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AT 11—4@U€ 3—3T-9UE (ii)
PART I1—Section 3—Sub-section (ii)

ART R & HATAAT (TAT HATAT T GIgHC) T I 6w 70 qifafers sweer six srfegm=m
Statutory Orders and Notifications Issued by the Ministries of the Government of India
(Other than the Ministry of Defence)

EEUKEIEE]
(&fr. .. wamT)
TE faeeft, 29 S[ITE, 2020

FAT. 676.—ITSHAF 3T FIATT ATAFTT (7T T ) F Atert=ad, 1948 ¥ o 2
F G (F) h AL § TLTAF AT |

TAEIT, %% T AT & LT RIAATEH, gHaT § o 71T, TG S9N STTerehTl Hr

&A1 29 AT 2020 & TETIF FHIFAT ATSHRET 6 AL L HIFALT GaATsN 6 (Hagd & o TTreha
FLAT Bl

[®T. &. £1-4330/01/2016]
o) FAT orT, Maer (H1.9T.4T.)

3625 G1/20 (1905)
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MINISTRY OF EXTERNAL AFFAIRS
(CPV DIVISION)
New Delhi, the 29th July, 2020

S.0. 676 .—Statutory Order in pursuance of the clause (a) of the Section 2 of the Diplomatic and
Consular Officers (Oaths and fees) Act, 1948 (41 of 1948), the Central Government hereby appoints Shri
Manish, Assistant Section Officer as Assistant Consular Officer in Consulate General of India, Hamburg to
perform the Consular services with effect from 29 July, 2020.

[F. No. T-4330/01/2016]
VISHNU KUMAR SHARMA, Director (CPV)

F1®, A frFraa o Yo JATed
(T Sfre wiLreror farsmT)
7% feeeft, 19 sred, 2020

FLAT. 677.—Fvz TLHE, Taaanl ot @9 qfere samaar AtefaaH, 1946 (1946 =t
SfeT==| "=ar 25) it g 530 IT-eTT (1) AAST &7 6 T T&T ARIT AT TN Fd g0
AT TR TS T, [ (THEL.T) e mr stfeeg=ar Ssft.ar, waue . 111, fa9iw 12.09.2019
qUisa Zaehl FeNted Afeg=ar Siar, taud |, 172, g (THE.U) fFwm, 9w 24.12.2019
quted et i T, ™ i3, THuE . 13, [ (TaHI.T) a9, i 20.01.2020 & |19 &
ST o T i aafsa Taeht Senfaa srfergEET Sit.ar. uHue w. 72, 77 (veHEt.n) e, e
25.06.2020, F HTEIH F T AT & I TodT HSo % R e, FETIeAT A qraaed| §2d
F ATRIEAl TE, e S § @7 9% F oq9g gaq/@s AT S ddy afiagd & gae H
e gt § Sfeafaa araet # B 0 STa=Ten(e) & Ava™or e o (o7 T UH Tare(e)
S AT IHH Hag (el ToITE, OO ST U= Ua/370aT I §4a9g # 6w 70 a1 =1 i

T IOT Tohell ST STITE(8MT) AT A= ool &2l o (orw faoett faerg qfere samaeT & gaeat & orfrar
ST erATTEreRTE 7 foeq e q9ed g Ta9r T § Fdl 8-

F.8. | AT H. 3T FIGA AT T % °TH

1 WA FUE |igAT il oT<T 379, 386, 420, 447, TI=TdHT srfarfaae & g | e
3, tqUR (Suvear) Afafa=w, 1957 #iT amT 21 d4sq UHT THUHHT
7w, 1966 #T 4T 26, AewEs afaf=aw, 1884 #r amT 9 () 3%

feehres Terel arfataaw, 1908 it amer 3 & Iavia Iy H. 308/2018

2 WA FU€ |igAT T =T 379, 386, 420, 447, TI=TdHT srfarfaae & gmer | e
3, tqUH (Suvear) Afafa=w, 1957 i1 amr 21 d9tsa UHT THUHHT
e, 1966 # amr 26, fAewEs wfafaw, 1884 #ir amr 9 () 3%

feehres Terel sfaftaaw, 1908 it g 3 F avia 9Ty H. 309/2018

3 WA FU€ |igAT T =T 379, 386, 420, 447, TI=TdHT srfarfaae & gmer | e
3, tqUH (Suvear) Afafa=w, 1957 #iT amr 21 d9tsa UdT THUHHT
e, 1966 #t amr 26, fAewes wfafag, 1884 & amr 9 () ==

farehres Terel srfarfaas, 1908 it 9T 3 F aid ora<Ty H. 310/2018

4 AT 1T TUE Higdr T & 379, 386, 420, 447, =TT stfarfazs &t gy | fOgieen
3, tquw (Suvear) Afafa=w, 1957 #i amr 21 dqtea UdT THUHHT
e, 1966 F amr 26, fAewes sfafFag, 1884 &t amr 9 (f) 3w
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farehres Terel srfarfaas, 1908 it 9T 3 F aid ora<ry H. 311/2018

5 WA TUe |igaT it &m=T 379, 386, 420, 447, TI=TdIdT srfarfaaw & amer | e
3, tquw (Suvear) Afafaaw, 1957 #ir &mr 21 dufsa udt THUHHT
ferm, 1966 #1 amr 26, fAeweEs wfaf=aw, 1884 #i gm=T 9 (f) 3%

fareres Terel srfarfaas, 1908 =it 9T 3 F aid ora<ry |, 312/2018

6 AT qve "@igar T amer 379, 386, 420, 447, TETAS srferfas £ e | fgirear
3, Uy (Suvewr) sfafaaw, 1957 & amr 21 Autsa udr vHUgeT
e, 1966 # amr 26, fAewes wfafay, 1884 #ir gmT 9 () 3%

fareres Terel srfarfaas, 1908 =it 9T 3 F avid ora<ry |, 313/2018

7 AT que "@igar T amer 379, 386, 420, 447, TETAS srferfas £ g | fgirear
3, tquw (Sruvewr) sfafa=m, 1957 i amr 21 autsa wdt waugt
o, 1966 #1 amr 26, fAewEs sfafag, 1884 #ir amr 9 () 3w

feemTes Tared srfafaas, 1908 it T 3 & v a1y &, 314/2018

8 AT FU€ |igdT il o7 379, 386, 420, 447, TISddT srfarfaze &t ey | fogaeear
3, THUH (STUvEHR) sfafaaw, 1957 f1 amy 21 aufeq udt vguaey
e, 1966 #1 amr 26, fAewEs sfafag, 1884 #ir amr 9 () 3w

ferehres Tt arfartaaw, 1908 it 9T 3 F avid 19Ty H. 315/2018

9 WA TU€ HigdT il &7 379, 386, 420, 447, TSy srfarfaaw &t e | fogiear
3, THUH (STUvEHR) fafaaw, 1957 f1 amy 21 aufea udt vguaey
e, 1966 #t amer 26, fAewEs afafay, 1884 #ir amr 9 () 3w

ferehres Terel arfafaaw, 1908 it 4T 3 F avid orITe H. 316/2018

10 | W 30 Eigar it &y 379, 386, 420, 447, 4T stferfaas &t gy | fageear
3, tquw (Suvear) sfafa=m, 1957 it & 21 autsa vt vauEy
aw, 1966 #t g 26, fAvwEs afafaaw, 1884 #ir gmr 9 (1) =i

ferehres Terel arfartaaw, 1908 it 9T 3 F aid Iy §. 317/2018

11 | I 30 Eigar it &y 379, 386, 420, 447, ST stferfaas &t ey | fageear
3, tquw (Suvear) sfafa=m, 1957 i &y 21 autsa udt wauay
=, 1966 #t g 26, fAvwEs sfafaaw, 1884 #it gmr 9 (A1) =i

feemTes TaTel srfafaas, 1908 it g 3 % vl a1y 4. 318/2018

12 | WTEATT 30 |igaT #T 9T 379, 386, 420, 447, TS sfarfaas &t & | ST’
3, tquw (Suvear) sfafa=m, 1957 i & 21 autea vt vauay
7|, 1966 #T gy 26, AewEs afaf=aw, 1884 &t amT 9 () 3

ferehres Terel afataaw, 1908 it 9T 3 F avd oIy H. 181/2018

13 | 9TeATT 3UE |igaT #T amer 379, 386, 420, 447, TS sfarfay v ey | STt
3, tqUH (Suvear) Afafa=w, 1957 #iT amr 21 d9tsa UdT THUHHT
e, 1966 # amr 26, fAewes sfafag, 1884 &t amr 9 () 3w

feehres Terel sfata=w, 1908 it 97T 3 F avia r9arg H. 182/2018

14 | 91T 30 |igaT #T 9T 379, 386, 420, 447, TS sfarfay it ey | STt
3, tqUH (Suvear) Afafa=aw, 1957 #iT &mr 21 AIfST UHT THUHHT
e, 1966 F amr 26, fAewEs wfafFay, 1884 #i gmr 9 () 3%

farehres Terel srfarfaas, 1908 =t 9T 3 F avid oTa<Te H. 183/2018

15 | ATt gve wfar & amer 379, 386, 420, 447, HETHH sferfaaw £ amr | a=aedt
3, Uy (Suvear) Afafaaw, 1957 #ir 4wy 21 A9fsd UdT THUHHT
e, 1966 Ft amer 26, fAewes wfaf=ag, 1884 #ir gmr 9 (f) 3w
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fareres Terel srfarfaas, 1908 it 9T 3 F avid TI<Ty H. 184/2018

16 | AT gve ST & amer 379, 386, 420, 447, HETHH sferfaaw £ amr | a=aedt
3, tquw (Sruvewr) sfafazm, 1957 i amr 21 autsa wdt vauat
e, 1966 #1 amr 26, fAewes wfaf=aw, 1884 #ir gm=T 9 (f) 3%

faeres Terel srfarfaas, 1908 it 9T 3 F aiid Iy H. 185/2018

17 | AT gve wfar & amer 379, 386, 420, 447, HETHH srfarffaw i g | a=Tedt
3, tquw (Sruvewr) sfafa=m, 1957 i amr 21 autea wdt wauat
o, 1966 #t amr 26, AewEs afaf=ay, 1884 #ir amr 9 () 3w

ferehres Terel afataaa, 1908 T 9T 3 F Savid I H. 186/2018

[FT. ¥, 228/31/2019-T&ET-11]
. 41, o, B, sew gl

MINISTRY OF PERSONNEL, PUBLIC GRIEVANCES AND PENSIONS
(Department of Personnel and Training)
New Delhi, the 19th August, 2020

S.0. 677 .—In exercise of the powers conferred by sub section (1) of Section 5 read with Section 6 of
the Delhi Special Police Establishment Act, 1946 (Act No. 25 of 1946), the Central Government with the
consent of the State Government of Andhra Pradesh, issued vide Home (SC.A) Department Notification G.O.
Ms. No. 111, dated 12.09.2019 r/w its amendment Notification G.O. Ms. No. 172, Home (SC.A) Department,
dated 24.12.2019 r/w its Corrigendum issued vide G.O. Ms. No. 13, Home (SC.A) Department, dated
20.01.2020 and r/w amendment Notification G.O. Ms. No. 72, Home (SC.A) Department, dated 25.06.2020,
hereby extends the powers and jurisdiction of the members of the Delhi Special Police Establishment to the
whole State of Andhra Pradesh for investigation into the offence(s) relating to illegal mining/quarrying and
illegal transportation of Limestone in Konanki Village of Piduguralla Mandal, Kesanupalli and Nadikudi
Villages of Dachepalli Mandal, Guntur District in the cases mentioned in the following table and any attempt,
abetment and conspiracy in relation to or in connection with such offence(s) and/or for any other offence
committed in the course of the same transaction or arising out of the same facts:-

Sl. Cr. No. & Sec. of Law Name of PS
No.

1 Cr. No. 308/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

2 Cr. No. 309/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

3 Cr. No. 310/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

4 Cr. No. 311/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

5 Cr. No. 312/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

6 Cr. No. 313/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

7 Cr. No. 314/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
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Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

8 Cr. No. 315/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

9 Cr. No. 316/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/iw 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

10 | Cr. No. 317/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

11 Cr. No. 318/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Piduguralla
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

12 | Cr. No. 181/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Dachepalli
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

13 | Cr. No. 182/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Dachepalli
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

14 | Cr. No. 183/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Dachepalli
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

15 | Cr. No. 184/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Dachepalli
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

16 | Cr. No. 185/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Dachepalli
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

17 | Cr. No. 186/2018 U/s 379, 386, 420, 447 IPC, Sec. 3 of PDPP Act, Sec. 21 of | Dachepalli
MM (D&R) Act, 1957 r/w 26 of AP MMC Rules, 1966, Sec. 9 (B) of
Explosives Act, 1884 & Sec. 3 of Explosive Substances Act, 1908.

[F. No. 228/31/2019-AVD-II]
S. P. R. TRIPATHI, Under Secy.

FY U T HeTor {1
(FFY, TEFTRET Te fHame Feamor fawm)

(TTSTSTTSIT ST9TT)

TE faeeft, 20 S[ITE, 2020

FT.3T. 678 .—Fa1T ALHTL, TISTATIT (HF o JEhT TS foro s R, 1976 &

9w 10 F 37 99 (4) F SIqa2or § F°, Fgadr U T wearor fae T, F e e wearor
AT % gemEtees Ao Aetotaa @eam w80 widera FwH=ar 7 B wv
FTAATEF AT ITed A foraT g, Afagi~a w2 -

=1, 9L Fig U F1Y Ao S99,
SR — 302033, TS

[T, &, 3-3/2011-27.97.47.]
FLAAT TR, FIFT AT
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MINISTRY OF AGRICULTURE AND FARMERS WELFARE
(Department of Agriculture, Cooperation and Farmers Welfare)
(OFFICIAL LANGUAGE DIVISION)

New Delhi, the 20th July, 2020

S.0. 678 .—In pursuance of Sub Rule (4) of the Rule 10 of the Official Languages (Use for Official
Purposes of the Union) Rules, 1976 the Central Government herby notifies the following Institute which is
under the administrative control of the Department of Agriculture, Cooperation and Farmers Welfare, Ministry
of Agriculture and Farmers Welfare whereof 80% staff have acquired the working knowledge of Hindi-

CCS National Institute Of Agricultural Marketing,
Kota Road, Bambala, Pratap Nagar,
Jaipur, Rajasthan-302033

[F. No. 3-3/2011-Official Language Policy]
ASHWANI KUMAR, Jt. Secy.
s fawett, 20 TS, 2020

FT.3M. 679 .—ha1T TCHTL, TISTATIT (HF o TEERIT TS & forw s fRaw, 1976 &
A 10 % 39 979 (4) F ATa0 & FW, Ggarar ud ThE wedrr o9, FT va fFam Fwearor
HATAT o GG FTATAT ITdTd HLEAT, TOY TF 608 Faeme ™, ®iamErs & dqua Aefortad
TerEtE A= FEtadt w s 80 Iiaerd FH=igee 7 el & HAdre® A ITed F7
foram 8, srfegfra et & -
1. Fx uhgd ArefisiEa gagd #®, We T.- 2.
195/663, TTEHT Y, .. TTHST FieT,
AT -751003 (Arfem)

fegt wea Fraie,

TAUF-15, AELATE,

YA FHITRAT F 9T, wATSd,

ST - STerqe-342301 (ITTEAT)
fegt et Frater,

FAFLE FIATAT & AAGIF,

=% - 331001 (TTSrET)

3. FET UHFd AnfiSiia vaed Fg, @EH qaw, 4.
FIT &, Fih 1, THT - 834008 (ATTET)

5.  #FAT Whiga ArfiSia ydegd F®, "EE A, 6.

82/05, TH.41.UH., HTE AF, SAAT A,
TR TS, AHEET, ST -302020
(TTSTEAT)

fogt wea Frate,

TSI THTSETET & T, TaAare! (XaArhee
qree, vaaeft T, e 97 (F9)-370,001
USR]

7. gt Wew FEiad, a9t O, T - 341001 fogt Aea FATeT,  UA.UA.-62, SrHTLETO(T
(TTSTET) I,
FFET e, GLAE - 335804 (T[STEATH)
9. FEEIlY {4 %%, 10. a9y T FF,
oY, AT, T, SR o T,
ATAT-AFIAATET TTH IS, EElCRIUEIEE N TIED

FTSTT -734429 (Tf9=H &vTTer)

T, AEAS, -226021 Ica< 29T

[®T. §. 3-3/2011-77.997.1.]
AT FHTL, HIFT qi=a
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New Delhi, the 20th July, 2020

S.0. 679 .—In pursuance of Sub Rule (4) of the Rule 10 of the Official Language (Use for Official
Purposes of the Union) Rules, 1976 the Central Government herby notifies the following offices which are
under the administrative control of the Directorate of Plant Protection, Quarantine & Storage. Faridabad an
attached office of the Department of the Agriculture, Cooperation & farmers Welfare, Ministry of Agriculture &
Farmers Welfare whereof 80% staff have acquired the working knowledge of Hindi:—

1. Central Integrated Pest Management Centre, 2. Locust Circle Office
Plot No. 195/663, Paika Nagar, N.H.15, Near I.T.l Railway Crossing,
P.O. Burmmunda Colony, Phalodi, District - Jodhpur- 342301
Bhubaneswar (Odisha) -751 003, (Rajasthan)
3. Central Integrated Pest Management Centre, 4.  Locust Circle Office,
Laxmi Niwas, Krishi Bhawan, Kanke Road, Near Collectorate Office,
Ranchi (Jharkhand)-834008 Churu -331001 (Rajasthan)
5.  Central Integrated Pest Management Centre, 6.  Locust Circle Office,
House No. 82/05, HPS, Sai Bhawan, Arawali Near Rajput Samajwari, Rawalwari Relocation
Marg, New Sanganer Road, Mansarover, Jaipur Sight, Raghuvanshi Nagar,
(Rajasthan) -302020, District Bhuj (Kutch), Gujarat — 370001
7. Locust Circle Office, 8. Locust Circle Office,
Basni Road, N.H.- 62, Near Akashwani, Bikaner Road
Nagaur -341001 (Rajasthan) Suratgarh - 335804 (Rajasthan)
9.  Plant Quarantine Station, 10 Plant Quarantine Station,
. . Sector E, Jankipuram, Ring Road,
NH-31-C, P.O. DulalJote, Via- Naxalbari,

Near Engeneering College Crossing
Panitanki, Darjeeling-734 429 (W.B) Lucknow, Uttar Pradesh-226021

[F. No. 3-3/2011-Official Language Policy]
ASHWANI KUMAR, Jt. Secy.

e fawelt, 20 S[TE, 2020

FIIAT. 680 .—F&lT TTHIL, TSTATHT (5 o MDA AN & (o0 TA0T) [97, 1976
A9 10 % 37 F99 (4) F A0 | FY ud W Feqmor w3, iU, ggaar ud
FAT FART F TIeq S TS Tl T 9Rug, g 919, 95 faedt & gemaees
e Mo watet &, w80 widera FH=iat 7 Bdt &1 wrddres q9 9T FT
feram &, st et 2: -
1. TR T TR,
TvETeT (Ar)- 795004
2. &t aEr Yoy T,
67, TSIATSIAIE, S, |1 &,
3TerE — 560070

[®T. &. 3-3/2011-T7.9T.771]
F9FAT FHTY, HIFT A4
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New Delhi, the 20th July, 2020

S.0. 680 .—In pursuance of Sub Rule (4) of the Rule 10 of the Official Languages (Use for Official
Purposes of the Union) Rules, 1976 the Central Government herby notifies the following offices which are
under the administrative control of the National Council For Cooperative Training an Autonomous organization
of the Department of Agriculture, Cooperation & Farmers Welfare, Ministry of Agriculture & Farmers Welfare
whereof 80% staff have acquired the working knowledge of Hindi.

