly, the macro factors that ensure smooth
functioning of the program such as social an d economic progress, their impact on
HIV/AIDS, the level of social and political commitment for prevention of HIV and
absence of any disastrous event had all behaved as assumed and helped the project
implementation to become a successful event. Similarly, community members, women
project beneficiaries, service providers were willing to get involved. However, their
degree of involvement in the operational area had remained a questionable factor. In the
same way, a limited progress had been realized in promot ing collaborated activities from
community members and women project beneficiaries. On the other hand, these
populations had evinced adequate willingness and enormous interest in identifying their
HIV/SRH rights related problems and even supported our effo rts to find solutions. The
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assumption that had greatly been realized was better referral linkages, particularly in
accessing public health facility, between women project beneficiaries and health care
providers. The assumptions with reference to building u p community capacity in terms of
beneficiaries taking responsibilities in public meetings, workshops and promoting
documentation system at the community level did not happen. Similarly, the program had
squarely faced the risk in raising adequate social cap ital to take ownership of the program
activities. It also experienced a complete absence of capacity building at the community
level for local resource mobilization to support project activities after the initial 13
months.
Areas for improvement
The first and the foremost that needs improvement has been the level of participation
from the community. It is true that there had been PCA and the whole project had been
with the participation from men and women groups. But all these could not help in
mobilizing the community for sustaining the program. There were no consultations and
consensus from the sponsors with the bottom of the hierarchy to fix the quantitative
indicators in terms of community level capacity building and resource mobilization. This
requires support from all walks of life and faculty. It would have been better had there
been a consultative committee at the network level to improve and strengthen the
community support for the program. ASHA program was a very similar exercise with a
purpose of sensitizing the population and were conducted in the state very recently.
Roping in their experience at the implementation level would have boosted our efforts.
This proves the fact that consultation with APSACS/Health department at the state level
is necessary for coordination and cooperation. LP should be taken into confidence. Again
such consultation cannot be a one time event but of participation and involvement driven
down to the grass root level.
Secondly, training needs much improvement. They canno t continue to be mere class
room lectures and picnic type visits to places. Training should focus on issue based
features with relevance to field realities.
•
•
•
•
•
•
•

Skills for handling sensitive issues
Skills to understand cultural and religious background of low income population
Analytical skills for understanding situations of different segments of population
Issues of community education on sex and sexuality
Type of activities that integrate RPH and HIV prevention
Rapport building games and educational skills on strengthening marital relationship
Communication skills on interpersonal dissemination of SRH

are some areas in training that need focus.
The third factor for improvement is the grass root organization’s capacity. It needs to
build up its capacity – its own staff, its own fund to back any emergency. But this is a
major issue. How far this is possible in the present context is a question. There was a
CAT workshop. But, the question what had been the support provided to strengthen the
organization’s capacity remained unanswered. It was a pathetic sight to look at the young
and the energetic as well as well trained in a variety of skills during the project, leaving
the organization at the completion of the program. It is high time that LP and the
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projects’ initiators looked into this issue.
Probably, there could be a corpus fund to
develop and retain the staff capacity in
order to derive benefits both to the
organizations and to the upcoming
projects.
Next, there needs to be an overall
improvement
in
moni toring
and
qualitative assessment. There had been no
feedback after any visit and the organizers
were left in the darkness. Communications
always had remained single way traffic in
the hierarchy. There was no room to know
whether a particular given informa tion or
report was correct or not. The most
languishing feature was tolerance at any
level for non response or lack of response.
Yet another gruesome concern had been
over the studies and documentation that
were undertaken during the course of the
program. It is very important that one is to
believe the results and findings of any
study. This basic trait would get tarnished
if any genuine person observed the way in
which the studies and surveys were held at
the ground level. There were professionals
and no doubt modern survey techniques
were also adopted. Still, the survey
activities were mocked at and it was quite
disheartening to witness appeasement.
Probably, we were not willing to
accommodate genuine steps of evaluation
or any other studies. Even the pro cess of
surveys and studies needs monitoring and
feed back from the ground level to justify
the payments made for them. Because, it
is very important that the studies take
correct information and reflect exactly. In
the course of all these exercises, one c ould
always “feel a little hesitation” or “a
subtle fear” among the implementing
organizations to do or to say anything,
even the slightest, that the higher ups in
the hierarchy did not wish. For, they might
feel that they were in vulnerable grounds.

