
AIDS
A deadly Disease

Dr. Zafar A Sah
Prof. & Head

Department of Immunology and Molecular Medicine
SKIMS



This ppt. presentation is meant for 
teaching purpose and has been 
prepared from material available at 
various web sites.various web sites.

There is no conflict of interest with 
anybody



At the end of this presentation we 
should be able to  have  a basic 
concepts about:

Microbes
Disease causing agents
Viruses
HIV
AIDS



Microbes
• Are invisible to the naked eye, you need a 

powerful microscope to see them. 
• Are everywhere around us, inside us, on us, 

in our food, in our homes, in the air we in our food, in our homes, in the air we 
breathe and the water we wash in.

• Are mostly useful, but some are harmful
• Have been around for 3.8 bn years. 
• Are vital for life on Earth.



What do Microbes look like ?



Microbes exist in huge numbers

In one single teaspoon of garden soil, there are 
over 100,000 microbes. In 1ltr of seawater, there 
are over 1bn microbes.

On your hands there are more microbes than there 
are people in the world.

On your hands there are more microbes than there 
are people in the world.

There are so many microbes, that scientists have 
only named 0.5% of them.

Microbes outnumber all other species and make 
up most of the living matter on the planet.    
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What else can bacteria do ?

 They give off oxygen when they ‘eat’.

Half of all the oxygen in the world, comes
from bacteria.



Helpful Fungus
• Mold is a type of fungus.

• A mold called 
penicillin is an penicillin is an 
antibiotic 
(medicine) we 
take to kill bad 
bacteria. 



Helpful Fungus

• Yeast is another type of fungus.

• We use yeast when • We use yeast when 
baking bread 
(releases CO2) and 
to make wine 
(creates ethanol).



Fungi

Not just mushrooms –

athlete’s foot, penicillin, and yeast.

Yeast is used in bread making, 
and brewing



Harmful Fungus

• Fungus can cause 
things such as:
– Mold on food

– Athlete's Foot

– Dandruff



Algae are also Microbes

• Algae photosynthesise – taking their energy 
from the sun, and producing oxygen in the 
process.  Algae are thought to produce over 
50% of the oxygen in the world.50% of the oxygen in the world.



To summarize 
Without microbes, life on this planet would be 

entirely different – they generate oxygen, are part of 
the carbon and nitrogen cycles, and can survive the 
harshest conditions. 

Without microbes, our bodies would not process Without microbes, our bodies would not process 
the food we eat.

They drive the chemistry of life, breaking things 
down into their parts so that life can being again.

Microbes are small but mighty !



Doesn’t belong to any 
kingdom

-It’s not a plant or an -It’s not a plant or an 
animal.

-It’s not a fungi, protist, 
or  bacteria.

WHAT IS A VIRUS?



A virus is an infectious agent made up of 
nucleic acid (DNA or RNA) wrapped in a 

protein coat called a capsid.

Viruses have no nucleus, no organelles, no cytoplasm or 
cell membrane—Non-cellular

This is why it does NOT belong to any kingdom.



Virus

Come in 1000s of different shapes and sizes. 

They hang about waiting to meet a ‘host’ which they 
then invade, hijacking the host’s cells.  Beware the 
air you breathe and door handles !





Capsid (protein coat)

– inside contains either  
RNA or DNA

DNA or RNA

1. Bacteriophage—viruses that infect bacteria

2. Flu (influenza), HIV

Surface 
Marker

Capsid (protein coat)



Viruses have either DNA or RNA but NOT both.

Viruses with RNA that transcribe 
into DNA are called retroviruses.

Viruses are parasites—an 
organism that depends

entirely upon another living

HIV Infected Cell

entirely upon another living
organism (a host) for its 

existence in such a way that 
it harms that organism.



Replication is how a virus spreads.

A virus CANNOT reproduce by itself—
it must invade a host cell and take 
over the cell activities, eventually 
causing destruction of the cell and causing destruction of the cell and 
killing it.

(The virus enters a cell, makes copies
of itself and causes the cell to burst
releasing more viruses.)



DNA/RNA is 
copied.

DNA/RNA 
injected into cell.

Virus attaches
to cell.

Step 1 Step 2 Step 3

Virus copies 
itself. Cell bursts (lyses) 

and releases new 
viruses.