1.  Institute of Cooperative Management,
Cooperative Complex,
Lamphelpat, Imphal-795004

2. Regional Institute of Cooperative Management,
67 Padmanabhanagar, Banshankari,
2" stage, Bengaluru-560070

[F. No. 3-3/2011-Official Language Policy]
ASHWANI KUMAR, Jt. Secy.

wWreg 3R IRAR HdarvT FATd
3 foell, 14 ST, 2020

PIIAT. 681.—AMT ITTeH AT AW iR Ifora ITer sreqar Hateror (Frarer ik i)
AR, 2017 (2017 &7 16) B! URT 46 B IU—YRT (1) IUGT FRA & fF BT RAR AHRIT: S
AT & Suddl BT HrEfad R 7Y, Sad JRE iR SH fF 99y Y FgE | EId Arieeid
CEll Wﬁ;

IR I IR T IU—YRI(2), 3= qAI b AT—WT, HII TRBR Bl Whadl I AR IhHaTal
YRS ANTGRH, 2018 I & foy Aerad &vdl 2

I, 34, BT TRBR AT e Feqdr fauT] 3R S1fSTd IFTer™ JieqdT et (Farvr iR
o) JfafRm, 2017 (2017 @1 16) B GRT 46 RT Ua< WRHAI BT JANT HRd U S SMEGAT
QUG TG @ JTAR I FI9 R IaIQIdl Vhel ARTGeH, 2018" JIfRRIRd ol & |

[w1. 5. 1-11020 /50 / 1999-ATT (U1 T 1)]

Tl AR, Hgad Al

MINISTRY OF HEALTH AND FAMILY WELFARE
New Delhi, the 14th August, 2020

S.0. 681.—Whereas sub-section (1) of section 46 of the Human Immunodeficiency Virus and
Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017) provides that the
Central Government may make guidelines consistent with the said Act and any rules made there under,
generally to carry out the provisions of the said Act;

And whereas, sub-section (2) of the said section, inter alia, empowers the Central Government to make
the Blood Donor Selection and Blood Donor Referral Guidelines, 2018;

Now, therefore, in exercise of the powers conferred by section 46 of the Human Immunodeficiency
Virus and Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017), the Central
Government hereby notifies the “Blood Donor Selection and Blood Donor Referral Guidelines, 2018 as per the
Schedule annexed to this notification.

[F. No. T-11020/50/1999-NACO(P&C)]
ALOK SAXENA, Jt. Secy.
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SCHEDULE
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Blood Donor Referral Guidelines, 2018

National Blood Transfusion Council
National AIDS Control Organisation
Ministry of Health and Family Welfare

Government of India
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Introduction.—The primary responsibility of a Blood Transfusion Service is to provide a safe,
sufficient and timely supply of blood and blood components. In fulfilling this responsibility, the Blood
Transfusion Service should ensure that the act of blood donation is safe and causes no harm to the
donor. It should build and maintain a pool of safe, voluntary non-remunerated blood donors and take
all necessary steps to ensure that the products derived from donated blood are efficacious for the
recipient, with a minimal risk of any infection that could be transmitted through transfusion.

Objectives.—The donor selection criteria recommended in these guidelines apply to donors of whole
blood, red cells, platelets, plasma and other blood components, donated as whole blood or through
apheresis, including plasma for fractionation.

Whilst these guidelines are designed to promote best practise in Blood Transfusion Services to ensure
the collection of donations from the lowest risk donors possible.

Donor Recruitment and Retention.—

()  Blood should be accepted only from voluntary, non-remunerated, low risk, safe and healthy
donors.

(ii) Efforts should be directed towards encouraging and retaining adequate numbers of repeat
donors.

(i) Donors should be appropriately recognised and thanked for their contribution.

(iv)  The blood bank should educate donors prior to collection of blood regarding the risk of blood

donation and transfusion transmissible infections.

Donor Selection.—(1)The steps for donor selection include-

@ Pre-donation information,

(b) Pre-donation counselling,

(© Donor Questionnaire and Health check-up,

(d) Counselling during blood donation,

(e) Post-donation counselling.

2 Counselling of blood donors is to be provided by trained blood donor counsellors maintaining

privacy and confidentiality. All blood banks may also train their donor organisers or medical
officers to undertake counselling, in case a dedicated manpower is not available. A medical
officer with minimum MBBS qualification should be responsible for reviewing the donor’s
health conditions and performing physical examination of the donor. The final call on donor
selection is to be taken by the medical officer.
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Stages of Blood Donor Counselling

A

— Stage 1 - Pre-donation information Self-deferral E—

i

Stage 2 — Pre-donation counselling

l

Stage 3 - Counselling during blood donation

v

4

Deferral / self deferral |

.| Post—donation confidential
unit exclusion

Blood screening for TTI

;
! l

Non-reactive

Reactive/ indeterminate (confirmatory
testing on same and /or new blood sample)

Negative |« ————

7 e

Stage 4 - Post- Stage 4 '—“Pre_-donatxon counselling
(Notification, counselling and or
referral for positive and inconclusive test results)

1

} RN DR !
L Retain as regular Hep B/ C HIV ‘ Malaria
donor and reinforce

healthy life style L ¢ ¢ = " ¢

Gastroenterology | |\ opeyypg| | Physician | |STD clinic
clinic / physicians

donation counselling
(Negative test results)

Syphilis

Above mentioned respective health
care centres

5. Pre-donation Information(1) It should include,—

Q) Nature and use of blood and its components and the importance of maintaining healthy
lifestyles,

(if)  Eligibility for blood donation,

(ili)  Rationale for the donor questionnaire and pre-donation health assessment,
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(iv)

v)
(vi)
(vii)

(viii)

)

Options for the donor to withdraw or self-defer at any time before, during or after donation,
Blood donation process and potential adverse donor reactions,

Common Transfusion Transmitted Infection, modes of transmission and window period,
Basic information on tests performed on donated blood,

Possible consequences for donors and donated blood in the case of abnormal Transfusion
Transmitted Infection test results.

It can be done as a one-on-group and integrated with the activities undertaken for donor
recruitment and retention.

6. Pre-donation Counselling.-(1) It should focus on the donor and preferably be done one-on-one.

2) The objectives include:
Q) Understanding of Donor Questionnaire to enable correct responses,
(i)  Reiterate understanding of Transfusion Transmitted Infection testing and the disclosure of
results,
(iii)  Clarify any misunderstanding about donor selection, blood donation and blood screening,
(iv)  Explain self-deferral,
(v)  Explain temporary and permanent deferral,
(vi)  Familiarise donor to process of blood donation,
(vii)  Obtain donor’s Informed consent.
7. Donor Questionnaire and Health Check-up.(1) The donor questionnaire and health check-up is

administered to every prospective donor to enable a quick history taking, limited physical
examination and blood test. A questionnaire shall be prepared in English and Local languages which
is simple and easy to understand to be answered by the donor. For donors who are illiterate,
assistance should be given by counsellor or donor registration staff.

(2)  Demographic details of the donor, date and time of donor selection and donation shall be
registered. Informed consent shall be obtained in writing from the donors on the questionnaire.

(3)  Prior to blood donation, the consent of the donor shall be obtained in writing with donor’s
signature or thumb impression after the procedure is explained and the donor is informed
regarding testing of blood for all mandatory tests for safety of recipients. The donor shall be
provided an opportunity to ask questions and refuse consent.

8. Donor Consent. Donor consent shall be taken for the following understanding that:

(1) Blood donation is a totally voluntary act and no inducement or remuneration has been offered.

(2)  Donation of blood or its components is a medical procedure and that by donating voluntarily, |
accept the risk associated with this procedure.

(3) My donated blood and plasma recovered from my donated blood may be sent for plasma
fractionation for preparation of plasma derived medicines, which may be used for larger
patient population and not just this blood bank.

(4) My blood will be tested for hepatitis B, hepatitis C, malaria parasite, HIV or AIDS and
Syphilis diseases in addition to any other screening tests required to ensure blood safety.

(5) 1 would like to be informed about any abnormal test results done on my donated blood Yes or

No
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Blood Donor Selection Criteria

General Criteria

S.No. Criteria

Recommendations

1. Wellbeing

The donor shall be in good health, mentally alert and
physically fit and shall not be inmates of jail or any other
confinement.

“Differently abled” or donor with communication and sight
difficulties can donate blood provided that clear and
confidential communication can be established and he or
she fully understands the donation process and gives a valid
consent.

2. Age

Minimum age 18 years
Maximum age 65 years

First time donor shall not be over 60 years of age, for repeat
donor upper limit is 65 years.

For aphaeresis donors 18-60 years

Whole blood volume collected and
weight of donor

350 ml-45 kg
450ml-more than 55 kg
Apheresis—50 kg

4, Donation interval

For whole blood donation, once in three months (90 days)
for males and four months (120 days) for females.

For apheresis, at least 48 hours interval after platelet or
plasma — apheresis shall be kept (not more than 2 times a
week, limited to 24 in one year)

After whole blood donation a plateletpheresis donor shall
not be accepted before 28 days.

Apheresis platelet donor shall not be accepted for whole
blood donation before 28 days from the last platelet
donation provided reinfusion of red cell was complete in
the last plateletpheresis donation. If the reinfusion of red
cells was not complete then the donor shall not be accepted
within 90 days.

A donor shall not donate any type of donation within
12 months after a bone marrow harvest, within 6 months
after a peripheral stem cell harvest.

100-140mm Hg systolic 60-90 mm Hg diastolic with or
without medications.

There shall be no findings suggestive of end organ damage

S Blood pressure or secondary complication (cardiac, renal, eye or vascular)
or history of feeling giddiness, fainting made out during
history and examination. Neither the drug nor its dosage
should have been altered in the last 28 days.

60-100

6. Pulse

Regular

7. Temperature

Afebrile;370C or 98.40F

8. Respiration

The donor shall be free from acute respiratory disease.
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>or =12.5¢g/dL

9. | Haemoglobin Thalassemia trait may be accepted, provided haemoglobin
is acceptable.

The donor shall not be fasting before the blood donation or
observing fast during the period of blood donation and last
meal should have been taken at least 4 hours prior to
10. | Meal donation.

Donor shall not have consumed alcohol and show signs of
intoxication before the blood donation. The donor shall not
be a person having regular heavy alcohol intake.

The donor who works as air crew member, long distance
vehicle driver, either above sea level or below sea level or
in emergency services or where strenuous work is required,
shall not donate blood at least 24 hours prior to their next
duty shift. The donor shall not be a night shift workers
without adequate sleep.

11. | Occupation

The donor shall be free from any disease transmissible by
blood transfusion, as far as can be determined by history
and examination.

The donor shall not be a person considered “at risk” for
HIV, hepatitis B or C infections (transgender, men who
have sex with men, Female sex workers, Injecting drug
users, persons with multiple sexual partners or any other
high risk as determined by the medical officer deciding
fitness to donate blood).

12. Risk behaviour

The donor shall not be a person with history of residence or
travel in a geographical area which is endemic for diseases
that can be transmitted by blood transfusion and for which
screening is not mandated or there is no guidance in India.

13. | Travel and residence

The donor shall be free from any skin diseases at the site of
phlebotomy. The arms and forearms of the donor shall be
free of skin punctures of scars indicative of professional
blood donors or addiction of self-injected narcotics.

14. Donor skin

Physiological Status for Women

15. | Pregnancy or recently delivered Defer for 12 months after delivery
16. | Abortion Defer for 6 months after abortion
17. | Breast feeding Defer for total period of lactation
18. | Menstruation Defer for the period of menstruation

Non-specific Illness

Minor non-specific symptoms including
19. | but not limited to general malaise, pain, Defer until all symptoms subside and donor is afebrile
headache

Respiratory (Lung)Diseases

20. | cold, flu, cough, sore throat or acute Defer until all symptoms subside and donor is afebrile
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sinusitis

21. | Chronic sinusitis Accept unless on antibiotics

22. | Asthmatic attack Permanently defer

23. | Asthmatics on steroids Permanently defer

Surgical Procedures
Defer for 12 months after recovery.

24. | Major surgery (Majpr surgery being defi.ned as that requi'ring
hospitalisation, anaesthesia (general or spinal) had Blood
transfusion and or or had significant blood loss)

25. | Minor surgery Defer for 6 months after recovery

26. | Received blood transfusion Defer for 12 months

27 Open heart surgery including by-pass Permanently defer

surgery

28. | Cancer surgery Permanently defer

29. | Tooth extraction Defer for 6 months after tooth extraction

30. | Dental surgery under anaesthesia Defer for 6 months after recovery

Cardio-vascular Diseases (Heart Disease)
Has any active symptom
31| (Chest pain, shortness of breath, swelling | Permanently defer
of feet)

32. | Myocardial infarction (heart attack) Permanently defer

33 Cardla_c medication (digitalis, nitro- Permanently defer

glycerine)

34. | Hypertensive heart disease Permanently defer

35. | Coronary artery disease Permanently defer

36. | Angina pectoris Permanently defer

37 Rheumatic heart disease with residual Permanently defer

damage
Central Nervous System or Psychiatric Diseases
L Accept if not severe and occurs at a frequency of less than

38. | Migraine
once a week

40. | Convulsions and epilepsy Permanently defer

41. | Schizophrenia Permanently defer
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Accept person having anxiety and mood (affective)

42. | Anxiety and mood disorders disorders like depression or bipolar disorder, but is stable
and feeling well on the day regardless of medication .
Endocrine Disorders
Accept person with diabetes mellitus well controlled by
diet or oral hypoglycaemic medication, with no history of
orthostatic hypotension and no evidence of infection,
neuropathy or vascular disease (in particular peripheral
43. | Diabetes ulceration).
Permanently defer person requiring insulin andor
complications of Diabetes with multi organ involvement.
Defer if oral hypoglycaemic medication has been altered or
dosage adjusted in last 4 weeks.
Accept donations from individuals with benign thyroid
disorders if euthyroid (Asymptomatic goitre, history of
viral thyroiditis, auto immune hypo thyroidism)
Defer if under investigation for thyroid disease or thyroid
o status is not known
44. | Thyroid disorders .
Permanently defer if:
1) Thyrotoxicosis due to Graves’ Disease
2) Hyper or hypo thyroid
3) History of malignant thyroid tumours
45. | Other endocrine disorders Permanently defer
Liver Diseases and Hepatitis infection
Known hepatitis B, C— Permanently defer
46. | Hepatitis Unknown hepatitis—Permanently defer
Known hepatitis A or E— defer for 12 months
Spouse or partner or close contact of
47 individual suffering with hepatitis, Defer for 12 months
At risk for hepatitis by tattoos,
acupuncture or body piercing,
48. | scarification and any other invasive Defer for 12 months
cosmetic procedure by self or spouse or
partner
49, Spouse or partner of individual receiving Defer for 12 months
transfusion of blood or components
Accept donor with history of jaundice that was attributed to
50. | Jaundice gallstones, Rh disease, mononucleosis or in neonatal
period.
51. | Chronic Liver disease or Liver Failure Permanently defer
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HIV Infection or AIDS
At risk for HIV infection
52. | (transgender, men who have sex with Permanently defer
men, female sex workers, Injecting drug
users, persons with multiple sex partners)
Known HIV positive person or spouse or
53. | partner of PLHA (person living with Permanently defer
HIV AIDS)
. . Permanently defer person having lymphadenopathy,
Persons having symptoms suggestive of y P ving - ymp pathy
54. AIDS prolonged and repeated fever, prolonged & repeated
diarrhoea irrespective of HIV risk or status
Sexually Transmitted Infections
55 Sy_phllls (Genital sore, or generalised Permanently defer
skin rashes)
56. | Gonorrhoea Permanently defer
Other Infectious Diseases

57. | History of measles, mumps, chickenpox | Defer for 2 weeks following full recovery

58. | Malaria Defer for 3 months following full recovery.

59. | Typhoid Defer for 12 Months following full recovery
In case of history of dengue or chikungunya: Defer for 6
months following full recovery.

60. | Dengue or Chikungunya Following visit to dengue or chikungunya endemic area: 4
weeks following return from visit to dengue endemic area if
no febrile illness is noted.

In case of Zika infection: Defer for 4 months following
recovery.

61. | Zika Virus or West Nile Virus . o .

In case of history of travel to West Nile Virus endemic area
or Zika virus outbreak zone: Defer for 4 months.

62. | Tuberculosis Defer for 2 years following confirmation of cure

63. | Leishmaniasis Permanently defer

64. | Leprosy Permanently defer

Other Infections
S Defer for the period of illness and continuation of local

65. | Conjunctivitis -
medication.