An Irony
A recent mail from sponsor has pointed out the
reflections of the consultant for MSC. Please respond on
this: The consultant shared that a women in the
geographical area of AIRTDS shared the following three
ways of HIV transmission: 1. The first type of HIV is
that which kills a pe rson immediately 2. The second type
is one where the infected person becomes "slimmer" and
"looks older" and dies 3. The third type is one in which
the infected person remains healthy and fine and dies
after many years! Reflection of the sponsor on this :

It’s really a surprise to see this kind of response after
so much work done by several NGOs. I think we need
to see how the messages given by NGOs are
interpreted by the community members. We will get
lots of information from MSC technique – few will be
shocking like this one. But I feel that these findings
will help us to improve our strategies. Looking
forward for your response
Response from AIRTDS
It has been very interesting to note the observation as
persons at the grass root level. The dynamics of
community understanding is very hard to understand
and one needs to be adept to interpret them. The
observation seems to rely on English terms and the
attached Telugu version of what had happened would
reveal the situation. Further, as you are well aware, w e
are not talking under any of our IEC components the
type of HIV and it has always remained out of any
communication
domain.
Further,
we
have
experienced, under this Project, since Baseline survey,
the visitors understanding of the community and their
usages of sophisticated terms or jargons have led to
baffling statements or results. Here too, we are
experiencing the same. To our level of knowledge, the
three statements in the community understandings,
refer to the time of or stages of HIV at which a
person’s HIV status being known to public by HIV
screening. Further, the statements were not given by
the participant directly to the MSC consultant, at the
field. Only at the time of debriefing, one of the ORWs
informed the consultant of what the participant had
told her as a matter for clarification. Further, at the
field the consultant had been asked to reply on “What
are the three types of HIV?” The participant did not
say any thing on the types.
What has been irony here is that a more vibrant
participant in her anxiety to clarify on what has been
rumored in the village has triggered not so pleasing
discussions up to Delhi. We reassure you on our years
of experience at the field that there need not be any
surprise, not necessarily to feel shock, nor there need
to be concern on our work and this is just a reference
from a consultant who in all probability had
misquoted
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Probably, we, the grass root organizations may need all life skills training! Any of these
suggestions for improvement ultimately slips to strengthening the system. If the system is
in place with quality assurance, the program can be improved to the best of the
community.
Potential Components
The experience we have had during this 13 month period has given us a lot more food for
thought and introspection over our efforts in bringing health benefits to the community.
There are certain components in the program which require further deal from the
sponsors to improve the quality of health services. Such components can also be taken as
independent innovative and experimental projects to strengthen the referral linkages,
community collaboration and community leaders hip to address the issues of vulnerability
to HIV, women’s rights issues behind HIV/AIDS and improved access to health service
facilities. Primary among them are condom promotion, community counseling, skills and
capacity building for existing community st ructures and community volunteer placement
at the strategic service facilities centers. These projects need not be on a massive scale. It
can be developed as a specific independent component that can be integrated with any
wider community health projects. There shall be a fewer inputs like skills development,
knowledge building and dynamics in the group. These can be taken up in a given
operational area with the existing staff and infrastructure by way of value additions.
These micro projects will also help in increasing the frequency of service deliveries
which in turn enhance the quality of services of the wider projects.
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VISITORS

A great pleasure to see good work done by great
people with such optimism and success I am
both humbled and gratif ied to spend time with
you. Good luck. Take care and keep doing what
you are doing.
Brent Stirton, Global Fund, 27 -06-2006

I come here for photo documentation on
HIV/AIDS. I see here everything fine. Thanks
for good hospitality.
Mr. Purushotha m Diwakar, 26-12-2006.

Spent 3 days with this super team – I am
energized. I am impressed with your
commitment and passion. Please continue with
the good work. Good luck always! Smiles
Mrs. Navanita, Consultant, MSC Study, 18 –
20, January, 2007 .
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VISITORS

DR. DEEP MALA
India Alliance HIV/AIDS
at Kopelle

MRS. KEERTHI ,
Technical Support Manager
VMM, at Gudiwada

Prof. Dr. KOTESWARA RAJU , Consultant at AIRTDS
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