Step 4
Step 5



Certain viruses can only attack certain 
cell types. They are said to be specific.

Surface Markers

Example: The rabies virus only attacks brain or nervous cells.

Virus

It’s like the pieces of a puzzle. The 
ends have to match up so only 

certain pieces fit.

Receptor Sites

Cell



Surface 
Markers

Virus

A virus recognizes cells it can infect by matching 
its surface marker with a receptor site on a cell.

Cell

Receptor 
Sites



Importance:
*Harmful

Causes disease—pathogenic
Disease producing agent—pathogen

Human Diseases: Warts, common cold, 
Influenza (flu), Smallpox, Ebola, Herpes, AIDS, 
Chicken pox, Rabies

Viruses disrupt the body’s normal Viruses disrupt the body’s normal 
equilibrium/balance

Viruses can be prevented with vaccines, 
but NOT treated with antibiotics.

Beneficial:
Genetic Engineering—harmless  virus 
carries good genes into cells.

(antibiotics treat bacteria)



Human Immunodeficiency 
Virus(HIV)

and

ACQUIRED IMMUNE DEFICIENCY 
SYNDROME
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and



Global AIDS epidemic is one of the greatest
challenges facing our generation.

AIDS is a new type of global emergency-an AIDS is a new type of global emergency-an 
unprecedented threat to human development 
requiring sustained action and commitment 
over the long term.



The Good news is that the world is significantly 
increasing its commitment and resources. 

Yet as the number of governments, financial 
institutions and partners responding to the 
AIDS increases, there is an urgent need for AIDS increases, there is an urgent need for 
greater support for, collaboration with, heavily 
affected countries. 

There is also need to avoid duplication and 
fragmentation of the resources.



GLOBAL HIV STATISTICS
76.1 million [65.2 million–88.0 million] people have 
become infected with HIV since the start of the epidemic.

35.0 million [28.9 million–41.5 million] people have died 
from AIDS-related illnesses since the start of the epidemic.

36.7 million [30.8 million–42.9 million] people globally 36.7 million [30.8 million–42.9 million] people globally 
were living with HIV in 2016.

1.8 million [1.6 million–2.1 million] people became newly 
infected with HIV in 2016.

1 million [830 000–1.2 million] people died from AIDS-
related illnesses in 2016.

19.5 million people were accessing antiretroviral therapy 
in 2016.



An estimated 25.5 million people living 
with HIV live in sub-Saharan Africa. 

The vast majority of them (an estimated The vast majority of them (an estimated 
19 million) live in east and southern 
Africa which saw 46% of new HIV 
infections globally in 2015.





HIV continues to be a major global public 
health issue    – with a global HIV 
prevalence of 0.8% among adults.

The vast majority of this number live in 
low- and middle- income countries. 



>95% Cases in developing countries

In developed nations, nos are  decreasing 
due to combined Antiretroviral therapy 
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In India --- 3rd decade



Funding
In 2015, US$ 19 billion was invested in the 
HIV and AIDS response in low- and middle-
income countries with 57% of the total HIV 
resources in these countries coming from 
domestic budgets.domestic budgets.
Rising numbers of new HIV infections in 
many countries means that US$ 26.2 billion 
will be required for the response to the 
epidemic in 2020, with US$ 23.9 billion 
required in 2030.



ACQUIRED IMMUNE DEFICIENCY 
SYNDROME

Agent :     RETROVIRUS

Initially called Lymphadenopathy Associated Virus
(LAV)
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(LAV)

Then

Human T – cell lymphotrophic virus III

Then

Human Immuno Deficiency Virus (HIV) in 1986



HIV has two major typesHIV has two major types

a) HIV -1

b) HIV -2

• HIV types differ in geographical distribution,
• biological /  molecular characteristics &
• extent of transmissibility 

ContdContd…………

July 29, 2017



•• HIVHIV--1             Three   groups1             Three   groups

• a) HIV-1  M  ( 11 subtypes/clades A   ----------- K)
• b) HIV-1  O  ( 9 subtypes)
• c) HIV-1  N  

• Clades differ in envelope gene  sequence by 20% or more 

• Dominant clade present worldwide  ---------- C

ContdContd…………
July 29, 2017



Contd…..Contd…..