66. | Osteomyelitis Defer for 2 years following completion of treatment and

cure.
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Kidney Disease
67 Acute infection of kidney Defer for 6 months after complete recovery and last dose of
" | (pyelonephritis) medication
68 Acute infection of bladder (cystitis) or Defer for 2 weeks after complete recovery and last dose of
“ | UTI medication
69. Qhronlc infection pf kidney or kidney Permanently defer
disease or renal failure
Digestive System
Person having history of diarrhoea in preceding week
70. | Diarrhoea particularly if associated with fever: Defer for2 weeks after
complete recovery and last dose of medication
71. | Gl endoscopy Defer for 12 months
Accept person with acid reflux, mild gastro-oesophageal
reflux, mild hiatus hernia, gastro-oesophageal reflux
Permanently defer person with stomach ulcer with
symptoms or with recurrent bleeding.
Other Diseases or Disorders
Autoimmune disorders like Systemic
lupus erythematosis, scleroderma,
73. . . . Permanently defer
dermatomyositis, ankylosing spondylitis
or severe rheumatoid arthritis
74. | Polycythaemia Vera Permanently defer
Bleeding disorders and unexplained
75. - Permanently defer
bleeding tendency
76. | Malignancy Permanently defer
77. | Severe allergic disorders Permanently defer
Haemoglobinopathies and red cell
78. | enzyme deficiencies with known history | Permanently defer
of haemolysis
Vaccination and Inoculation
Non-live vaccines and toxoid:
Typhoid, cholera, papillomavirus,
79. | influenza, meningococcal, pertussis, Defer for 14 days
pneumococcal, polio injectable,
diphtheria, tetanus, plague
Live attenuated vaccines: Polio
80. Defer for 28 days

oral,measles(rubella),mumps, yellow
fever, Japaneseencephalitis, influenza,
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typhoid, cholera, hepatitis A

Anti-tetanus serum, anti-venom serum,

81. | anti-diphtheria serumand anti-gas Defer for 28 days
gangrene serum

82 Anti-rabies vaccination following animal Defer for 1

" | bite, hepatitis B immunoglobulin, eterfor L year
Medications Taken by Prospective Blood Donor

83. | Oral contraceptive Accept

84. | Analgesics Accept

85. | Vitamins Accept

86. | Mild sedative and tranquillisers Accept

87. | Allopurinol Accept

88. | Cholesterol lowering medication Accept

89. | Salicylates (aspirin), other NSAIDs Defer f(_)r 3 days if blood is to be used for platelet

preparation

90. !(etocgnazole, antihelminthicdrugs Defer for 7 days after last dose if donor is well
including mebendazole,

91. | Antibiotics Defer for 2 weeks after last dose if donor is well

92. | Ticlopidine, clopidogrel Defer for 2 weeks after last dose

93. | Piroxicam, dipyridamole Defer for 2 weeks after last dose
Etretinate,acitretinor isotretinoin. (Used

94. ( Defer for 1 month after the last dose
for acne)

95. Fmasten@e used to treat benign Defer for 1 month after the last dose
prostatatic hyperplasia

96. | Radioactive contrast material 8 weeks deferral

97. Dutasterl_de used to treat benign Defer for 6 months after the last dose
prostatatic hyperplasia

98. | Any medication of unknown nature Defer till details are available

99. | Oral anti-diabetic drugs Accept if there is no alteration in dose within last 4 weeks.

100. | Insulin Permanently defer
Anti-arrhythmic, anti-convulsions,

101, anticoagulant, anti-thyroid drugs, Permanently defer

cytotoxic drugs, cardiac failure
drugs(digitalis)
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Other Conditions Requiring Permanent Deferral

Recipients of organ, stem cell and tissue
transplants

102. | Donors who have had an unexplained
delayed faint or delayed faint with injury
or two consecutive faints following a
blood donation.

Permanently defer

9  Counselling During Donation.—The Counselling during donations must be aimed
at.—
Q) Ensuring that donors feel conformable during blood donation, including the
venepuncture,

2 Reducing donor anxiety and minimising the risk of any adverse donor
reactions such as fainting,

3) Giving post donation advice, including care of the venepuncture site,
4) Fostering donor trust and confidence for donor retention,
(5) Thanking the donor for his valuable contribution.

10 Post-donation interaction.—The post-donation interaction includes.—
(1) Brief instructions on self-care:
Q) Plenty of fluids,
(i) No heavy work,
(iii) ~ No smoking or driving immediately post donation,
(iv)  Remove bandage after 6 hours,
(V) Contact details of blood bank in case of discomfort following donation,
(2) Information about what to do in case of specific adverse donor reactions,
(3) Message on healthy lifestyle and regular blood donation,
4) Donor feedback,
(5) Reiteration for recalling of blood donor for abnormal test results.

Recall and Referral Mechanism for Sero-reactive Blood Donors

11. Information of test results.— (1)Donors who have consented to be contacted by
the blood bank in case of an abnormal test result should be recalled to the blood
bank so as to inform them about sero-reactive result of Transfusion Transmitted
Infection.

(2) Donors should be provided post-donation counselling prior to referring those
appropriate medical services for confirmation of diagnosis, follow up and
treatment whenever necessary.

(3) Adequate efforts must be made by the Blood Bank staff to contact the initial
sero-reactive blood donors for recall-referral and the process should be
documented on record.
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13.

(4) Result seeking blood donors, even if non sero-reactive, should also be
informed of their Transfusion Transmitted Infection status with reiterated
counselling to remain negative and continue to donate blood.

(5) State AIDS Control Societies shall make available updated list of Integrated
Counselling and Testing Centre along with contact details of counsellors to all
licensed blood banks.

Duties of a Blood Bank.—(1)It is not the primary duty of the Blood Bank or Blood
Transfusion Services to confirm the diagnosis of any of the Transfusion
Transmitted Infection screened for.

(2) All initial sero-reactive blood units shall continue to be discarded as per
standard operating protocol of blood bank and compliance to Biomedical
Waste Management Rules, 2016.

(3) Consent of the Blood Donor shall be obtained for performing the screening
tests and to be informed of the results thereof at the time of blood donation.

(4) Blood Bank shall repeat the test using the same technique using the pilot tube
or sample from blood bag prior to labelling the donor as initial sero-reactive
and recalling for referral.

(5) All initial sero-reactive donors shall be recalled, offered post donation
counselling and referred to appropriate facility for further counselling,
confirmation and management.

(6) Results shall not be informed over the telephone.

(7) A standard referral format for the same shall be used and Blood Bank shall
maintain all records of recall and referral.

(8) Signatures of the blood donor shall be obtained on the consent form attached
to the referral format so as to avoid litigation due to discordant results of
screening at blood banks and confirmatory tests of reference centre.

(9) In case, the initial sero-reactive donor does not return to blood bank despite
three consecutive weekly attempts, the list of HIV sero-reactive blood donors
should be shared with the linked Integrated Counselling and Testing Centre
under shared confidentiality under guidance from State AIDS Control Society.

Referral Mechanism of HIV Sero-reactive Blood Donors to Integrated
Counselling and Testing Centre.—

(1) Testing Strategy used in the Blood Banks for HIV is “Strategy I”” and the test
done in the blood bank is considered to be a test of triage (AO0).

(2) The blood unit is subjected to one test of high sensitivity for HIV reactivity. If
non reactive, the specimen shall be considered free of HIV (negative) and if
reactive, the blood unit is considered as HIV positive and discarded. This
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14.

strategy is focused on ensuring recipient safety and is also used in the setting
of screening of organs, tissues, sperm and other donations.

One test required (AQ)

A0+ AO-

Consider Positive Consider Negative

Flow chart of Strategy |

(3) Prior consent shall be taken from the donor for both conduction of screening
tests and to be informed of result of testing at the time of the donation by the
blood bank along with complete contact details and telephone number.

(4) All blood donors found to be HIV sero-reactive at blood bank shall be referred
to Integrated Counselling and Testing Centres  for counselling and
confirmation.

(5) Blood bank shall fill out the referral form as per standard format in annexure 2
and send it along with referred donor.

(6) Confidentiality shall be maintained at all levels.

Algorithm for Blood Donors Referred to Integrated Counselling and Testing

Ce
Co

@)

(3)

(4)

ntre.—(1) Donor shall be offered HIV pre-test counselling at the Integrated
unselling and Testing Centre and consent taken to perform the HIV test.

Integrated Counselling and Testing Centre shall perform first test. In case first
test positive, Integrated Counselling and Testing Centre shall perform remaining
two tests and give a positive result after three sequential reactive tests.

In case first test is negative, Integrated Counselling and Testing Centre shall
report the result as Human Immunodeficiency Virus inconclusive and recall the
donor for re-testing after two weeks.

All blood donors found to be positive for HIV shall be counselled to
permanently defer them from the donor pool, in addition to referral for Pre-ART
during post-test counselling.
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15.

16.

()

In addition, the message for all People Living with AIDS to permanently defer
themselves or spouses or partners from donating blood shall be incorporated
into the information for all People Living with AIDS during post-test
counselling.

Referral Mechanism of other Transfusion Transmitted Infection Sero-reactive
Blood Donors to Clinicians.—(1) The blood unit is subjected to one test of high
sensitivity for Hepatitis B Virus, Hepatitis C Virus, Malaria and syphilis reactivity. If
non-reactive, the specimen is to be considered free of infection (negative) and if
reactive, the blood unit is considered as positive and discarded. This strategy is
focused on ensuring recipient safety and is also used in the setting of screening of
organs, tissues, sperm and other donations.

(@)

(3)

(4)

()

Prior consent shall be taken from the donor for both conduction of screening
tests and to be informed of result of testing at the time of the donation by the
blood bank along with complete contact details and telephone number.

All blood donors found to be sero-reactive at blood bank for HBV, HCV,
Syphilis and Malaria shall be referred to clinicians in the Out Patient
Department of associated hospitals or others for assessment and re-testing.

Blood bank shall fill out the referral form as per standard format in Annexure 2
and send it along with referred donor.

Confidentiality shall be maintained at all levels.

Algorithm for Blood Donors Referred to Clinicians.—(1) Donor shall be assessed
by the clinician with history taking and clinical examination.

(@)

(3)

(4)

Donor shall be referred to the laboratory for re-testing and confirmation of the
test results.

Donor shall be offered appropriate treatment by the assessing clinician or
referred to a higher centre for the same.

All blood donors found to be positive for HBV, HCV, Malaria and Syphilis
should be counselled to defer themselves and their spouses or partners from the
donor pool, in addition to appropriate management.
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Annexure 1

Sample of Blood Donor Questionnaire
XYZ Blood Bank

Thank you for coming forward to donate blood
To ensure your safety as a blood donor and the safety of the patients who will receive your
blood, please read the information leaflet provided and answer this questionnaire correctly.
If you have any difficulty in filling this form please ask for help from the Blood Centre Staff.
All details given by you will be kept confidential.

Donor’s Name:

Date of Birth:
Address (Resi.): |
R DI 5% I S
| Age:
Address (Office)
Contact Nos :.(Resi.) (Office) (Mobrle) =0 el
E-Mail
1. Have you donated Blood previously? Yes No
1.1. Ifyes how many times 1.2 Date of last donation:

1.3. Didyouexperience any ailment, difficulty or discomfort during previous donations?
1.4. What was the difficulty?

1.5. Haveyouever been advised not to donate blood? Yes No

2.1. Areyou feeling well today?

2.2. Haveyoueaten anythingin the last 4 hours?

2.3. After donating blood do you have to engage in heavy work, driving heavy vehicle or

work at heights today Yes No
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3.  Have you had/ have any of the following? If yes, discuss with the doctor present:
+ Allergy + Kidney disease + Endocrine disease * Leprosy
+ (Cancer + Mental illness * Diabetes * Epilepsy
e . Q s + Blood / Bleedin
- Fainting attacks * Amoebiasis Bk : g
disorder
. . . + Gonorrhoea
+ Heart disease Cold / cough : + Tuberculosis
: L A + Skin disease i
+ Lung disease Liver disease Polycythemia
+ High / Low Blood .
+ Asthma v P - ey
Pressure deficiency
4. During past 12 months have you had any of the following?
4.1. Received blood or blood components? Yes No
4.2. Any accidents or operations Yes No
4.3. Receilved any vaccinations Yes No
4.4. Bitten by any animal, which can result in rabies? Yes No
4.5. Had tattooing / ear piercing or acupuncture treatment? Yes No
4.6. Have you been imprisoned for any reason? Yes No
5. Have you had jaundice in the last 1 year? Yes No
5.1. Has your blood ever tested positive for hepatitis B or C? Yes No
5.2 Have you had close contact with anyone (family / others) Yes No
suffering from jaundice in the last 1 year?
6. Have you had tuberculosis or typhoid during the last year? Yes No
7. Have you had malaria or taken antimalarial drugs in
the last 3 years? Yes No
8.  Have you had any of the following in the last 6 months?
Dental Procedure Yes No
Measles Yes No
Mumps Yes No
Chicken Pox Yes No
Dengue Yes No
9.  Have you taken any medicine in the last 7 days
especially or antibiotic Yes No
10. Do you know that you should not give blood in
following conditions? Yes No

A
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*  Ifyouwere found to be HIV positive, Hepatitis B, C or Syphilis infections

* If you are having multiple sex partners or have engaged in male
to male sexual activity

* Ifyouhave ever worked as a sex worker or had sex with a sex worker

* If you have ever injected any drug (esp. Narcotics) not prescribed by a
qualified doctor

*  Ifyoususpect that you or your partner may have HIV or any other sexually
transmitted disease

11. Do you or your sexual partner belong to one of the above or below categories? Yes No
11.1. Doyou have any reason to believe that you have been infected

by the virus that causes AIDS? Yes No
11.2. Inthelast 6 months have you had:
Night sweats Yes No
Persistent fever Yes No
Unexplained Weight Loss Yes No
Swollen Glands Yes No
Persistent diarrhea Yes No
12. Incaseyouare awoman:
a. Areyoupregnant or have you had an abortion in the last 6 months? Yes No
b. Haveyouachildlessthan 1 yearofage? Are you breast feeding? Yes No
Consent

lunderstand that:
(a) Blood donationis a totally voluntary act and noinducement or remuneration has
been offered
(b) Donation of blood/components is a medical procedure and that by donating
Voluntarily, I accept the risk associated with this procedure.

(c) My donated blood, blood and plasma recovered from my donated blood may be sent
for plasma fractionation for preparation of plasma derived medicinal products, all of
which may be used for larger patient population and not just this blood bank.

(d) My blood will be tested for Hepatitis B, Hepatitis C, Malaria parasite, HIV/AIDs

and syphilis diseases in addition to any other screening tests required ensuring
blood safety.

(e) I would like to be informed about any abnormal test results done on my donated
blood: Yes/No

Donor’s Signature: Signature of Medical Officer:
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MEDICAL Name of Medical Qe
ASSESSMENT Officer: i
Donor’s Name:
Weight: kgs Hb Level: 2 12.5g/dl <12.5g/dl

History Check list

Feeling well / Adequate sleep (>5hrs) / Last meal within 4 hrs
Ever hospitalized

Current illnesses or medications:

Examination
Check List

Unhealthy look / pallor / icterus / alcohol smell
Infected wounds / Venepuncture site lesions

Pulse:........ beats/min BB ano mmHg

Post donation instructions / making a regular donor

Counseling Need for follow up for TTI purposes.
Points How to contact for follow up purposes:
By a letter / By phone / By e-mail
Outcome Donor accepted / Temporary deferral / Permanent deferral

Remarks/ Reasons for Deferral:

REGISTRATION

Name of Medical

Officer: Bage

Donor 1.D. No.

Blood Unit No.

Segment No:

Type of Bag: Single. Double.: Triple.: Quadruple.:
Name of s
BLOOD COLLECTION Wit Sign:

Check: Donor’'s Name

Check Donation No:

On Donation record / Blood Bags / Specimen Tubes

Start time:............. a.m./ p.m. Time Taken:............ mins.
Volume......... ml
Complications: Faint: Fits: Double Prick: Haematoma:

Others (please specify):

Management:
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Annexure 2

REFERRAL SLIP FOR BLOOD DONORS
(To be filled by Blood Bank Staff)

Name and address of the Referring Blood Bank: -

Date of Referral ... Blood Bank ID NoO. .....ocoiviiiiiiiiiie,
NAME OF DIOMNOT. . .t e e e e
Age ......... Gender ......... Phone Number ...................... Contact details..............ooeviiiiiin
Name and designation of the referring Person .............o.oiuiii i
Reason for referral Assay used

Date of testing

(to be ticked) (111 gen or Any other)

Counselling& testing for HIV

Testing of HBs Ag

Testing of VDRL or RPR

1
[
Testing of HCV ]
1
1

Testing of Malaria

Address of referral centre (ICTC OF CHNICIAN). .......vuttieiiet ittt ettt ettt et e r e e

(Blood Bank seal with contact details)

(To be filled by ICTC or Laboratory and retained in record)

Name of DONor. .......oovvuiiiiiiiiiiiiee Date of performing test.....................ooeeneee.
PID NO. OF OPD Re@N. NO. ...ttt e e e
AT E e A (o 1 o) 1T PN
RESUILS ...

(Seal of ICTC or Laboratory with contact details)
X X X X X
(This part is to be filled by ICTC or Laboratory and returned to donor)

Name of the DONOF OF DEPATTIMENT ... ..e.uittet ettt et e ettt
DonorIDNo. .....cooviiiiiiiii.. PID No or OPD Regn. NoO. ......cocveviiiiiiiinininiinan,
Date of Sample draw...........c.cocoiiiiiiiiiiiiiii
Instructions:
Please come for retesting after 2 weeks on

1. Result to be collected on

2. Repeat test at ICTC on

(Seal of ICTC or Laboratory with contact details).
(F.M.: )

Sd/-

Designation
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s fooell, 14 W, 2020

PIIAT. 682 .—Hd ITEH 3Tl fAuTY] iR ARSI IRTerd sreuar e (Fraror ofik fFr=on)
AR, 2017 (2017 BT 16) BT URT 46 B ISU—YRT (1) IUGT BT & [ BT RAR AHEFIT: S
AT & SUGEl BT HrEfad A 7Y, o AR iR IHqS T 990 T I | I Arieeid
EEl Wﬁ;

ARSI URT B SU-URIQ), 3 Il & ARV, D WHR & TSI ggd FhHom
IRATSHT & 3l 3Mifeiive ufiRenus fafheqr, PERGRA & A1 TR RIfdsia ggfid anieed &
TS g9 ® foy \erad dRal ®;

A, 34, BT TRBR AT IeH eqar faur] iR SfTd IMTer™ Jieqdm Ao (Frarer iR
fFRi=oT) SIffRM, 2017 (2017 BT 16) BT GRT 46 ERT U< WRHAT BT FANT B BT 9 SO A
SUEE JJGAl & IR "PARGIET & A SyaRe Ffecd ugfd arfesm (s vsw o
FRIHH & A Niftelizs uftremus fafeen)”, 2018 ifeRIfed @t 21

[®1. ¥ E1-11020 /50 / 1999-AThT (4T TS )]

3ITelleh A, Fgar Al

New Delhi, the 14th August, 2020

S.0. 682 .—Whereas sub-section (1) of section 46 of the Human Immunodeficiency Virus and
Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017) provides that the
Central Government may make guidelines consistent with the said Act and any rules made there under,
generally to carry out the provisions of the said Act;

And whereas sub-section (2) of the said section, inter alia, empowers the Central Government to make
guidelines for the purposes of Opioid Substitution Therapy Under National AIDS Control Programme, Clinical
Practice Guidelines for Treatment with Buprenorphine;

Now, therefore, in exercise of the powers conferred by section 46 of the Human Immunodeficiency
Virus and Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017), the Central
Government hereby notifies the “Clinical Practice Guidelines for Treatment with Buprenorphine (Opioid
Substitution Therapy Under National AIDS Control Programme), 2018 as per the Schedule annexed to this
notification.

[F. No. T-11020/50/1999-NACO(P&C]
ALOK SAXENA, Jt. Secy.
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SCHEDULE

“Clinical Practice Guidelines
for Treatment with Buprenorphine”

(Opioid Substitution Therapy Under
National AIDS Control Programme), 2018
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6cli clct, doaciien faféssn, 36 stoaer, o2 [Raetl -110001
" N Government of India
. A &, Yegura, wyQ Ministry of Health & Family Welfare
wfaa Department of AIDS Control
Dr. V.K. SUBBURAJ, IAS National AIDS Control Organisation
Secretary 6th Floor, Chandralok Bulilding, 36 Janpath, New Delhi - 110001
( Message )

India has made significant achievements in containing Human Immunodeficiency Virus (HIV) infection.
India is one of the few countries across the globe that has been able to bring about reduction in the
incidence of HIV in the country. Additionally, HIV prevalence among certain high risk groups such as female
sex workers has also been reduced. This has been possible due to massive efforts from all the
stakeholders concerned, including the civil society, affected communities, technical experts, as well as the
various divisions working within the Department of AIDS Control (DAC).

While there is much to celebrate, certain high risk groups continue to show high prevalence of HIV.
Injecting Drug Users (IDUs) is one such group that has more than 5% HIV prevalence consistently across
various rounds of sentinel surveillance. Efforts have been made in the third phase of the National AIDS
Control Programme (NACP) to scale up HIV prevention services for Injecting Drug Users, mainly with
respect to Needle Syringe Programmes. There are more than 280 targeted interventions (Tls) working
exclusively for Injecting Drug Users, covering more than 80% of the Injecting Drug Users population in the
country. Opioid Substitution Therapy (OST) is another important element of HIV prevention among Injecting
Drug Users. The process of initiating Opioid Substitution Therapy within the HIV programme began during
National AIDS Control Programme lll, and a number of quality assurance mechanisms were built in the
programme. Newer models of Opioid Substitution Therapy delivery were also tested and found to be
equally feasible. There are currently about 150 Opioid Substitution Therapy centres in the country catering
to about 15000 Injecting Drug Users.

Opioid Substitution Therapy remains an important intervention strategy in the National AIDS Control
Programme IV, and Department of AIDS Control is committed to scale up the Opioid Substitution Therapy
intervention, so that a greater number of Injecting Drug Users would benefit from this intervention
strategy. The revised clinical practice guidelines document is in tune with this commitment. | am
given to understand that the experience accumulated so far in Opioid Substitution Therapy
implementation under National AIDS Control Programme has been made use of to modify the
document. | am sure that this revised guideline from Department of AIDS Control would help the
service providers to provide optimum care and treatment for the Injecting Drug Users. | wish the
stakeholders all the best for their endeavours.

L/{\/W"’%yfﬂwy

Secretary
Department of AIDS Control
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Preface

The present document is a revision of the document “Substitution Therapy with Buprenorphine for
Opioid Injecting Drug Users - Practice Guidelines” that was developed by the National AIDS Control
Organisation in 2008 for guiding the implementation of National AIDS Control Organisation supported
Opioid Substitution Therapy (OST) programmes in India. The current revision of the document has
been made taking into consideration a number of developments. Opioid Substitution Therapy
programme in India has progressed to a great extent through National AIDS Control Programme
(NACP) since 2008. The National AIDS Control Organisation Opioid Substitution Therapy programme
was in its nascent stages in 2008, with handful of centres as well as limited capacities to implement
Opioid Substitution Therapy services. Today, the OST programme is functional in at least 150 centres,
and National AIDS Control Organisation Opioid Substitution Therapy has more than six years of
experience in supporting the training, monitoring and supervision of these centres. Apart from initial
trainings conducted, a number of other activities such as refresher trainings, quality assurance visits,
accreditation and supervisory visits by National AIDS Control Organisation officers have been
conducted. This has led to a deeper understanding of the problems faced by the service providers in
the day-to-day implementation of Opioid Substitution Therapy programme. The existing document was
found inadequate to guide the service providers, especially the clinical staff working in Opioid
Substitution Therapy centres, which form the backbone of the intervention implementation.

There have been a number of changes made in the document. A detailed background section is now
provided that provides a conceptual understanding of the need for Opioid Substitution Therapy for
injecting drug users (IDUs). The section on clinical practices has been expanded and the specific goal,
objectives and practices thereof for the particular stage of the Opioid Substitution Therapy
implementation has been added. Finally, the section on special clinical situation has been introduced
for the first time that deals in detail with day-to-day problems encountered by clinicians in Opioid
Substitution Therapy implementation. Special issues such as adolescence and pregnancy have been
dealt with in greater detail.

The primary audience for the document remains the medical and paramedical staff working in the
National AIDS Control Organisation-supported Opioid Substitution Therapy centres. However, the
writing style has been kept simple so that even other staff can benefit from the document. It is hoped
that the document helps in improving the quality of Opioid Substitution Therapy interventions in the
country. The authors are thankful to the reviewers for providing feedback on the document. Special
thanks also to National AIDS Control Organisation Targeted Intervention division for their
encouragement and feedback on the document. Finally, thanks are also due to the various Opioid
Substitution Therapy centre staff as well as the service recipients who have provided greater
understanding of the Opioid Substitution Therapy programme that has made this revision possible.

Ravindra Rao
Alok Agrawal
Atul Ambekar
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Abbreviations

ANM
ART
CHC
DAC
DIC
DOTS
HIV
HRGs
ICTC
IDU
NACP
NAS
NDPS
NGOs
NSP
0oDSs
OSsT
PHC
SACS
STI
B

T
UNAIDS
UNODC
WHO

Auxiliary Nurse Midwifery

Anti-Retroviral Treatment
Community Health Centre
Department of AIDS Contro

Drop-in Centre

Daily Observed Treatment Strategy
Human Immunodeficiency Virus

High Risk Groups

Integrated Counselling and Testing Centre
Injecting Drug Use

National AIDS Control Programme
Neonatal Abstinence Syndrome

Narcotic Drugs and Psychotropic Substances
Non-Governmental Organisations

Needle Syringe Programme

Opioid Dependence Syndrome

Opioid Substitution Therapy

Primary Health Centre

State AIDS Control Society

Sexually Transmitted Infection
Tuberculosis

Targeted Intervention

Joint UN Programme on HIV or AIDS
United Nations Office on Drugs and Crime

World Health Organisation
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It is estimated that there are 177000 Injecting
Drug Users in India. The distribution of Injecting
Drug Use (IDU) population is not uniform
throughout the country. As of 2014, there are
some states that have high number of Injecting
Drug Users (IDUs) including, Manipur, Nagaland,
Punjab, Mizoram and Delhi. Injecting Drug User is
an important factor in the transmission dynamics
of HIV epidemic in India. HIV in India is a
concentrated epidemic - concentrated in certain
geographical areas and among certain population
groups. These population groups, designated as
High Risk Groups (HRGs), have much higher
prevalence of HIV as compared to the general
population. As per the latest HIV sentinel
surveillance report, HIV prevalence among
Injecting Drug Users is 7.2% nationally, which is
one of the highest among any population group.
However, some states have much higher HIV rates
among Injecting Drug Users; for e.g. HIV
prevalence among Injecting Drug Users is 21% in
Punjab, 18% in Delhi and around 12% in Manipur
and Mizoram.

Thus, there is considerable variability among
Injecting Drug Users in terms of their numbers,
their choice of drugs for injecting, their socio-
demographic characteristics, and HIV prevalence
among the group.

A. NATIONAL STRATEGY FOR HIV PREVENTION AMONG
INJECTING DRUG USER POPULATION.—Globally, the
“harm reduction” strategy is employed to
manage HIV prevention among Injecting Drug
Users. Harm reduction strategy is based on the
premises that it is as important to focus on
addressing harms associated with drug use as it
is to help them give it up. The strategy offers an
effective alternative approach for continuous
engagement and HIV prevention among drug
users, especially those who are unable or
unwilling to give up drug use through other
abstinence-oriented approaches. Priority is accorded
to immediate, easily preventable harms of

Introduction

COMPREHENSIVE PACKAGE OF INTERVENTIONS:

1. Needle Syringe Programmes.

Opioid Substitution Therapy.
Anti-retroviral Therapy.
Counselling and Testing for HIV.

(P S A

Prevention and Treatment
for Sexually Transmitted
Infections (STIs).

6. Condom programme for
Injecting Drug Users and
their partners.

7. Targeted
Information,

Education and
Communication.

8. Prevention, Diagnosis
and Treatment of
Tuberculosis.

9. Prevention, Diagnosis

and Treatment of Viral

Hepatitis.

public health importance. HIV prevention becomes
an important focus of harm reduction. A number
of interventions have been found to be useful and
effective for HIV prevention among Injecting Drug
Users. World Health Organisation, Joint UN
Programme on HIV or AIDS and United Nations
Office on Drugs and Crime, together, have
proposed nine interventions for HIV prevention,
care and treatment of Injecting Drug Users which,
when implemented together, are called the
“comprehensive package of interventions” for HIV
prevention among Injecting Drug Users. The core
interventions among these include - Needle
Syringe Programme (NSP), Opioid Substitution
Therapy (OST), and Anti-Retroviral Treatment
(ART).

In India, the harm reduction strategy is endorsed
in the National AIDS Prevention and Control Policy
(NAPCP), 2002. Department of AIDS Control (DAC)
is the nodal agency responsible for HIV prevention,
care and treatment in India. Department of AIDS
Control follows a ‘targeted intervention (TI)
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approach for HIV prevention among all High Risk
Groups, including Injecting Drug Users. The
targeted intervention approach entails providing
interventions specifically aimed at High Risk
Groups through outreach and peer-based delivery.
In the ‘outreach’ model, services are delivered at
places where the High Risk Groups are most likely
to be found, using their own peers as primary
agents of service delivery (peer-based service
delivery). The Targeted Intervention projects are
implemented by Non-Governmental Organisations
(NGOs) who are able to reach out to High Risk
Group much more efficiently as compared to the
traditional service delivery systems. For HIV
prevention among Injecting Drug Users, the
targeted intervention-based services include -
Needle Syringe Programme, condom distribution,
abscess prevention and management, general
medical care, Sexually Transmitted Infection
prevention and treatment, and behaviour change
communication. Additionally, testing for HIV,
Antiretroviral Therapy, Tuberculosis diagnosis and
treatment, as well as drug treatment services are
provided through linkages to the
concerned service provider.

referral

As in 2014, there are more than 280 core
Injecting Drug Users Targeted Interventions
throughout the country, reaching out to about
152000 Injecting Drug Users, which is more than
80% of the Injecting Drug User population in the
country. Thus, there is a saturation of the
coverage of Injecting Drug Users with HIV
prevention services in India. Programmatic data
also shows that there has been a significant
increase in commodity distribution, number of
needle or syringes distributed per Injecting Drug
User, referrals for HIV testing, etc.

B. OPIOID SUBSTITUTION THERAPY UNDER NATIONAL
AIDS CONTROL PROGRAMME.— Opioid Substitution
Therapy as a HIV prevention strategy among
Injecting Drug Users was formally integrated in
National AIDS Control Programme (NACP) in 2007,
during its third phase. Before formal integration,
Opioid Substitution Therapy for HIV prevention
among Injecting Drug Users was being
implemented. in India by some Non-Governmental
Organisations. After a formal approval for Opioid
Substitution Therapy implementation, besides
putting in place mechanisms for financial support
to the Non-Governmental Organisations

implementing Targeted Intervention projects, a
number of documents for standardisation and
quality assurance have been developed by
Department of AIDS Control, including practice
guidelines for buprenorphine, standard operating
procedures and quality assurance manual. The
Non-Governmental Organisation Opioid
Substitution Therapy centres were also accredited
through an independent accreditation agency,
following which they started receiving support
through Department of AIDS Control. In this Non-
Governmental Organisations-based model of
Opioid  Substitution  Therapy, the Opioid
Substitution Therapy centres located within the
Drop-in-Centre (DIC) of an Injecting Drug User
Targeted Intervention are managed by the staff
implementing the Injecting Drug User Targeted
Intervention. A part-time doctor, a full-time nurse,
a counsellor or Auxiliary Nurse Midwifery,
programme manager and outreach workers are
part of the team delivering Opioid Substitution
Therapy services.

To further expand the Opioid Substitution Therapy
programme, since 2010, Government hospitals
have also been roped in for providing Opioid
Substitution  Therapy services through a
collaborative public health model. In this model,
the Opioid Substitution Therapy centre is located
within the government hospital and is manned by
a full-time staff comprising of a doctor, a nurse, a
counsellor and a data manager. The staff of the
Opioid Substitution Therapy centre works under
the direct supervision of a designated ‘nodal
officer’, who is a full-time employee of the
hospital. The Opioid Substitution Therapy centre is
linked with an Injecting Drug Users Targeted
Intervention located in the vicinity of the hospital
for initial referral of Injecting Drug Users clients to
the centre, as well as field-based follow-up and
advocacy. Currently, there are about 150 Opioid
Substitution Therapy centres in the country
supported by Department of AIDS Control,
operating through either the Non-Governmental
Organisation or the collaborative public health
model, catering to about 15000 Injecting Drug
Users. There is a plan to establish about 350
Opioid Substitution Therapy centres and increase
the Opioid Substitution Therapy coverage to
35000-40000 Injecting Drug Users during
National AIDS Control Programme IV.
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About the document...

1. The clinical practice guidelines are intended to be used by the staff
implementing Opioid Substitution Therapy interventions supported under the

National AIDS Control Programme.

2. This edition of the Clinical Practice Guidelines supercedes the earlier edition,
published in 2008.

3. While all staff members (including those of linked Injecting Drug User Targeted
Interventions) would be benefitted, these guidelines are especially relevant for
doctors and counsellors working in these centres. The guidelines aim to
provide guidance mainly on the clinical practices related to Opioid Substitution
Therapy implementation supported by Department of AIDS Control.

4. These guidelines are not a substitute to formal training programmes, which
each staff is expected to undergo. The guidelines are complementary to the
“standard operating procedures” for Opioid Substitution Therapy
implementation approved by Department of AIDS Control.

o. For preparing the document, the authors have heavily relied upon scientific
evidence-base, especially from India, other similar guidelines published for
India, the training manuals and operational procedures developed for Opioid
Substitution Therapy, as well as their own clinical and programmatic

experience.
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Understanding Injecting Drug Use and Injecting Drug Users

A. DEFINITION OF ‘INJECTING DRUG USER.— Different definitions have been used for identifying who is an
Injecting Drug User. Some researchers opine that a person who has injected even once in his or her
lifetime is an Injecting Drug User, while others define an Injecting Drug User as someone who has injected
atleast once in the past 12 months. In India, for programmatic purposes, Department of AIDS Control
defines an Injecting Drug User as a person ‘who has used any psychoactive substance through
injecting route for non-medical purpose at least once in the last three months. This definition is based
upon the recommendation of experts working in the field of Injecting Drug User in India.

B. DRUGS INJECTED BY INJECTING DRUG USERS IN INDIA.—Though theoretically, as per the definition, an Injecting
Drug User may use any psychoactive substance through injecting route, research conducted thus far has
shown that in India,a vast majority of the Injecting Drug Users use opioids as their primary drug of
choice. These opioids include heroin (pure or the impure - ‘smack’ or ‘brown sugar’) as wel las
pharmaceutical opioids such as buprenorphine, pentazocine and dextro-propoxyphene. The opioids may be
injected either alone or in combination with other substances which include benzodiazepines such as
diazepam, or antihistamines such as chlorpheniraminel or promethazine. The other substances are
combined with opioids to enhance the pleasure of opioids or due to some perceptions existing among
Injecting Drug Users regarding their positive effects.

OPIOIDS.—Opioids are a group of psychoactive substances that
are similar in action to that of opium poppy. Opium is a plant v
product, extracted from the plant Papaver Somniferum. e

Opioids act specifically on a set of receptors in humans, named
as opioid receptors. Some of the common opioids include:

()  Natural derivatives: Morphine, Codeine.

(i)  Semi-synthetic: Buprenorphine, Heroin.

(i)  Synthetic: Methadone, Dextropropoxyphene, Pentazocine.

The opioids used for injection in India are: Heroin (“No. 4”), “Smack” (impure heroin),
buprenorphine, dextropropoxyphene and pentazocine.

The choice of opioids for the purpose of injecting differs from one region to another. In the north-eastern
region, heroin and dextropropoxyphene are the most commonly used opioids; impure heroin, known as
“smack”, and buprenorphine are the most commonly used opioids in metropolitan cities such as Delhi,
Mumbai, Chennai and Kolkata. In states such as Karnataka, Andhra Pradesh, Chhattisgarh, etc.,
pentazocine is the most commonly injected opioid. In the states of Punjab and Haryana, buprenorphine is
the choice of opioid injectors. Thus, the opioids injected are either heroin or its impure variety, that is
manufactured and sold illegally only for the purpose of abuse, or pharmaceutical opioids (such as
buprenorphine, dextropropoxyphene and pentazocine) which are also manufactured and sold in
pharmacies or chemist shops due to their medicinal value.

C. SUBSTANCE USE DISORDERS.—It must be remembered that the mere presence of behaviour of ‘injecting
drug use’ does not qualify for a diagnosis of substance use disorder. The pattern of drug use of an
individual must be dysfunctional enough to warrant a medical diagnosis for which a treatment needs to be
advised. Under the International Classification of Diseases - 10th revision (ICD-10), given by the World
Health Organisation(WHO), two distinct diagnostic entities exist, as below:

(i) Harmful use.—A pattern of substance use, in which a user experiences physical or psychological
harms by substance use, and despite such harms, continues to use the substance.

During harmful use, though the user is not dependent on the particular substance, he or she still
suffers from adverse consequences related to the use of the substance and continues the
substance even though he or she experiences these harms. The user may or may not be using the
substance on a daily basis.
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(i)  Dependence.—This is a pattern of substance use in which the substance is used on a daily or
almost daily basis, and the substance use and associated behaviour takes precedence over other
behaviours or activities that were important to the individual. In this pattern of substance use, a
number of symptoms generally appear in the physical, psychological and social domains that form
the diagnostic criteria of dependence.