Subtype distribution :Subtype distribution :

• A,C,D  ---- predominant in Africa
• E & B  ---- Thailand
• B      ---- USA & Europe
• C      ---- India• C      ---- India

• HIV-1-- O & N are distant to all other HIV-1 
subtypes and are limited in distribution to 
West Africa

ContdContd…………July 29, 2017



HIVHIV--22

5  Subtypes          A – E

Closely related to SIVClosely related to SIV

Predominantly found in West Africa



Fatal Illness

Virus breaks down body’s immune system:

Victim vulnerable to 

1. a) Many life-threatening opportunistic infections
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1. a) Many life-threatening opportunistic infections

2. b) Neurological disorders

3. c) Unusual malignancies



Setbacks:

· Increased Mortality

· Increased cost of treatment/containment

· Decreased productivity due to morbidity

48

AIDS continues to roll back hard-won development gains
in many regions of the world



RESERVOIRS OF INFECTION

Cases and carriers

Once a person is infected, virus remains in body 
life-long
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life-long

Risk of developing AIDS increases with time

HIV infection takes years to manifest & so
symptomless carrier can infect other people
for years.



HIV infected persons – more infectious in early
stages (before antibody production) or window
period and when infection is well advanced due to
levels of virus in blood.
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HOST FACTORS:

Age:

Sexually active persons 20 – 49 years

- most productive members of society

51

- those responsible for

O Child bearing

Child rearing



Some sexual practices Increase risk of infection more
than others eg.

Multiple sex partners, Male homosexuality & Bisexuals

Heterosexual partners (Higher rate of HIV infection
found in female sex workers)
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found in female sex workers)

IV drug abusers

Transfusion recipients of Infected blood & blood
products



MODE OF TRANSMISSION:

 Sexual transmission

 Blood contact

53

 Maternal-foetal transmission (Mother 
child)



Maternal-foetal transmission:

Through placenta

During delivery

Breast-feeding
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1/3rd children of HIV +ve mothers get infected by
this route.

Risk is high if mother newly infected or has AIDS

Infants & children progress rapidly to AIDS



SOURCE OF INFECTION:

Virus (Large concentration) in blood, semen, CSF

Virus (lower concentration) in tears, saliva, breast
milk, Urine, etc

Virus is also isolated from

55

Virus is also isolated from

Brain ; tissue; Lymph nodes; Bone-marrow cells;
Skin

Till now only Blood & Semen have been
conclusively shown to transit the virus.



Size of risk is affected by :

Presence of STD

Sex and age of uninfected partner

Type of sexual act

56

Type of sexual act

Stage of illness of infected partner

Virulence of HIV Strain involved



Risk of HIV from contaminated blood
transfusion – 95%

Needle prick – Low risk of infection

Regular needle uses by drug addicts – High risk
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Regular needle uses by drug addicts – High risk
due to

repeated use (cocaine, heroin)

Skin piercing (including injections, ear piercing,
tattooing,

Acupuncture) – High risk



NOT TRANSMITTED BY:

a) Mosquitoes/insects

b) Casual social contact with infected persons
including within households or
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including within households or

c) By food or water or

d) To health workers in their professional
contact with AIDS patients



INITIAL INFECTION:

Mild – fever, sore throat, rash, few weeks after
initial contact

Increased risk of transmission
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Increased risk of transmission

HIV antibodies take 2-12 weeks to appear in
blood stream

(Window period)



INCUBATION PERIOD:

Few months to 6 years

CLINICAL FEATURES: Four categories

I) Initial infection with virus & development of
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I) Initial infection with virus & development of
antibodies

II) Asymptomatic carrier state

III) AIDS related complex

IV) AIDS



ASYMPTOMATIC CARRIER STATE:

Antibodies positive, but no sign of disease
except

Persistent generalized lymphadenopathy.
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Persistent generalized lymphadenopathy.