DEPENDENCE SYNDROME.— For making a diagnosis of dependence syndrome for a given
substance, the following criteria should be fulfilled for at least three months in a one-year
period:

a) Use of substance in high amounts over a long period of time.
b) Need to increase the quantity of substance to get the same pleasure (tolerance).

c) Appearance of specific physical and or psychological symptoms upon stopping or reducing
the amount or use of substance (withdrawal symptoms).

d) Intense desire to consume the substance (craving).
e) Continued use of the substance despite harm.
f)  Significant socio-occupational dysfunction due to substance use.

g) Significant time spent in procuring or using or recovering from the substance in a day.

(Adapted from ICD-10 guidelines)

The withdrawal symptoms differ from one chemical class of substance to another. Thus, for example, a
typical withdrawal syndrome for any alcoholic beverage (whisky, vodka, gin, beer, wine, rum, etc.) would be
sleeplessness, anxiety, restlessness, tremors, palpitations, etc. On the other hand, stimulant withdrawals
may produce excessive sleep, lethargy, irritability, sadness, etc. A typical feature of withdrawal syndromes
is that they tend to immediately subside once the individual re-starts using the same (or similar)
substance. Thus, an alcohol dependent person experiencing withdrawal would start feeling better after
drinking and an opioid dependent person would feel relieved after taking the next dose of opioids.

In case of use of more than one substance simultaneously, it is not necessary for the user to be
dependent on all the substances; he or she may be dependent on one substance, while he or she may
have harmful use of another substance. For e.g., an individual using opioids as well as alcohol may be
dependent on opioids, while he may be using alcohol in a ‘harmful use’ pattern.

Usually, an individual progresses from the stage of use and harmful use before going on to develop
dependence on the substance in question. As stated earlier, the stages of ‘harmful use’ and ‘dependence’
are clearly morbid and are diagnostic entities. The time taken to progress from one stage to another is
different for different persons and substances consumed. For example, an opioid user usually progresses
rapidly within weeks from first use to dependence.

Harmful use Dependence

D. OPIOID DEPENDENCE SYNDROME.—Opioid dependence syndrome (ODS) is a pattern of opioid drug use in
which an individual uses opioids on a daily or almost daily basis and fulfils the criteria for dependence on
opioid drugs. Some features of opioid dependence syndrome are as follows:

(i) Acute withdrawals.—Opioids as a group produce typical physical withdrawal syndrome on a
short termbasis, upon reducing or stopping or even delaying the intake of the usual amount of
opioid drugs. These withdrawal symptoms include lacrimation (tears from the eyes),
rhinorrhoea (running nose), yawning,diarrhoea, muscle cramps, sweating, muscle aches and
pains, etc. Along with these symptoms, othersymptoms include anxiety, restlessness, insomnia
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(ii)

(iii)

(not able to sleep), irritability, as well as an intense urge (craving) to consume opioids. These
‘acute’ withdrawal symptoms are usually self-limiting in nature, i.e., they usually rise up to a
peak level and subsequently subside on their own even without any intervention or help.
However, these acute withdrawal symptoms are very distressing and disabling for the client,
and often a cause for the client to restart or continue his or her opioid use. In most of the
cases, once opioid use has stopped, the acute withdrawal symptoms would last for about two
to three weeks before subsiding, provided the user has not resumed using opioid drugs.

Protracted withdrawals.—In most clients, even after the acute withdrawals have been
resolved, some symptoms may persist for a longer period of time, i.e. up to four to six months.
These include: mild aches and pains, loss of interest in pleasurable activities, pre-mature
ejaculation, sleep disturbances, and craving. These symptoms are also some reasons for
relapse in a number of opioid users.

Relapsing nature of illness.—As is true of other substance use disorders, especially
dependence syndromes, Opioid Dependence Syndromeis also characterized by repeated
relapses and remissions. An individual may restart using opioids after a period of abstinence.
Such relapses and remissions are a feature of Opioid Dependence Syndrome especially among
those who have used them for prolonged periods (years).

High risk behaviours.—Opioid use may be associated with various behaviours associated with
high risk of transmission of blood-borne viruses such as HIV. As discussed above, opioids can
be used through an injecting route, and a number of Injecting Drug Users resort to sharing of
needles or syringes or other injecting equipment. Injecting is a very efficient means of
transmission of blood borne viruses, including HIV, hepatitis B and C, as a result of which HIV
prevalence among Injecting Drug Users is very high. Additionally, individual users may also have
high risk sex behaviours resulting in transmission of HIV through the sexual route to their
female partners and the sex workers.

Multiple harms.—An opioid dependent user may incur harms in multiple domains of life. There
may be family complications in terms of broken families, family fights, domestic violence, etc.;
legal complications may include involvement in illegal activities like stealing, drug peddling,
petty thefts, and incarceration, etc.; social complications may include loss of reputation or
social status, being a social outcast, ridicule from society, sometimes even inhuman treatment
or physical torture.

E. INJECTING DRUG USERS - RISK AND VULNERABILITY.—

(i)

(iii)

Injecting-related risky behaviours.— Injecting Drug Users are vulnerable to sharing of needles,
syringes and other injecting paraphernalia. The sharing related behaviour may be due to a
number of factors, such as non-availability of needles or syringes, non-affordability of needles
or syringes or due to prevalent practices in group or peer norms, etc. Apart from sharing, there
may be reuse of needles or syringes. These behaviours lead to a number of complications
including abscesses, blocked veins, and transmission of blood-borne viruses such as hepatitis
C, B and HIV.

Sex-related risky behaviours.—Injecting Drug Users also engage in high risk sex behaviours
including sex with female sex workers, sex without condoms, and sex with multiple partners.
They may also sell sex in exchange for drugs or money. These behaviours put Injecting Drug
Users at risk for acquiring and transmitting HIV as well as other sexually transmitted infections
to not just other injecting drug users but also to the general population.

Drug-related vulnerabilities.—As mentioned above, almost all Injecting Drug Users in India use
opioids as the primary drugs for injecting; studies also show that almost all IDUs are opioid
dependent.. In dependence syndrome, the use of drugs and injecting does not remain a matter
of choice for the user; drug use becomes a compulsion - in the absence of drug use, the user
suffers from withdrawal symptoms that compel him or her to continue or restart the use of
drugs. As a result, the Injecting Drug Users suffer from harms resulting from opioid dependence
in addition to the above-mentioned injecting and sex-related risks. An additional vulnerability of
concern among Injecting Drug Users is of ‘overdose’. If a person takes a heavier dose of drugs
than he is accustomed to, this may result in serious intoxication and overdose, which is a
potentially fatal, medical emergency.
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Opioid Substitution Therapy- Basic Concepts and Principles

Various terminologies have been used to describe the clinical practice of maintaining opioid dependent
drug users on opioid medicines over a long period of time. These include-oral substitution treatment,
opioid substitution treatment, oral substitution-buprenorphine, medication assisted treatment,
buprenorphine maintenance treatment, methadone maintenance treatment, etc. All these terminologies
describe the same practice. Under the National AIDS Control Programme, the term ‘Opioid Substitution
Therapy’ (OST) is currently in use.

Opioid Substitution Therapy is a process in which opioid-dependent injecting drug users are provided with
long acting opioid agonist medications for a long period of time under medical supervision along with
psychosocial interventions. Short-term treatment of opioid dependence lasting for a couple of weeks called
‘detoxification” which involves management of acute withdrawals alone, is associated with very high rates
of relapse. Long-term treatment is hence necessary for opioid dependence. Opioid Substitution Therapy is
one such long-term treatment option.

The lives of Injecting Drug Users revolve around illicit opioid use. Most of their day is spent in procuring the
drugs, using them or recovering from the effects of the drugs. Withdrawals and craving associated with
opioid use compel them to consume opioids repeatedly. As the opioid drugs usually have short-term
effects, the drug using population needs to inject them multiple times throughout the day. As a result, they
are not able to concentrate on other aspects of their life, including their work, family and social roles or
responsibilities. They are also forced to indulge in illicit activities to finance their drug use. Opioid
Substitution Therapy addresses a number of such issues faced by the Injecting Drug User clients:

1. The opioid medicines used for Opioid Substitution Therapy relieve drug-related withdrawals and
craving and do not lead (when used in appropriate doses) to acute intoxication(which is seen with
use of illicit opioids). Thus, the client is maintained in a state which produces neither intoxication
nor withdrawals, nor craving. Due to this, the client does not need to use opioids to produce relief
of withdrawals or craving.

2. As compared to the illicit opioids that act quickly and for a short period of time, opioid medicines
used for Opioid Substitution Therapy act slowly and for a long period of time (for at least 24
hours). As a result, the client does not have to spend time on procuring or using opioids frequently
in a given day and can focus on other important activities like occupational and family
responsibilities.

3. The illicit opioids used by the clients are taken by routes that are potentially harmful. Many
harmful effects faced by Injecting Drug Users are due to the injecting route of administration. On
the other hand, opioid medicines used for Opioid Substitution Therapy are administrated orally or
sublingually, which is a much safer route. This saves the client from incurring harmful effects of
opioid use.

4. As the Injecting Drug Users procure the opioids mostly through illegal channels, they are often not
aware of the purity of the opioid product they inject. This is especially true for heroin and its
impure form, “smack”. The purity of street heroin varies across different time periods as well as
across the drug suppliers. This may result in life-threatening overdose situations if the heroin is
purer than usual. On the other hand, the potency and purity of opioid medicines used for Opioid
Substitution Therapy is known; this helps in averting overdose situations.

5. As the street opioid drugs are costly, Injecting Drug Users often resort to illegal activities to finance
their drug use. However, as the opioid medicines used for Opioid Substitution Therapy are
available in government supported centres or hospitals free of cost, the client does not have to
resort to illegal means. This helps in reducing legal complications faced by the clients and also
reduces instances of petty crimes like thefts, etc. in the society.

6. During the illicit drug use phase, Injecting Drug Users are often branded as anti-social or criminal
by the families and the society. When on Opioid Substitution Therapy, such Injecting Drug Users
are seen as sufferers and ‘patients’. This renewed status helps the clients to seek help for other
problems as well and makes them amenable for other help that can be provided.

BENEFITS OF OPIOID SUBSTITUTION THERAPY.—The benefits accrued from Opioid Substitution Therapy range
from HIV prevention to treatment of opioid dependence, and from individual level to family and society
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level. The benefits of Opioid Substitution Therapy go beyond HIV prevention alone. A large body of literature
is available globally that has documented the benefits and outcomes of Opioid Substitution Therapy.
Substantial research has also been conducted in India on the use of Opioid Substitution Therapy in Indian
settings. Evidence globally as well as locally shows that Opioid Substitution Therapy leads to improved

retention and benefits detailed in the preceding section.

Opioid Substitution Therapy has been endorsed and recommended as the most effective and first-line

treatment option for long-term pharmacotherapy of opioid dependence.

BENEFITS OF OPIOID SUBSTITUTION THERAPY.—

1.
2.

Lo = en B s

Reduction in injecting behaviour.

Improved adherence for other treatment, especially treatment for HIV, tuberculosis and viral
hepatitis.

Reduction in opioid use.

Reduced overdose related deaths.
Reduction in criminality.

Reduction in domestic violence.
Improved child care and family ties.
Improved productivity.

OPIOID SUBSTITUTION THERAPY-RELATED OUTCOMES - GLOBAL EVIDENCE.—

(i)

(i)

(iii)

(iv)

(vi)

A Cochrane review conducted by Mattick et al., 2009, concluded that Opioid Substitution
Therapy using methadone was more effective (in a statistically significant manner) as
compared to non-pharmacological treatment in retaining patients undergoing treatment
and in suppression of heroin use.

A Cochrane review conducted by Mattick et al., 2008, concluded that buprenorphine is an
effective maintenance agent for heroin dependence, but not more effective than
methadone.

Large prospective cohort studies conducted over 18 months found that the odds of HIV
infection were 5.4 times greater among those who were not in maintenance treatment
compared with those who were in treatment (Metzger et al., 1993).

A report by World Health Organisation, 2005, reviewed many studies conducted in different
parts of the world and concluded that substitution treatment is a critical component of HIV
prevention, and helps in reducing opioid dependency and HIV infection rates.

A systematic review and cost effectiveness by Connock in 2007 reported the following:

(@) All doses of methadone or buprenorphine were more effective in retention as
compared to placebo or no therapy.

(b) Opioid Substitution Therapy using methadone or buprenorphine in higher dose was
more effective in reducing illicit opioid use.

(c) A meta-analysis of observational studies spanning publications of 21 years showed
that patients on Opioid Substitution Therapy using methadone were four times less
likely to die than those not in treatment.

(d) Opioid Substitution Therapy using methadone significantly improved HIV-related
outcomes (HIV risk behaviours, number of sex partners, frequency of unprotected
sex, and rates of serocon version).

A joint position statement of World Health Organisation, United Nations Office on Drugs
and Crime and Joint UN Programme on HIV or AIDS, 2004 described the cost effectiveness
of Opioid Substitution Therapy as: “According to several conservative estimates, every
dollar invested in opioid dependence treatment programmes may yield a return of between
$4 and $7 in reduced drug-related crime, criminal justice costs and theft alone. When
savings related to healthcare are included, total savings can exceed costs by a ratio of
12:1".
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OPIOID SUBSTITUTION THERAPY-RELATED OUTCOMES - INDIAN EVIDENCE.— As buprenorphine has
been in use most commonly in India, much of the evidence in India exists for buprenorphine; some
evidence exists for slow release oral morphine, and recently, for methadone.

(i) Dorabjee and Samson, 1998, describing their experience of implementing buprenorphine-
based Opioid Substitution Therapy in a community setting in New Delhi reported that 33%
of 447 Injecting Drug Users on buprenorphine stopped injecting, and 35% of those
injecting had reduced their frequency of injecting and sharing while on treatment.

(ii) Kumar MS, 2009 reported that Opioid Substitution Therapy intervention implemented in
Manipur and Nagaland covered 1200 Injecting Drug Users and was found to be acceptable
to the clients, their families, the general community, religious leaders as well as militant
groups.

(iii) A study by Armstrong et al., 2010, conducted on Opioid Substitution Therapy clients in
Manipur and Nagaland showed that the retention rates on Opioid Substitution Therapy was
about 73% at 3 months and 63% at 6 months. Statistically significant improvements were
observed in relation to sharing of needles, unsafe sex, detention incidents, and quality of
life measures.

(iv) A multi-site study by Dhawan et al.,, 2010 showed that retention rates on Opioid
Substitution Therapy were about 70% at the end of 9 months. The study showed significant
decrease in opioid use, high risk behaviours, addiction severity and improvement in quality
of life.

(V) A study conducted across 42 centres by Rao et al., 2012, showed that Opioid Substitution
Therapy was being implemented in accordance with the Department of AIDS Control
prescribed guidelines; a majority of the clients reported satisfaction with their treatment.

(vi) Studies on slow-release oral morphine conducted in New Delhi have shown that slow-
release oral morphine was associated with decrease in illicit opioid use, improved
functioning and reduction in illegal activities (Rao et al., 2005, 2012).

(vii) A research on methadone implementation across five centres in India showed that it is
feasible to implement methadone for Injecting Drug Users in India, and is associated with
improved functioning and reduced opioid use (Dhawan et al., 2013).

KEY CHARACTERISTICS OF OPIOID SUBSTITUTION THERAPY
The practice of Opioid Substitution Therapy is based on a number of principles:

Opioid Substitution Therapy is primarily a medical intervention. The medical staff (doctor and nurse) plays a
lead role in Opioid Substitution Therapy intervention. The doctor conducts the assessment and diagnosis,
plans and initiates treatment, monitors the progress and side effects, manages co-morbidities and
terminates treatment. The nursing personnel dispense the medications, and supervise the administration
of Opioid Substitution Therapy medicines. Thus, the Opioid Substitution Therapy intervention is essentially
a medical intervention led by the medical team and supported by the psychosocial team.

Adequate dose of medicines is one of the most crucial determinants of a good outcome. The dose of
medicines used for Opioid Substitution Therapy needs to be adequate and optimum. In general, the
studies have found that the higher the dose, the better the retention in treatment and ultimate outcome.

Long duration of retention in continuous treatment is essential for a good outcome. Opioid Substitution
Therapy, as a medical treatment, is expected to last for a long duration, ranging from months to years. The
Opioid Substitution Therapy medicines help the clients to stabilise their chaotic lifestyles associated with
drug use and assists them to improve other areas of functioning, such as familial, social and occupational.
As the clients settle down in their functioning and are ready, the treatment can be tapered in consultation
with the clients and their family members. In many instances, the treatment needs to be continued over
years to maintain the benefits accrued by the clients. Thus, there is no fixed formula for determining the
optimum duration of treatment of Opioid Substitution Therapy; the key factor in determining the duration is
‘attainment of treatment goals’ viz., achieving a substance-free lifestyle, optimum psychosocial functioning
and reintegration into the society.
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Combining psychosocial interventions along with dispensing of medicines forms the complete treatment
package .Opioid Substitution Therapy works best if psychosocial interventions are combined along with
Opioid Substitution Therapy medicines. Psychosocial interventions help in improving retention, and
minimise drop-out, assisting the clients in regaining family and social ties and in gainful employment.

Involving the clients at all the treatment stages is crucial for success. Opioid Substitution Therapy works
best if clients are involved in the decision-making process of Opioid Substitution Therapy intervention.
Thus, the clients need to be involved in setting treatment goals, deciding the dose of treatment, the
duration of treatment and the endpoint of treatment. These decisions, if taken along with client, help in
improving client retention and outcome on Opioid Substitution Therapy.

OPIOID SUBSTITUTION THERAPY MEDICINES.—

The medicines used in Opioid Substitution Therapy should have certain properties that help the clients
obtain the benefits discussed above. The Opioid Substitution Therapy medicine should:

Have action similar to the illicit opioid used by the clients. This is essential to effectively suppress the
craving and withdrawals associated with cessation of opioid use. This means that an Opioid Substitution
Therapy medicine should also be an agonist on the opioid receptors.

Have lesser addiction potential as compared to the illicit opioid being consumed by the client. Any Opioid
Substitution Therapy medicine will have some liability to result in addiction, as it is an opioid. However, its
street value should be much less than the illicit opioids, i.e. users should not prefer the Opioid Substitution
Therapy medicine over illicit opioids for their addiction or intoxication.

Be easy to administer i.e. the medicine should be effective on oral or sublingual administration.

Have action lasting for at least 24 hours, so that the frequency of administration should be once a day at
the maximum.

Be well tolerated. The side effects should be minimal so that the clients find it acceptable to continue
Opioid Substitution Therapy medicines for a long period of time.

Be cheaper, easily available, easily stored and transported, so as to provide for a large humber of clients
with minimal financial or logistic constraints.