AIDS RELATED COMPLEX:

Illnesses caused by damage to immune system but without

opportunistic infection & cancers associated with AIDS but have

one or more of the following:

• Unexplained diarrhoea more than 1 month

• Fatigue, malaise
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• Fatigue, malaise

• Fever

• Night sweats

• Oral thrush

• General lymphadenopathy

• Spleen 



AIDS End stage of HIV infection

• Opportunistic infections and/or cancer occur

• Death is due to uncontrolled/untreatable infection

• TB/Kaposi’s Sarcoma/Candida oesophaitis

• Cryptococcus meningitis/ pencillosis
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• Pnemocystitis carinii pneumonia/ Toxoplasma encephalitis

• Wasting syndrome in some

• AIDS encephalopathy or dementia

• Persistent generalized lymphadenopathy



HIV and tuberculosis
Tuberculosis remains the leading cause of 
death among people living with HIV, 
accounting for around one in three AIDS-
related deaths. However, some progress had related deaths. However, some progress had 
been made with a decline of 32% of 
tuberculosis-related deaths among people 
living with HIV since 2004



D. Pulmonary/Extra Pulmonary TB

E. Neurological impairment sufficient to prevent
independent daily activities not known to be due to
condition unrelated to HIV

F. Candidiasis of esophagus

65

F. Candidiasis of esophagus

G. Clinically diagnosed life threatening or recurrent
episodes of pneumonia

H. Invasive cervical CA



WINDOW PERIODWINDOW PERIOD

 Soon after Soon after transmission,theretransmission,there is an exponential is an exponential 
growth of the virus.growth of the virus.

 In a span of 1.6 to 3 days a thousand new In a span of 1.6 to 3 days a thousand new virionsvirions
are produced from the infected Tare produced from the infected T--lymphocyte.lymphocyte.

July 29, 2017

 In the next three days these 1000 In the next three days these 1000 virionsvirions can can 
theoretically, generate 1000,000 theoretically, generate 1000,000 virionsvirions and at the and at the 
end of the 9th day one may have 100 end of the 9th day one may have 100 crorecrore
virionsvirions..

contdcontd..



…contd.…contd.

 There is an unbridled growth of new There is an unbridled growth of new virionsvirions until until 
specific antibodies are generated by the Plasma specific antibodies are generated by the Plasma 
Cells.Cells.

 This takes about 3 to 12 weeks. This period of This takes about 3 to 12 weeks. This period of 
time during which there are no HIVtime during which there are no HIV--specific specific 

July 29, 2017

time during which there are no HIVtime during which there are no HIV--specific specific 
antibodies, is called the antibodies, is called the WindowWindow--PeriodPeriod. But the . But the 
patient is infectious to others.patient is infectious to others.

 Since there are no antibodies, the Elisa like tests Since there are no antibodies, the Elisa like tests 
cannot detect the presence of HIV. (However,            cannot detect the presence of HIV. (However,            
PP--24 Antigen test & PCR Test can detect the 24 Antigen test & PCR Test can detect the 
antigen or virusantigen or virus))



Typical Typical primary HIVprimary HIV--1 infection1 infectionTypical Typical primary HIVprimary HIV--1 infection1 infection

symptoms

HIV antibodies

HIV proviral DNA

symptoms

‘window’
period

July 29, 2017

HIV-1 p24 antigen

0 1 2 3 4 5 6 / 2 4 6 8 10

weeks years
Time following infection

HIV viral load

1° infection



IMMUNOLOGY: 
Immune system disorders of HIV are due to gradual

decrease in
specialized type of WBC (Lymphocytes) called T-helper or T-

4 cells (CD4 + T Lymphocytes) 
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HIV Specially infects CD4 + T Cells along with other cells  
e.g., B-cells,, Microphages, Nerve cells. 

When virus reproduces, infected T-helper cells are 
destroyed decreases WBCs (<500.cmm) 



Natural history of HIV infection
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LAB. DIAGNOSIS:

a. A) Detection of antibody to HIV

Elisa (to detect antibody) sensitive test

Western Blot (to confirm HIV) –
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Western Blot (to confirm HIV) –
Confirmation test

B) Virus isolation from cultured lymphocytes



CONTROL OF AIDS:

Prevention

a) Education: Enabling people to make life-saving choices

I. Avoiding indiscriminate sex

II. Using safe sexual practices
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III. Avoid use of shared razors & toothbrushes

IV. Avoid sharing needles & syringes in IV drug users

V. Females suffering from AIDS or at high risk of infection
are asked to avoid getting pregnant, but decision is
patient’s



CONTROL OF AIDS:

VI. Educational material & guidelines for
prevention should be made widely available

VII. All mass media channels should be involved
in educating people including international

73

travelers



CONTROL OF AIDS:

PREVENTION OF BLOOD BORNE HIV TRANSMISSION

• Advise people in high risk groups to avoid donating
Blood, Body organs, sperm or other tissues

• All blood should be screened for HIV 1 & 2 before Blood
Transfusion

74

• Transmission to hemophiliacs can be decreased by
introducing heat treatment of factors VIII & IX

• Strict sterilization practices ensured in hospitals & clinics

• Pre- sterilized disposable syringes & needles should be
used as much as possible

• Avoid injections unless absolutely necessary



CONTROL OF AIDS:

ANTIRETROVIRAL TREATMENT:

• No vaccine or cure for HIV infection/ AIDS

• Drugs available suppress the HIV infection
rather than its complication

75

• Therapy is useful in prolonging the life of
severely ill patients but not a cure

• These drugs suppress viral replication

• These drugs given as combination therapy



CONTROL OF AIDS:

ANTIRETROVIRAL TREATMENT:

• Post exposure prophylactic treatment started
with in hours of accidental exposure to virus

• 4 weeks of treatment with Azathioprine
decreases risk exposure by 79%
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decreases risk exposure by 79%

• Combination therapy also useful (AZT +
LAMIVUDINE)

• Advanced AIDS in source individual (AZT +
Nelfinavir)

• With failure to resond – Stavudine +
Didanosine



CONTROL OF AIDS:

ANTIRETROVIRAL TREATMENT:

• Specific Prophylaxis

P.Carinii pneumonia – CD4 >200 – Cotrimoxazole

Pentamidine
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Pentamidine

Dapsone

M.avium complex – Rifabutin



NATIONAL AIDS PREVENTION & CONTROL POLICY

Objective: To bring about zero transmission of
AIDS

Blood Safety programme

• Only licensed blood banks allowed to operate in

78

• Only licensed blood banks allowed to operate in
India

• Voluntary Blood donation encouraged

• Zonal blood testing centers – Test samples of
blood for blood banks & report HIV results the
same day

• Testing of every unit of blood mandatory :



NATIONAL AIDS PREVENTION & CONTROL POLICY

• Testing of every unit of blood mandatory

• HIV
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• HCV

• Hepatitis – B

• Malaria

• Syphilis



Policy on HIV testing:

Voluntary basis with appropriate

80

Voluntary basis with appropriate
pre-test & post-test counseling



HIV Surveillance:

• Information, Education, communication &
Social Mobilization

• Family Health awareness campaign
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• Family Health awareness campaign

• Prevention of HIV transmission from mother
to child

• Post exposure prophylaxis for health care
workers

• National AIDS Telephone help line -- 1097



HIV
Infection

Increasingly 
Serious illness

Children may 
Become 

care givers

Psychosocial
problems

A
VICIOUS                 
CYCLE

Economic 
Problems

Deaths of parents 
& 

Young children

Problems 
with 

inheritance
Children

without Adequate 
adult care

Increased 
vulnerability

To 
HIV infection



UNIVERSAL PRECAUTIONS
These are a simple, standard set of procedures 

to be followed in the care of all patients at 
all times to minimize the risk of transmission 
of blood borne viruses, including HIV. 

These consist of :These consist of :
• hand washing  • hand washing  
• use of protective clothing such as gloves
• safe handling of sharp instruments
• safe disposal of medical waste including 

sharps
• decontamination of instruments and 

equipment.



Universal precautions are as important in 
emergency situations as at any other time to 
prevent the transmission of HIV between relief 
workers and the affected population: 

BecauseBecause
people working under pressure are more likely  people working under pressure are more likely  
to have work-related accidents and use short-
cuts in the precautions. 
Infection control measures adopted during 
crises must be as practical as possible to 
implement and enforce.



Prevention of HIV transmission through 
universal precautions

• The guiding principles for HIV infection control 
in emergency settings is that blood / blood 
products / body fluids should be assumed to 
be potentially infectious. be potentially infectious. 

• (Though HIV has been isolated from many other body Though HIV has been isolated from many other body 
fluids including saliva, tears, urine, and breast milk, fluids including saliva, tears, urine, and breast milk, 
experience shows that blood is the only fluid experience shows that blood is the only fluid 
associated with HIV transmission during health care associated with HIV transmission during health care 
proceduresprocedures.)



The main risks to relief workers are:

• Injury with a needle or sharp instrument            
which has been contaminated with blood;

• Exposure of open wounds to infected blood • Exposure of open wounds to infected blood 
(HIV is not transmitted through unbroken skin)

• Splashes of infected blood or body fluids on 
to mucous membranes and eyes.