In India, methadone, buprenorphine and slow release oral morphine have been used as Opioid
Substitution Therapy medicine. However, the use of buprenorphine exceeds that of the other two; Opioid
Substitution Therapy programme under National AIDS Control Programme currently uses buprenorphine as
the Opioid Substitution Therapy medicine, and hence buprenorphine has been discussed in detail in
subsequent sections. Methadone based Opioid Substitution Therapy is also being implemented as a pilot
at five sites in India.

PHARMACEUTICAL COMPOUNDS COMMONLY USED AS OPIOID SUBSTITUTION THERAPY
MEDICINES
(i) Methadone.—Methadone was the first and currently, the most common opioid used as an
Opioid Substitution Therapy medicine globally. Methadone is a pure opioid agonist, available
for oral use either as a liquid or as a tablet.

(ii) Buprenorphine.—Buprenorphine is a partial opioid agonist available for use as a sublingual
tablet.

It is the second most commonly used Opioid Substitution Therapy medicine worldwide.
(iii) Slow Release Oral Morphine.—Morphine is a pure opioid agonist and commonly used in
cancer patients for alleviation of pain. The slow release formulation is available as a tablet.

STATUS OF OPIOID SUBSTITUTION THERAPY IN INDIA.— Opioid Substitution Therapy is currently available in 77
countries; of these, most countries use methadone as the Opioid Substitution Therapy medicine, followed
by buprenorphine. In India, Opioid Substitution Therapy has been available since the early nineties, when
buprenorphine started being used in some Government hospitals as well as in some NGO settings. While
the Opioid Substitution Therapy was available uninterruptedly in a few Government hospitals for both
Injecting Drug User as well as non-Injecting Drug User opioid dependent users, the availability in Non-
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Governmental Organisations was dependent upon funding from donor partners and restricted to only
Injecting Drug User population (as a HIV prevention tool). The NGO Opioid Substitution Therapy centres
were subsequently supported under National AIDS Control Programme, while the Government centres
continued to provide Opioid Substitution Therapy for opioid dependent individuals through funding from
the Ministry of Health and Family Welfare. Additionally, there are anecdotal reports of Opioid Substitution
Therapy being provided through private drug treatment centres.

The large scale expansion of the Opioid Substitution Therapy programme began with the transition of
existing Opioid Substitution Therapy interventions for HIV prevention by National AIDS Control Programme
in 2008, after its formal incorporation in 2007. Initially, the existing NGO Opioid Substitution Therapy
centres were evaluated and accredited, and those which were found eligible were provided support by
Department of AIDS Control. A total of 55 such centres were provided continued support for Opioid
Substitution Therapy implementation among Injecting Drug Users. To further expand the Opioid
Substitution Therapy programme, existing government hospitals at district and sub-district levels were
roped in, and Opioid Substitution Therapy was initiated through the collaborative public healthcare model.
Thus, currently there are two models of Opioid Substitution Therapy being implemented under National
AIDS Control Programme.

NGO OPIOID SUBSTITUTION THERAPY CENTRES.—

(a) Part of Injecting Drug User Targeted Intervention set-up. Staff largely shared with the
Injecting Drug User Targeted Intervention.

(b) Opioid Substitution Therapy centre located within the Drop-in Centre of the Injecting Drug
User Targeted Intervention.

(c) Medical intervention delivered by a trained part-time doctor and full-time nursing. Staff.

(d) Outreach and follow-up by the outreach staff of the Injecting Drug User Targeted Intervention

COLLABORATIVE PUBLIC HEALTH OPIOID SUBSTITUTION THERAPY CENTRES.—

(a) Opioid Substitution Therapy intervention jointly between the Government hospital and nearby
Injecting Drug User Targeted Intervention.

(b) Opioid Substitution Therapy centre located in Government hospital (Medical College or District
Hospital or Community Health Centre or Primary Health Centre).

(c) Separate staff at Opioid Substitution Therapy centre for medical and psychosocial
intervention.

(d) Outreach and follow-up by the Injecting Drug User Targeted Intervention.

Buprenorphine-Basics of Pharmacology

As described above, the opioid family consists of a number of substances that act like opium (hence called
opioids as they are similar in action to opium). The opioids have an effect mainly through their actions on
the opioid receptors situated in the brain and other organ systems. There are three types of opioid
receptors in the human body: mu, kappa and delta; out of these, the main action is produced by action on
mu receptors. The opioids are classified as agonists, partial agonists and antagonists based on the nature
of action produced on opioid receptors.
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Buprenorphine is a semi-synthetic opioid derived from the baine, an alkaloid of opium. As an analgesic,
buprenorphine is 25—50 times more potent than morphine. Used intravenously, 0.3 mg of buprenorphine
is equivalent to 10 mg of morphine.

CLASSIFICATION BASED ON THE ACTIONS ON OPIOID RECEPTORS.—

(a) Agonists: Opioid agonists bind to and activate the mu receptors, thereby exerting 100%
action-producing opioid-like effects. Examples of agonists include: morphine, codeine,
dextropropoxyphene, heroin and methadone.

(b) Partial agonists: Partial agonists exert less than 100% action on the mu receptors producing
gopioid-like effects, but less than opioid agonists. Example of partial agonist includes
buprenorphine.

(c) Antagonlsts: Antagonists bind to the mu receptors, but do not produce any actions by themselves.
However, once they are bound to the receptors, they do not allow the opioid agonists to occupy
and act on the receptors, thus blocking the opioid actions. Additionally, if the opioid agonists are
already present at the receptors, they displace the agonists, thereby producing opioid withdrawal

syndrome. Examples of antagonists include Naloxone and Naltrexone.

PHARMACOLOGY.—The pharmacological properties of buprenorphine
and its clinical implications are described below.

’
’

(iy Buprenorphine is a partial agonist of mu receptors and an - Oploid Agonist (o6, Morphine)
antagonist of kappa receptors. With lower doses, the action of
a partial agonist is similar to that of a full agonist. As the dose
increases, the effects of both the partial agonist and the full
agonist are increased. However, beyond a certain dose-point,
further increase in buprenorphine dose does not increase the
opioid effect. This is called as ‘ceiling effect’. The figure below P Antagonist (e.g. Naltrexone)
illustrates the point. OPIOID DOSE

OPIOID EFFECT
N
=
-
5

Fig: Ceiling effect of Buprenorphine

Clinical implication.—The chances of overdose-related respiratory depression and consequently
death are minimal with higher doses of buprenorphine. This is unlike pure agonists, where higher
doses can result in overdose-related deaths due to respiratory depression.

(ii) Buprenorphine has a high affinity for opioid mu receptors.— Buprenorphine binds to the opioid
receptor much more tightly than other full agonists such as morphine, heroin or methadone. Thus,
buprenorphine displaces morphine and other full agonists if it is administered to individuals whose
opioid receptors are occupied by the full agonists. Conversely, if the opioid receptors are already
occupied by buprenorphine, it is difficult for full agonists to displace buprenorphine.

Clinical implication.—Buprenorphine can displace illicit opioids from the opioid receptors;
however, as buprenorphine is a partial agonist, while illicit opioids such as heroin are full agonists,
there is a net decrease in the opioid actions. This results in ‘precipitated’ withdrawals in the
individual, if a sufficient gap between the last dose of illicit opioids consumed by the patient and
the first dose of buprenorphine is not maintained. Conversely, once buprenorphine occupies the
receptors, it is difficult for full agonists such as heroin to displace buprenorphine from the
receptors, and produce their own actions. Thus, buprenorphine creates an opioid blocking effect.
However, this blocking effect is dose-dependent - higher dose of buprenorphine blocks opioid
receptors more effectively than lower doses of buprenorphine.
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(iii) Buprenorphine dissociates from opioid receptors slowly as compared to other opioids. Thus,
buprenorphine is a long-acting opioid with terminal elimination half-life of 24 to 37 hours. Peak
clinical effect occurs one to four hours after sublingual administration. The duration of the effect
depends on the dose administered: a low dose of 2 mg of buprenorphine produces clinical effect
for up to 12 hours while higher doses of 16 mg can produce effects lasting up to 48 hours.

Clinical implication.—At the right doses, buprenorphine can be administered at a frequency of
less than once per day. It is possible for buprenorphine to be administered every alternate day and
in some cases, once in three days too.

(iv) Buprenorphine undergoes extensive metabolism in the liver, and is converted into nor-
buprenorphine and other products through the cytochrome P450 3A4 Enzyme. The metabolites do
not have a major effect on the brain due to their poor penetration. Most of the metabolites are
excreted through faeces, and some through urine.

Clinical implication.—Due to high first-pass metabolism, buprenorphine has poor oral
bioavailability, less than 10% compared to that when given intravenously. Hence, buprenorphine is
not clinically effective when given orally. Buprenorphine should be administered sublingually to
bypass the high first-pass metabolism. The bioavailability by the sublingual route is about 50 to
60%.

As buprenorphine is metabolised through the liver, care should be taken in those individuals who
have deranged liver functioning. This is true in cases of alcohol or viral hepatitis-induced hepatic
insufficiency. The metabolism of buprenorphine becomes erratic in such cases, and dose titrations
may be required.

As buprenorphine is poorly absorbed orally, its effect would be milder if it is accidently ingested.
The ceiling effect adds to its safety in accidental ingestion.

SIDE EFFECTS AND SAFETY PROFILE.—Buprenorphine is generally well-tolerated by drug-using individuals.
Serious side effects are rare. Common side effects are generally related to the therapeutic dose (please
see the accompanying box). Due to partial agonist and ‘ceiling effect’ property, buprenorphine does not
result in respiratory depression even if it is administered at higher than therapeutic doses. In this regard,
buprenorphine scores over other opioid agonists used in substitution therapy such as methadone and oral
morphine. However, respiratory depression can occur even at low doses, if buprenorphine is combined with
other brain depressants such as alcohol or sedatives.

COMMON SIDE EFFECTS.—
(a) Constipation (can be due to higher dose).
(b) Sedation (can be due to higher dose).
(c) Sleep disturbances.
(d) Body aches or pains (features of withdrawals; can be due to lower dose).
(e) Nausea or vomiting.
() Itching (in few cases and in the initial days).
(&) Dizziness.
(h) Headache.
(i) Sweating.

Buprenorphine has no major effect on hepatic functioning. Buprenorphine does not have any major effect
on psychomotor functioning as compared to opioid agonists. Thus, individuals can continue to engage in
potentially hazardous work such as driving or operating machinery. Precautions need to be taken mainly

during the initial few days during dose induction or during increase in doses.

DRUG INTERACTIONS.—Drug interactions with buprenorphine can occur due to the action of buprenorphine

on opioid receptors or due to the metabolism of buprenorphine.
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(i)

(i)

(iii)

Sedatives.—The brain depressant effect of buprenorphine is additive to concomitant use of
sedatives. These sedatives include-benzodiazepines, barbiturates and alcohol. While
buprenorphine by itself does not cause respiratory depression, respiratory depression can occur
even with lower doses of buprenorphine if high doses of sedatives and alcohol are concomitantly
used with buprenorphine. This is particularly a concern among those drug users who have
decreased respiratory reserves due to co-morbid conditions such as chronic obstructive

pulmonary disease (COPD), pneumonia, etc.

Opioid agonists.—Buprenorphine prevents other opioid agonists from exerting their effect due to
strong affinity to opioid receptors; conversely, buprenorphine displaces opioid agonists resulting in

precipitated withdrawals, as described above.

Hepatic enzyme inducers or inhibitors.—As mentioned above, buprenorphine is metabolised in
the liver through the cytochrome p450 3A4 enzymes. As a result, medications that induce
cytochrome p450 3A4 enzymes can lower the blood levels of buprenorphine, thereby requiring an
increase in the dose of buprenorphine. Conversely, medications that inhibit cytochrome p450 3A4
enzymes can increase the blood levels of buprenorphine, thereby requiring a decrease in the dose
of buprenorphine. In both scenarios, clinicians need to monitor for the emergence of opioid

withdrawal or intoxicating symptoms and decide on dose titration accordingly.

COMMON MEDICATIONS INDUCING CYTOCHROME P450 3A4 ENZYMES.—

(Buprenorphine dose may have to be increased)

(a)
(b)
(c)

Anti-epileptics.—Carbamazepine,Phenobarbital, Phenytoin
Antl-tubercular drugs.—Rifampicin

Antl-retrovirals.—Efavirenz, Nevirapine

COMMON MEDICATIONS THAT INHIBIT CYTOCHROME P450 3A4 ENZYMES:

(Buprenorphine dose may have to be decreased) Anti-fungals: Flucanazole, ketoconazole.

(@)
(b)
(c)

Antibiotics: Erythromycin.
Anti-depressants: Fluoxetine Fluvoxamine,Paroxetine.

Anti-retrovirals: Indinavir, Ritonavir,Saquinavir.

CONTRAINDICATIONS.—The only absolute contraindication for buprenorphine is known hypersensitivity to
buprenorphine.

PRECAUTIONS.—In some conditions, the clinician has to assess the primary conditions and use
buprenorphine cautiously depending upon the status of the primary condition. Some of these conditions

include:
(i)
(if)
(i)

Respiratory conditions: Asthma, chronic obstructive pulmonary disease, kyphoscoliosis, etc..
Hepatic conditions: Alcoholic liver diseases, viral hepatitis B and C.

Abdominal conditions: Irritable bowel syndrome and other colonic conditions.
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(iv) Urological conditions: Conditions causing urinary retention.
(v)  Pheochromocytoma.
(vi)  Hypothyroidism.

However, it should be noted that mere presence of the conditions mentioned above should not

preclude use of buprenorphine in an opioid dependent individual.

ABUSE LIABILITY.—As buprenorphine is an opioid mu receptor agonist (though partial agonist), it is liable to
be abused. In individuals who are not dependent on opioids, buprenorphine use through sublingual route
produces euphoria and other opioid-like effects, thus increasing the likelihood that buprenorphine tablets
can also be abused. Among drug users, buprenorphine is often the preferred opioid used for injecting in
India. As sublingual buprenorphine is easily dissolvable in water, it can be diverted for injection purposes.
Thus, one should exercise caution in dispensing of buprenorphine to opioid dependent individuals, and
hence in the National AIDS Control Programme, buprenorphine is almost always dispensed as Directly
Observed Treatment (described later). However, it must be remembered that abuse liability of

buprenorphine is significantly lower as compared to full agonists like heroin, morphine and methadone.

FORMULATIONS AND LEGAL STATUS IN INDIA.—Currently, in India, buprenorphine is available both in injectable
and sublingual tablet form. The injectable form is commonly available as 2 ml ampoules with each mi
containing 0.3 mg of buprenorphine. The injectable form is used as an analgesic. The sublingual tablets of

buprenorphine are currently available in three strengths - 0.2 mg, 0.4 mg, and 2 mg.

Buprenorphine is classified as a ‘psychotropic’ under the Narcotic Drugs and Psychotropic Substances Act.
Under the Narcotic Drugs and Psychotropic Substances Act., narcotics and psychotropics can be used for
medical and scientific purposes. However, these medications should be prescribed by a doctor, and can be
made available only in Government-recognised centres. The injectable form and the 0.2 mg tablet is
available in pharmacies, where these formulations can be sold upon availability of a valid prescription for
the same. However, the higher strengths of buprenorphine, i.e. 0.4 mg and 2 mg have been approved only
for the purpose of treatment of opioid-dependent individuals and can be made available only in
Government-recognised drug treatment or de-addiction centres. Both these strengths are available for use

in the Opioid Substitution Therapy Programme supported by National AIDS Control Programme.
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Clinical Practice Guidelines for Opioid Substitution Therapy
Centres under National AIDS Control Programme

The Opioid Substitution Therapy intervention under National AIDS Control Programme is conceptualised as
follows:

OPIOID SUBSTITUTION THERAPY INTERVENTION UNDER NATIONAL AIDS CONTROL ORGANISATION

a) Opioid Substitution Therapy is a strategy for prevention of HIV among Injecting Drug Users.

b) Opioid Substitution Therapy is to be provided to Injecting Drug Users (as defined by
Department of AIDS Control) who are opioid dependent.

c) Currently, the only medicine available for Opioid Substitution Therapy is
buprenorphine.

d) Opioid Substitution Therapy is a medical intervention in which a doctor initiates Opioid
Substitution Therapy and a nurse dispenses the medicines.

e) Buprenorphine is to be dispensed on a daily basis as a ‘Daily Observed Treatment’ regimen.

This section would describe the clinical practices involved in Opioid Substitution Therapy
implementation as guided under Department of AIDS Control. The areas covered in this section include:

) Assessment and diagnosis,
i)
iii)

iv)

i
i Determining client suitability for buprenorphine-based Opioid Substitution Therapy,
i Preparing client for Opioid Substitution Therapy,

Initiating buprenorphine (induction phase),

v) Continuation on buprenorphine (maintenance phase),
vi) Terminating buprenorphine (termination phase),

vii) Managing common side effects of buprenorphine,

(
(
(
(
(
(
(
(viii) Special clinical situations.

Psychosocial interventions provided along with Opioid Substitution Therapy are not described in this
document. It is felt that the discussion on psychosocial interventions warrant a separate document
altogether.

Assessment and Diagnosis

Initial assessment of the client is an essential prerequisite in Opioid Substitution Therapy intervention. The
assessment helps the service provider in making appropriate decisions on the client requirement with
regard to Opioid Substitution Therapy, including whether Opioid Substitution Therapy should be initiated, as
well as the dosing requirements. Assessment has multiple purposes that go beyond mere Opioid
Substitution Therapy consideration.

Establish
diagnosis

Assessment is to be carried out both by the counsellor as well as

the doctor of the Opioid Substitution Therapy centre, though the Reforil/

doctor takes a larger role, since Opioid Substitution Therapy is a
medical intervention. While the counsellor would focus on the
psychosocial aspects of the client’s drug use history, the doctor would
focus on the clinical or medical aspects pertaining to the client’s drug
use and medical history. During assessment, the counsellor and
doctor must attempt to answer the following questions:

(i)

management
of other
conditions

Establish
rapport

Decide
eligibility for
0ST

Decide dose of
buprenorphine

What are the various psychoactive substances consumed by the client till date?
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(xii

What is the pattern of use of various psychoactive substances consumed by the client?

Does the client fulfil the criteria for opioid dependence syndrome?

Does the client fulfil the criteria for dependence or harmful use of other substances?

What is the current pattern of use of various psychoactive substances consumed by the client?

What are the various complications in the client’s life or functioning due to substance use
(including physical, psychological, familial, social, legal, occupational and financial areas)?

What are the high risk behaviours practiced by the client (including injecting and sex-related
high risk behaviours)? What is the level of knowledge of the client regarding HIV and other
consequences of high risk behaviours?

What has been the nature of previous attempts by the client to stop injecting or opioid use?
What kind of help was received by the client during these previous attempts?

What are the major facilitating factors and barriers in the recovery for the client?