• A future HIV vaccine will not be a "magic 
bullet".

• But future vaccination against HIV, applied 
alongside prevention measures focused on 
safer behavior and STI control, holds out 
realistic hope for ending the AIDS epidemic.realistic hope for ending the AIDS epidemic.

• HIV vaccine development is unusually 
challenging for reasons that relate to the virus 
itself, ethical considerations in the conduct of 
vaccine trials, and the socioeconomic context.



Possiblity to develop a vaccine for HIV?

• Scientists know that animals can be protected 
against HIV infection with a vaccine, but they 
remain uncertain as to whether that success 
can be extrapolated to humans. The search for can be extrapolated to humans. The search for 
an HIV vaccine therefore has to include 
human trials, which are costly and time-
consuming.



HIV PREVENTION 
Symposium Vaccine Efficacy Trials

NOTE: Phambili (HVTN 503) began to explore a regime similar to STEP in South Africa (not included).

No

From Diffenbach



Will it be necessary to develop a vaccine 
for each genetic subtype of HIV?

• It would clearly be desirable to have an HIV vaccine 
that would be effective against all subtypes of HIV. 

• However, at present it is not known whether this will 
be feasible, or if different vaccines will be needed for 
different subtypes. different subtypes. 

• That, coupled with the fact that the subtypes in 
developing countries differ from those prevalent in 
the industrialized world, makes it essential that 
experimental vaccines be developed simultaneously 
in high-income and low-income countries, and in 
different regions of the world.



What is the difference between Phase I, II 
and III trials?

• Phase I tests are done on 20-40 volunteers. These tests are 
intended to confirm the vaccine's safety and determine 
whether it triggers strong enough levels of HIV-specific 
immune responses.

• Phase II tests involve hundreds of volunteers and are intended 
to further check vaccine safety and assess the potency of to further check vaccine safety and assess the potency of 
immune responses. 

• Phase III trials are large-scale field trials involving thousands 
of volunteers. The aim is to gauge whether the candidate 
vaccine indeed protects people against HIV infection or the 
onset of AIDS. Moving vaccines through the three phases can 
last for up to four years.



What type of trials are needed to see if a 
vaccine actually works?

• Large-scale Phase III trials are the only trials that can provide 
information on the efficacy of protection. These are field trials 
conducted in populations with a relatively high incidence of 
naturally-occurring HIV infection (usually more than 1% per 
year). Half the volunteers receive the candidate vaccine and 
half receive a control injection. All receive HIV prevention 
counselling. To avoid biases in the interpretation of the counselling. To avoid biases in the interpretation of the 
results, neither the volunteers nor the investigators know who 
is receiving which. This is known as a double-blind controlled 
trial. The population, usually several thousand volunteers 
(depending on HIV incidence), is tracked for 2-4 years to see if 
fewer of the vaccinated volunteers become infected with HIV 
than the control volunteers.



Would a successful vaccine mean we can abandon 

other prevention programmes?

• No. A vaccine will not be a magic bullet, nor can it be 
an alternative to existing programmes for preventing 
HIV spread through sex, blood or drug use. Because 
an eventual vaccine is unlikely to be 100% effective, 
it will have to be used alongside wide-ranging and it will have to be used alongside wide-ranging and 
effective prevention programmes. In fact, once a 
vaccine is developed, awareness-raising and 
prevention efforts will need to be redoubled in order 
to counter the risk of complacency.



NACP 
In 1992, the Government launched the first 
National AIDS Control Programme (NACP) and 
demonstrated its commitment to combat the 
disease. 

India’s AIDS Control Programme is globally 
acclaimed as a success story. 

It is being implemented as a comprehensive 
programme for prevention and control of HIV/AIDS 
in India. 



NACP Phase I was implemented with an 
objective of slowing down the spread of HIV 
infections so as to reduce morbidity, 
mortality and impact of AIDS in the country. 

The first phase focused on awareness 
generation, setting up surveillance system 
for monitoring HIV epidemic, measures to 
ensure access to safe blood and preventive 
services for high risk group populations.



National AIDS Control Prog.  Phase II (NACP II) was launched in 
1999 with World Bank credit support of USD 191 million. 
Two key objectives of NACP II were : 
 to reduce the spread of HIV infection in India, and
 (ii) to increase India’s capacity to respond to HIV/AIDS on a 

long-term basis.

Key policy initiatives taken during NACP II included: Key policy initiatives taken during NACP II included: 

 adoption of National AIDS Prevention and Control Policy 
(2002);

 Scale up of Targeted Interventions for High risk groups in high 
prevalence states; 

 Adoption of National Blood Policy;
 a strategy for Greater Involvement of People with HIV/AIDS 

(GIPA);                                                                                     (contd.)



launch of National Adolescent Education 
Programme (NAEP )
introduction of counseling, testing and PPTCT 
programmes; 
Launch of National Anti-Retroviral Treatment (ART) 
programme;programme;
formation of anointer-ministerial group for 
mainstreaming; 
and setting up of the National Council on AIDS, 
chaired by the Prime Minister; 
and setting up of State AIDS Control Societies in all 
states.



In response to the evolving epidemic, the 
third phase of the national programme
(NACPIII) was launched in July 2007 with 
the goal of Halting and Reversing the 
Epidemic by the end of project period. 

NACP-III aimed at halting and reversing the 
HIV epidemic in India over its five-year 
period by scaling up prevention efforts 
among High Risk Groups (HRG) and General 
Population and integrating them with Care, 
Support & Treatment  services



KEY PRIORITIES UNDER NACP-IV ARE  (launched in 2012

Preventing new infections by sustaining the reach of current 
interventions and effectively addressing emerging epidemics.

Prevention of Parent to Child transmission.

Focusing on IEC strategies for behavior change in HRG, awareness 
among general population and demand generation for HIV services.among general population and demand generation for HIV services.

Providing comprehensive care, support and treatment to eligible 
PLHIV.

Reducing stigma and discrimination through Greater involvement 
of PLHA(GIPA).
De-centralizing rollout of services including technical support. 



Ensuring effective use of strategic information at all 
levels of programme.
Building capacities of NGO and civil society partners 
especially in states with emerging epidemics.
Integrating HIV services with health systems in a 
phased manner

Mainstreaming of HIV/AIDS activities with all key 
phased manner
Mainstreaming of HIV/AIDS activities with all key 
central/state level Ministries/departments will be 
given a high priority. 
Social protection and insurance mechanisms for 
PLHIV will be strengthened.





HIV/AIDS Epidemic Profile of J&K
On the basis of the HIV Sentinel Surveillance 2014-15 the 
epidemic of HIV /AIDS in J&K is static and under control. 

J&K State fall under the low Prevalence State where the ANC 
prevalence is 0.05%. 

There are 4123 clients registered at ART centers and 838 AIDS 
deaths so far.

Total Number of People living with HIV/AIDS(PLHIV) Registered 
with JKSACS as of March 2017
5163

There are 4123 clients registered at ART centers and 838 AIDS 
deaths so far.

Being a low prevalence state, the mission of J&K State AIDS 
Prevention and Control Society is to disseminate wholesome AIDS 
awareness to every citizen of the State especially living in the age 
group of 15 – 49 years. 





S No. Month Name of 
ART 

Centre
Indicator 

(Cumulativ
e)

Total
Adults Children (< 15 

years)
Male Female TS/TG Male Female

1. Till April 
2017

GMC, 
Jammu

No. of 
PLHIV 

Registered 
in HIV Care

2085 1337 5 132 102 3664

Died 527 182 2 20 16 747

Detail of HIV Clients till Feb. 2017 (ART, Jammu/Srinagar)
Compiled Report OF ART CENTRES TILL April 2017 (J & K)

Died 527 182 2 20 16 747
LFU 355 157 0 9 15 536

Alive on 
ART

926 772 3 77 51 1829

SKIMS
Srinagar

No. of 
PLHIV 

Registered 
in HIV Care

330 100 4 15 10 459

Died 69 15 2 2 3 91
LFU 74 14 0 2 2 92

Alive on 
ART

128 64 1 9 3 205



Indicator (Cumulative)
Total

Total No. of PLHIV Registered in 
HIV Care

4123
HIV Care

Total Died 838

Total LFU 628

Total Alive on ART 2034



The Red ribbon is a symbol for 

106

The Red ribbon is a symbol for 
solidarity with HIV-positive 
people and those living with 
AIDS.



THANKSTHANKS