Does the client match the inclusion and exclusion criteria laid down in the programme for
initiating Opioid Substitution Therapy?

Does the client have any medical condition that makes him or her unfit for Opioid Substitution
Therapy?

What is the motivation level of the client to stop injecting and initiate Opioid Substitution
Therapy?

What is the level of psychosocial support currently available to the client for Opioid Substitution

Therapy initiation and continuation?

To answer the above questions, the assessment can be conducted using various modalities covering the

following areas:

ASSESSMENT MODALITIES.—

Interaction with the client.

b) Interaction with family members (if present during assessment).

c) Interaction with other individuals associated with the client (client’s friends or peers, staff of
the Injecting Drug User Targeted Intervention project, if present during assessment).

d) Review of previous treatment records, if available.

e) Observation and physical examination of the client.

ASSESSMENT AREAS.—

a) Socio-demographic details.

b) Psychoactive substance use details.

c) Complications due to substance use.

d) Injecting and other high risk behaviours.

e) Past abstinence attempts.

f)  History of medical illnesses.

g) Current psychosocial support and living arrangement.
h) Current status of occupational and family functioning.

i)
)

Evidence of current opioid withdrawals or intoxication.

Evidence of injection or other physical consequences of substance use (injection marks,
abscesses, scars, etc.).
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(Note: Specific formats exist for recording the information collected during assessment. These formats
(“Intake Forms”) are prescribed by Department of AIDS Control and provided by the respective State AIDS
Control Society to all the Opioid Substitution Therapy centres.)

(i)

(iif)

Socio-demographic details including the client’'s name, age, sex, marital status, educational
status, occupational and employment status, and current contact information are required.

Psychoactive substance use details including chronological order of initiation of substance
use, and for every substance, the age of initiation, progression, frequency of use, mode of
intake of substance, any dependence features, usual dose, and last dose of intake have to be
noted.

Complications due to substance use can be psychological (guilt, shame, depression, anxiety,
etc.),financial (loss of money, debts, etc.), familial (fights, violence, neglect, homelessness,
etc.), social (outcast, ridicule, discrimination, etc.), occupational (loss of job, irregular in work,
frequent change of job, etc.), and legal (thefts, robbery, drug dealing or peddling,
imprisonment, etc.).

High risk behavlours.—Both injecting (sharing, reuse of needle or syringes or other
paraphernalia) and sex-related (sex with female sex workers, multiple sex partners, sex in
exchange of drugs or money, sex under the influence of substances, non-use of condoms) are
high risk behaviours.

Abstinence attempts.—Any attempts to give up psychoactive substance use should be noted.
For every significant attempt, the duration of attempt, reason for abstinence, type of help
received and reasons for relapse should be tracked. An abstinence attempt may be considered
as significant if the client was able to completely stop substance use for a duration of 1 month
or more.

Psychosoclal support.—The nature of relationship with family members particularly spouse,
the nature of relationship with non-drug-using friends, attitude of family or friends towards
client’s drug use, possibility of involvement in treatment process, etc.

Current living arrangement.—Type of accommodation, family members sharing
accommodation, etc.

Evidence of Injectlon.—Any needle track marks, scarring of tissue, abscesses, ulcers, etc.

Evidence of current Intoxlcatlon.—Slurring of speech, altered sensorium, change in rate of
speech, disinhibition, gait disturbance, etc.

Evidence of current withdrawals.—Specific to the substance of use.

For opioids: Lacrimation, rhinorrhoea, yawning, dilated pupils, increased sweating,
restlessness, palpitations, increased respiratory rate;

For alcohol or benzodiazepines: Anxiety, restlessness, tremors of hands, increased respiratory
rate, palpitations, sweating, etc.

At the end of assessment, the doctor must be able to make a diagnosis of the client’s problem and

prescribe appropriate management for the same. The diagnosis should encompass the following:

1. Diagnosis of Opioid dependence.—Use of opioids in large amounts over a long period of time

leading to(presence of three or more among the following in the preceding one year):

a)

Tolerance.—Gradual increase in the amount of opioid intake to get the same high; appearance
of withdrawals upon decreasing the dose
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b) Withdrawal symptoms.— Lacrimation, rhinorrhoea, yawning, diarrhoea, cramps in abdomen,
intense bodyache, insomnia

c) Craving.— Intense urge to consume opioids
d) Socio-occupational dysfunction

e) Increased time spent in obtaining opioids, consuming opioids or recovering from the effect of
opioids

f) Continued use of opioids despite harms incurred due to opioid use, such as abscesses,
overdose, vein loss, HIV, hepatitis B or C, respiratory problems, etc.

g) Persistent efforts to cut down opioid use.— Unsuccessful attempts or desire to give up on
opioid use

2. Dlagnosls of other substance use dlsorders.—Dependence or harmful use of other substances.

Special attention should be given to the concomitant use of alcohol and or benzodiazepines, which
are general brain depressants and commonly used by opioid dependent individuals.

3. Diagnosis of medical co-morbidity, if any.—Special attention should be given to liver conditions,

and respiratory conditions, which, if severe, may preclude a client from being started on Opioid
Substitution Therapy.

4. Psychosocial issues that can influence treatment outcomes.—Extent of family support, presence

or absence of a stable job, current involvement in illegal activities, homelessness, HIV, hepatitis B
or C, etc. can influence the retention of the client on Opioid Substitution Therapy, and must be
addressed during regular follow-up of the client after Opioid Substitution Therapy initiation.

Determining Suitability of Clients for Opioid Substitution Therapy

To be initiated on Opioid Substitution Therapy, the client must fulfil the suitability criteria mentioned below.
Some of these criteria are ‘essential’ criteria, while others are ‘desirable’.

ESSENTIAL CRITERIA FOR OPIOID SUBSTITUTION THERAPY INITIATION.—The client must fulfil each of the essential
criteria for Opioid Substitution Therapy initiation:

1 DIAGNOSIS OF OPIOID DEPENDENCE SYNDROME.— A diagnosis of opioid dependence syndrome is

3

essential as Opioid Substitution Therapy is a specific medical treatment for this condition. Merely use
of street opioids or injecting drug use is not sufficient to consider Opioid Substitution Therapy. Hence,
before starting treatment, the doctor should carefully assess the pattern of opioid use by the client
and consider Opioid Substitution Therapy only if the client meets the criteria for opioid dependence
discussed above.

CURRENT INJECTING DRUG USERS.—The client should meet the operational criteria for Injecting Drug
User established under National AIDS Control Programme i.e. he or she must have injected a
psychoactive substance at least once in the past three months for non-medical purposes.

ABSENCE OF MEDICAL CONTRAINDICATIONS.—The client must not suffer from such medical
disorders that prevent him or her from being initiated on Opioid Substitution Therapy. It must be
remembered that the only absolute contraindication for Opioid Substitution Therapy with
buprenorphine is known hypersensitivity to the medication. Other conditions such as respiratory,
renal or hepatic insufficiency are relative contraindications and do not preclude the use of
buprenorphine for Opioid Substitution Therapy. In such instances, the clinician should judge the
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possible adverse effects associated with starting buprenorphine versus the benefits of treatment and
decide on the course of action on a case to case basis.

INFORMED CONSENT.—The client must have the mental capacity to provide informed consent, as well
as he should be willing to start on Opioid Substitution Therapy after understanding the implications,
requirements, safeguards to be taken, etc. Under National AIDS Control Programme, a written
informed consent is a must before Opioid Substitution Therapy can be prescribed to any Injecting Drug
User.

CLIENT'S WILLINGNESS TO COME DAILY TO RECEIVE TREATMENT.—At the time of initial
assessment, the client should be educated about the need to come to the Opioid Substitution Therapy
centre every day to receive treatment under supervision (Daily Observed Treatment Strategy). Only
those clients who agree to adhere to this mechanism should be initiated on treatment after duly
signing the informed consent.

DESIRABLE CRITERIA FOR OPIOID SUBSTITUTION THERAPY INITIATION.—While the following criteria are desirable,
they are not essential for a client to be initiated on Opioid Substitution Therapy. These criteria have been
included as they increase the likelihood of selecting a suitable client for Opioid Substitution Therapy,
thereby increasing the confidence of the clinician in prescribing the treatment.

1)

@)

3)

4)

()

AGE MORE THAN 18 YEARS.—While it is desirable that the client should be 18 years or above to be
initiated on Opioid Substitution Therapy, adolescents who are below 18 years of age can also be
given Opioid Substitution Therapy. Issues to be considered in adolescents receiving Opioid
Substitution Therapy is discussed in later sections.

FAILED ABSTINENCE ATTEMPTS.—The client may have attempted to give up opioids in the past
through other means, but has failed in doing so. This indicates greater likelihood of opioid
dependence in a given client as well as lesser chances of recovery with other shorter duration
treatments like detoxification.

LONG DURATION OF OPIOID USE or INJECTING.—A history of long duration of opioid use (more than 3
years) indicates high severity of opioid dependence, particularly if the client has used opioids by the
injecting route for most of this duration. As Opioid Substitution Therapy is considered the treatment of
choice in severe opioid dependence, a client fulfilling this criterion would really require Opioid
Substitution Therapy to give up drug use.

MOTIVATION TO GIVE UP DRUG USE or INJECTING.—During the pre-treatment assessment, a client
with better motivation is more likely to retain in treatment and accrue the benefits of Opioid
Substitution Therapy. However, motivation is a dynamic phenomenon and often clients with poor
motivation to abstain at Opioid Substitution Therapy initiation do well with treatment once they
experience the effectiveness of Opioid Substitution Therapy in alleviating withdrawals and craving.

FEASIBILITY.—It should be feasible for the client to come to the Opioid Substitution Therapy centre on
a daily basis to take his Opioid Substitution Therapy dose. The feasibility here is as per the
understanding of the service providers (Opioid Substitution Therapy doctor or counsellor).

However, in situations where the treating team has a different opinion about the ability of a client to
come daily, the client’s perception of the same should prevail and treatment should be started.

CONDITIONS REQUIRING SPECIAL CONSIDERATIONS FOR OPIOID SUBSTITUTION THERAPY INITIATION.—There are
certain conditions in which caution should be exercised while prescribing Opioid Substitution Therapy
to Injecting Drug Users clients. Among these, the only absolute contra-indication is known
hypersensitivity to buprenorphine. In other cases, the clinician should use his or her clinical
judgement before deciding on initiation of buprenorphine.

1. KNOWN HYPERSENSITIVITY TO BUPRENORPHINE.— Some clients may have had allergic reactions

to buprenorphine in the past; such clients should not be given buprenorphine.

2. SEVERE DEPENDENCE ON ALCOHOL OR BENZODIAZEPINES.— If the clients have concomitant

use of alcohol or benzodiazepines, and have higher degree of dependence on these substances
through heavy use, Opioid Substitution Therapy may not be started in the Opioid Substitution
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Therapy centre itself. Such clients should be referred to a psychiatrist or drug de-addiction centre
before initiating on Opioid Substitution Therapy and may require inpatient treatment. Most Injecting
Drug Users clients inject a cocktail of opioid drugs (buprenorphine or pentazocine or heroin or d-
propoxyphene) along with sedatives (diazepam or pheniramine or promethazine). Such clients are
seen as primarily dependent on opioids and can be safely started on Opioid Substitution Therapy.

SEVERE DEGREE OF HEPATIC IMPAIRMENT.—Alcohol use or infective hepatitis may result in
altered metabolism of buprenorphine, leading to erratic blood buprenorphine levels. If there is
clinical evidence of hepatic impairment, a liver function test may be advised and based upon the
results, the decision regarding Opioid Substitution Therapy can be taken. If the derangement is
mild-moderate, Opioid Substitution Therapy should be initiated, but with careful titration of dosage.
Opioid Substitution TherapyPY should be withheld only in case of sever derangement of hepatic
function tests or definite clinical evidence of liver failure.

SEVERE DEGREE OF RESPIRATORY PROBLEMS.— In conditions such as severe asthma or chronic
airway diseases leading to severe impairment of respiratory functions, Opioid Substitution Therapy
should be initiated with caution, as it may further aggravate respiratory problems. Such patients
should not be prescribed benzodiazepines for sleep disturbances due to their additive depressive
effect on brain.

LABORATORY TESTS FOR OPIOID SUBSTITUTION THERAPY.—It is NOT ESSENTIAL to perform any
laboratory test, before initiating Opioid Substitution Therapy for a client. If the doctor has
conducted a clinical examination and has not detected any significant finding, Opioid Substitution
Therapy can be safely started. It is a good practice to conduct routine laboratory tests (such as
hemogram, liver function tests and renal function tests) in the initial days of assessment and
treatment as a ‘baseline’ test. In cases where there are findings present on physical examination,
the relevant laboratory tests are warranted.

Preparing Clients for Opioid Substitution Therapy

Once it is decided that the client will be initiated on Opioid Substitution Therapy, he or she should be
prepared and educated before initiation. This can be done by the counsellor or the doctor. The important
issues to be covered in client education:

(i)

(i)

(iii)

Nature of illness.—The client should be explained that opioid dependence syndrome is a chronic
relapsing medical illness similar to other chronic medical illnesses such as diabetes, hypertension
and other cardiovascular illnesses. It is not a weakness of will power, or a ‘character defect’ in the
client. Relapse is part of the recovery process and there are strategies available to minimise or
prevent relapse.

Nature of treatment.—The client should be informed that Opioid Substitution Therapy is a long-
term treatment option; it is important for the client to remain in treatment for at least one year or
more for lasting benefits. The medicines would be given as a daily observed treatment supervised
by the nursing staff. The medicines would help in controlling withdrawals, and craving, and he
would not need to use opioids for at least a 24-hour period after receiving the dose.

Apart from Opioid Substitution Therapy medicine, the client also needs to undergo periodic
counselling as well as regular follow-up with the service providers. The client needs to follow the
rules and regulations established by the Opioid Substitution Therapy centre.

Need for active involvement.—The client needs to be involved actively in the treatment process.
He or she needs to be forthcoming in informing the service providers about his drug using status,
benefits of treatment, sufficiency of medicine dose, and overall improvement. Additionally, if
family members are involved in treatment, the outcome would be better.
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Along with education, the service providers should also dispel common myths or misconceptions
associated with Opioid Substitution Therapy. Additionally, this also provides the service providers an
opportunity to enhance the motivation of the client towards initiation and continuation on Opioid
Substitution Therapy.

Once the client has clearly understood the implications of being in Opioid Substitution Therapy programme
and is ready, he or she should be asked to sign the informed consent form and Opioid Substitution
Therapy should be initiated only after the consent form is signed. The consent form should have signatures
of client, a witness (family member or staff) and the person who has obtained the consent (doctor or
counsellor).

Buprenorphine-based Opioid Substitution Therapy

Opioid Substitution Therapy with buprenorphine can be divided into three phases:

() Induction phase.—Phase wherein the client is given the first dose and the dose is
subsequently adjusted to achieve a stabilisation dose

()  Maintenance phase.—Phase wherein the client is maintained on stabilisation dose till a
decision to stop buprenorphine is taken

(i)  Termination phase.—Phase from decision to stop buprenorphine to the last dose of
buprenorphine

Each of these phases of Opioid Substitution Therapy treatment has different goals and objectives,
management issues, and role of different service providers, etc. Each of these phases is discussed in
detail below in different sections.

INITIATING OPIOID SUBSTITUTION THERAPY WITH BUPRENORPHINE - INDUCTION PHASE.—As mentioned above, the
induction phase begins when the decision to initiate the client on Opioid Substitution Therapy is taken till
the point where the stabilisation dose is reached.

GOALS OF INDUCTION PHASE.—

(a) To determine the correct dose of buprenorphine for a client to be able to control opioid
withdrawal symptoms and craving

(b) To address any medical or psychosocial crisis faced by the client

(c) To establish rapport with the client and educate him or her about the treatment process

Before the first dose of buprenorphine, the doctor should ensure that:

(i) A detailed assessment of the client has been made, and the client fulfils the criteria for Opioid
Substitution Therapy initiation as laid down by Department of AIDS Control.

(ii)  The client has understood the implications and procedures of Opioid Substitution Therapy and
has signed the informed consent sheet.

(iii)  The last dose of opioid use is at least 6 to 8 hours before the first dose of buprenorphine.

The first dose of buprenorphine usually ranges from 2 to 4 mg. After the first dose is administered
sublingually, the client should be observed after a gap of two hours, when the peak effect of
buprenorphine is expected to be observed. If the client still complains of withdrawals or craving, an
additional 2 to 4 mg can be given. If the client reports no symptoms of opioid withdrawal or craving, he
or she should be asked to return on the next day for his dose. The total dose of buprenorphine must not
exceed beyond 8 mg on day one.
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On the second day, enquiry should be made regarding whether the client had any opioid withdrawal or
craving symptoms anytime in the last 24 hours after the dose of buprenorphine was initiated or whether
the client took any other opioid by injecting or non-injecting routes AND was able to achieve its effects. If
the client reports so, the dose of buprenorphine should be increased in increments of 2 mg. The maximum
dose of buprenorphine on day two should be about 12 mg. If the client does not report of any withdrawals
or craving for an entire period of 24 hours following dose administration, the client would have achieved
his stabilisation dose.

HOW IMPORTANT IS THE TIME GAP BETWEEN LAST DOSE OF ILLICIT OPIOID AND FIRST DOSE OF
BUPRENORPHINE? This is extremely important, especially in cases where the client uses pure opioid
agonist such as heroin as the illicit opioid. If the time gap is not maintained, buprenorphine would displace
the illicit opioids from the receptors and precipitate opioid withdrawals symptoms, which would be
extremely distressing for the client.

However, some doctors have a myth that if the client has already taken an opioid drug (like heroin) a short
while ago, the first dose of buprenorphine will result in added intoxication (and risk of overdose). This is a
misconception. The gap must be ensured primarily to avoid the precipitated withdrawal and not overdose.

Most clients reach their stabilisation dose in three to four days, maximum by day seven. Apart from control
of craving and withdrawal, the stabilisation dose should also be able to block the euphoric effect produced
by illicit opioid use. It must be remembered here that lower doses (of up to 2 to 4 mg) would be able to
control withdrawal symptoms, while slightly higher doses (of up to 4 to 8 mg) would be able to take care of
craving. The opioid blocking effect would be produced only at even higher doses (of 8 to 12 mg).
Additionally, the higher the dose of buprenorphine, the longer is the effect of buprenorphine - i.e. a higher
dose would enable the client to be without any discomfort or need for additional opioids for longer duration
of at least 24 hours duration. Hence, the clinician’s efforts must be to ensure that all the three objectives
of Opioid Substitution Therapy dose or stopping withdrawals, control craving and produce opioid blocking
effect - are achieved with the adequate dose of buprenorphine.

Dose of 2-4 mg/day -< « Control of opioid withdrawal symptoms

Dose of 4-8 mg/day < . mdwhﬂmmn‘

Dose of >8 mg/day < * Block effects of other opioids

While guidelines from western countries recommend a maintenance dose of 12to 16 mg of buprenorphine

per day, experience from India shows that for optimum outcomes, doses of 8to 12 mg of buprenorphine
per day is sufficient for most clients. For maximum dose too, the guidelines from western countries
suggest a maximum of 32 mg/day; however, in India, a dose of 20 to 24 mg per day can be considered as
maximum dose. If the clinician feels that the client is not improving despite the maximum dose, the client
may be referred to a higher centre specialising in substance use treatment for further management.

Apart from stabilising the dose of buprenorphine, the service providers also need to work on the following

areas of the client’s life during induction phase:

(i) Enhance the client’s motivation to stop or reduce injecting and continue Opioid Substitution

Therapy.

(i) Address any medical priorities. These may include conditions such as an open abscess, active
tuberculosis, or any acute co-morbid medical problem faced by the client.

(iii)  Address any psychosocial crisis. This may include conditions such as recent homelessness,

impending legal crisis, etc.
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FLOW-CHART ON INDUCTION PHASE FOR BUPRENORPHINE (BPN)-

BASED OPIOID SUBSTITUTION THERAPY: DAY ONE

Is the client eligible for initiation on buprenorphine-based Opioid Substitution Therapy?

Yes
Is there a gap of >6 hrs after the last opioid use is _§° Wait for withdrawals to
the client experiencing opioid withdrawals? appear before the f'fSt
¢ ¥ dose of Buprenorphine
es

Initiate with 2-4 mg of Buprenorphine & observe for 2 hrs !:

Does the client still experience opioid _’10 Ask the client to visit the
withdrawal or craving? Opioid Substitution Therapy
¢ Yes centre the next day

Administer another 2-4 mg till a TOTAL
of 8 mg Buprenorphine

v

Does the client still experience opioid withdrawal
and/or craving?

¢ Yes

Manage withdrawals symptomatically and ask the client
to visit Opioid Substitution Therapy centre the next day

No  Ask the client to visit the
—  Opioid Substitution Therapy
centre the next day

FLOW-CHART ON INDUCTION PHASE FOR BUPRENORPHINE (BPN)-

BASED OPIOID SUBSTITUTION THERAPY: DAY TWO AND BEYOND

Client returns to the OST centre 24 hours after
the last Buprenorphine dose on DAY TWO

¢ Yes

Did the client experience withdrawals and / or craving in the past 24 No DAILY DOSE ESTABLISHED
hours? Did the client take opioids in the past 24 hours and felt a ‘high’? Continue with the previous
¢ day’s dose of Buprenorphine

Increase the BPN dose by 2-4 mg depending on the severity of
withdrawals/craving and ask him to follow up next day (Maximum
dose of BPN on DAY TWO not to exceed 12 mg/day

Client returns to the Opioid Substitution Therapy centre 24 hours
after the last Buprenorphine dose on DAY THREE AND BEYOND

¢ DAILY DOSE ESTABLISHED
Did the client experience withdrawals and/or craving in the past No Continue with the previous
24 hours? Did the client take opioids in the past 24 hours and felt a ‘high’? day's dose of Buprenorphine

‘L Yes

Increase the BPN dose by 2-4 mg every day depending on the severity
of withdrawals/craving and ask him to follow up next day
(Maximum dose of Buprenorphine not to exceed 20-24 mg/day)
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DOSE INCREMENTS FOR BUPRENORPHINE.—To the extent possible, dose increments should be in
round figures, preferably in multiples of 2. Thus, if a client is not comfortable on 4 mg, the next dose
should be 6 mg. The fractions (using 0.2 and 0.4 mg tablets) should be limited to only those rare
cases where (say) 6 mg is an inadequate dose while (say) 8 mg is perceived as a higher dose.
Additionally, the use of fractions can be considered while tapering the dose for the purpose of
termination of treatment (described later).

MAINTAINING CLIENTS ON BUPRENORPHINE - MAINTENANCE PHASE.—The maintenance phase begins with the
client achieving his stabilisation dose till the time a decision is made to stop Opioid Substitution Therapy
for the client.

GOALS OF MAINTENANCE PHASE.—
(a) To maintain the client on adequate doses of buprenorphine
(b) To address other substance use by the client, if any
(c) To motivate and refer the client for other services, including HIV diagnosis and treatment
(d) To help the client in regaining occupational, financial and familial stability

(e) To retain the client in treatment, adhere to treatment regimen and help prevent relapse to opioid
use (through injecting or other route)

(f) To help the client prevent shifting to another substance use

BUPRENORPHINE MAINTENANCE DOSE.—The clinician should continue the same dose of buprenorphine as
used in the induction phase for stabilisation.

Any temptation to reduce the dose of buprenorphine must be avoided, unless specifically warranted.
Furthermore, the doctor must make enquiries on the following issues during every follow-up:
(i) Does the client have withdrawals or craving despite his current buprenorphine dose?
(i) Has the client used any other opioids or injections while on his current buprenorphine dose?
(iii) Does the client experience euphoria while using other opioids or injections?

The information regarding the above can be elicited by interviewing the client, his family members or
significant others and staff of the Targeted Intervention linked with the centre.

If the clients report that they still have (a) withdrawals or (b) craving or that (c) they use injections or other
opioids and experiences euphoria on opioid use, it is an indication to the doctor that the dose of
buprenorphine is inadequate. In such cases, the doctor must increase the dose of buprenorphine to an
optimum level. Care must also be taken to ensure that the client does not experience opioid intoxication
effect due to use of buprenorphine, such as sedation, slurring of speech, incoordination, etc. Such effects
are related to the peak plasma blood levels of buprenorphine typically seen 1-3 hours after administration
of the daily dose. Thus, the dose of buprenorphine must be such that the client neither has a peak effect of
intoxication nor has the trough effect of withdrawal or craving. A pictorial representation of difference
between the level of illicit opioids such as heroin and buprenorphine is shown below.



1966 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART I1I—SEC. 3(ii)]

PICTORIAL REPRESENTATION OF LEVELS OF OPIOIDS IN BLOOD
AT DIFFERENT TIME POINTS IN 24-HOURS CYCLE

A Opioid Intoxication

Opioid Craving

Opioid Withdrawal

AN x. >
0 hrs 6 hrs 12hrs /;8 hrs 24 hrs

Time | Wicit opioids intake |

DOSE RELATED OPIOID EFFECT

| Buprenorphine intake |

Once the client is maintained on a particular dose of buprenorphine which is comfortable for him or her,
the SAME dose should be continued in the maintenance phase. Further changes in dose, especially dose
increase, may be required in some conditions. Such conditions may include resumption of work (especially
menial jobs such as manual labour, rickshaw pulling, etc.), pain conditions (such as fractures, etc.), re-
emergence of craving, psychosocial distress, etc. In such cases, the doctor should re-assess the client and
increase the dose as required.

An important issue during maintenance phase is to encourage and motivate clients to continue on Opioid
Substitution Therapy. Many clients feel that their lives have become normal after 2 to 3 months of Opioid
Substitution Therapy, as they have stopped opioid and injecting use, and feel that they can now stop Opioid
Substitution Therapy. This belief is also often supported by family members, who feel that the client should
now resume his or her responsibilities, sometimes at the cost of continued Opioid Substitution Therapy.
The service providers must emphasise on the need for long-term continuation of Opioid Substitution
Therapy medicines. The principles of motivation enhancement can be applied for encouraging the client to
continue Opioid Substitution Therapy. Additionally, the family members must also be counselled on the
need for continuation on Opioid Substitution Therapy.

REDUCTION OF MIAINTENANCE DOSE.—It is observed that in certain cases, the doctor reduces
the dose of buprenorphine despite the fact that there are no side-effects, the client is
maintaining well and has not desired for dose reduction. This reduction is done as many
doctors and other Opioid Substitution Therapy centre staff are under the impression that once
the client has stopped using illicit opioids, his dose should be reduced to the minimum
possible.

It should be important to note that the SAME DOSE OF BUPRENORPHINE AS REQUIRED IN THE
INITIAL STAGES SHOULD BE CONTINUED, unless the client reports of any buprenorphine-
related side effects. Even if the client requests for dose reduction, he or she should be
educated on the need for the same dose. Despite this, if the client demands for dose
reduction, then only the dose reduction should be attempted.
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BUPRENORPHINE DISPENSING As per Department of AIDS Control guidelines, dispensing of
buprenorphine is to be done on ‘Daily Observed Treatment’ basis at the Opioid Substitution Therapy
centre. This means that the client has to come to the Opioid Substitution Therapy centre daily and
take his medicines in front of the Opioid Substitution Therapy nurse. Buprenorphine is to be given
through the sublingual route. The tablet should be crushed before administration to prevent diversion
of the medicine by the client. The nurse should observe the client for a period of atleast 7 to 10
minutes after administering the dose to ensure that the tablets have dissolved. Detailed dispensing
procedure is provided in the document on standard operating procedure.

ADDRESSING CO-MORBID SUBSTANCE USE.—Once the client is stabilised on Opioid Substitution Therapy
medicines and he has stopped illicit opioid use, use of other substances may increase or resume. This is
mainly because the client attempts to find other sources of pleasure and high. Most commonly, the client
may reinitiate or increase consumption of other brain depressants such as alcohol, benzodiazepines or
cannabis. Some clients may progress on to use of these substances in dependent pattern. Apart from
problems due to the substances themselves, use of these substances also affects Opioid Substitution
Therapy.—

(i) Use of these substances would increase the chance of the client relapsing to opioid use
(ii) Use of high dose of these substances would increase the risk of respiratory depression

The service providers should enquire about other substance use during maintenance phase. In case the
client has re-initiated or increased his substance use, the service provider must educate the client about
the risks posed, and assist the client in stopping the use of these substances. If required, the client may be
referred to a psychiatrist or another specialist dealing with substance use disorder for treatment of these
co-morbid conditions.

REFERRAL TO OTHER SERVICES.—Once the client is stabilised on Opioid Substitution Therapy, he or she
becomes more amenable to availing other services required. The client should be motivated to undergo
HIV testing and if found HIV positive, should be encouraged to register with an Anti-Retroviral Treatment
centre for further management. Additionally, the client should be clinically screened for other conditions
including tuberculosis, hepatitis, abscesses, etc. If the client is found to be suffering from any of these
medical conditions, appropriate referral must be made. The client should also be encouraged to adhere to
both Opioid Substitution Therapy as well as medications prescribed for such co-morbid conditions.

ASSISTANCE IN RE-INTEGRATION.—Maintenance phase is an excellent opportunity to motivate the client to
repair ties with family, assume family responsibility and regain employment. Such re-integration with work,
family and society would further help the client in maintaining abstinence from substance use and help
regain the trust of his family members. Occupational rehabilitation makes the client productive once again
and helps him or her to have a structured routine as well as earn a livelihood.

During follow-up, the counsellor should explore these areas and assist the client in resuming his work and
ties with family. The family members should be involved in these activities, and help from them solicited if
required through a home-visit.

TERMINATING CLIENTS ON BUPRENORPHINE - TERMINATION PHASE.—

The termination phase begins with taking a decision to stop buprenorphine and ends when the last
dose of buprenorphine is administered to the client.

GOALS OF TERMINATION PHASE
(a) To taper and stop buprenorphine medicine
(b) To ensure that clients have minimal discomfort during tapering of buprenorphine
(c) To support the client during tapering of buprenorphine and prevent relapse during the same

(d) To help the client in making decision regarding further treatment after stopping Opioid
Substitution Therapy

(e) To motivate the client for continued follow-up after stopping Opioid Substitution Therapy
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DECISION TO STOP BUPRENORPHINE.— A crucial decision in Opioid Substitution Therapy management is the
decision about stopping buprenorphine treatment. There is no specified time-duration for a client to be
maintained on Opioid Substitution Therapy. Opioid Substitution Therapy may last for months to years. The
endpoint is reached upon the client achieving the treatment goals decided mutually by him or her and the
service provider during the initiation of Opioid Substitution Therapy. The treatment goal is not limited to the
client stopping his or her drug use; it also includes successful reintegration of the client in his or her family,
society and work. Once these goals are reached, a decision on stopping buprenorphine can be made, if the

client wishes to stop buprenorphine.

Some indicators of successful termination can include.—
(a) cessation of opioid and injecting use,
(b) cessation of illegal activities,
(c) improved ties with family,
(d) strong psychosocial support,
(e) well-maintained occupational functioning, and
(f) client’s readiness to lead a medication-free life.

Despite successful outcomes, clients may still wish to continue Opioid Substitution Therapy, as they are
not ready or willing to lead a medication-free life, in which case, Opioid Substitution Therapy must be
continued. Continued drug use, continued perception of risk of relapse, illegal activities, poor occupational
functioning, homelessness, and poor family support are the factors which indicate that Opioid Substitution

Therapy should continue and should not be terminated irrespective of the duration of treatment.

TAPERING BUPRENORPHINE.—Before tapering of buprenorphine, the client must be prepared well in advance.
The family members should be involved in the decision, and support from them must be solicited. The
client must be educated on the possibility of some discomfort and withdrawals during taper and relapse

prevention sessions for the client must be conducted.

Buprenorphine must not be stopped abruptly, as otherwise the client would experience withdrawals and
there would be the consequent risk of relapse to opioid use. The process of tapering must be gradual.
There is no fixed regime for tapering buprenorphine dose; the amount of reduction, time-gap between each
reduction and the time taken for the tapering process varies from client to client. For most clients, tapering
can be done on an outpatient basis in the centre itself; very few clients may require admission to a

hospital for tapering of buprenorphine.

TAPERING TO A LOWER MAINTENANCE DOSE.—In clinical practice, a situation is often encountered
when during the process of tapering, the dose is lowered (say, from 8 mg per day of maintenance
dose to 2.4 mg per day) and any subsequent dose-reduction is met with discomfort. In such cases,
clients are continued on this lower maintenance dose for many months or years.

The outpatient taper can be done over 2 to 3 months duration. In outpatient tapering, the tapering can be
done in units of 2 mg of buprenorphine every 4 to 7 days, till the client reaches a dose of 2 to 4 mg of
buprenorphine. Further tapering can be done in units of 0.4 to 0.8 mg of buprenorphine every 4 to 7 days.
If the client complains of withdrawals or discomfort, the tapering can be more gradual. Inpatient tapering
can be faster than outpatient tapering and can be achieved in 2 to 3 weeks’ time. In an inpatient setting,
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the daily dose of buprenorphine can be divided into a thrice-daily regime, and 0.4 to 0.8 mg of
buprenorphine can be reduced daily. Some clients experience greater discomfort as they reach the last
few doses of buprenorphine, in which case the minimum dose can be continued for a longer period of

time, before finally stopping buprenorphine.

MANAGEMENT AFTER TERMINATION OF BUPRENORPHINE.—Following termination of treatment, the client must be
educated on the importance of continued follow-up. The follow-up can be frequent initially, once in two
weeks or so, and later at a frequency of once in 1 to 3 months. During such a follow-up, enquiry must be
made regarding the client’'s drug-using status, occupational and familial functioning, as well as re-
emergence of withdrawals and craving for opioids. Relapse prevention sessions must be continued during

this phase.

Post termination of buprenorphine, the client can remain free of any medication and continue follow-up at
the Opioid Substitution Therapy centre. In some cases, the client can be started on antagonist
maintenance. For antagonist treatment, the tablet naltrexone (at dose of 50 mg/day) should be given once
a day. Before starting naltrexone, the client must be free of any opioids for at least 72-hour duration.
Unlike buprenorphine or other opioid agonists, naltrexone is not a controlled drug, and can be purchased
from local pharmaceutical shops. Antagonist treatment can be continued for a period of 6 to 12months,
during which the client will be fully confident of leading an opioid-free life. The medication can be stopped

abruptly and does not require any tapering, unlike the agonist medicines.

If the client relapses at any stage of Opioid Substitution Therapy, he or she should be re-initiated on Opioid
Substitution Therapy after assessment and diagnosis.

The principles and practices of Opioid Substitution Therapy remain the same as described earlier.

CRITICAL ISSUES IN OPIOID SUBSTITUTION THERAPY PROGRAMME

(a) Selection of appropriate clients for Opioid Substitution Therapy,

(b) Optimal dosing of buprenorphine,

(c) Proper dispensing procedures,

(d) Attitude of staff: Staff attitude plays an important part in attracting clients to the Opioid

Substitution Therapy programme and ensuring their retention,
(e) Provision of other services to the Opioid Substitution Therapy client,

() Stock management: It should be ensured that the stocks of buprenorphine are properly
maintained and replenished at regular intervals, so that there is no stock-out situation in the
centre,

(8) Record maintenance: The prescribed records should be properly maintained at the Opioid
Substitution Therapy centre,

Further details on the record maintenance and stock management can be found in the
document on standard operating procedure.
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Management of Common Clinical Situations

During Opioid Substitution Therapy, a number of clinical situations may be encountered which require

management by the service providers of the Opioid Substitution Therapy clinic.

VOMITING.—Vomiting does not occur commonly with buprenorphine-based Opioid Substitution Therapy.
Vomiting may occur in the initial period of initiation of buprenorphine, and usually subsides within a few
days. The client may be prescribed oral anti-emetics, which can be administered half an hour before taking

buprenorphine.

CONSTIPATION.—Constipation is a common side effect of buprenorphine-based Opioid Substitution Therapy.
A client complaining of constipation after buprenorphine initiation should be evaluated to rule out other
causes of constipation. If an obvious cause is detected, appropriate treatment should be provided either by
the Opioid Substitution Therapy doctor or through referral. Enquiry should also be made regarding any
symptoms and signs of buprenorphine intoxication, such as increased drowsiness, gait abnormalities,
slurring of speech, etc. If the symptoms or signs of buprenorphine intoxication are present, a careful
reduction in dose may be helpful in relieving constipation. If no organic pathology is detected, conservative
measures should be instituted initially. The client may be advised dietary change, increased consumption
of water, increased physical activity, etc. If these measures do not improve constipation, the client may be
prescribed laxatives. If all of these measures do not help improve constipation, the doctor should then
consider decreasing the dose of buprenorphine. In many cases, constipation may be a trade-off — instead
of experiencing constipation with the same dose of buprenorphine or undergoing the risk of withdrawal or

relapse if the dose is lowered to relieve constipation.

SLEEP DISTURBANCE.—Sleep disturbance is common among Opioid Substitution Therapy clients, and include
delayed initiation in sleep onset, or frequent waking up at nights. Very often, clients inject cocktails of
opioids along with other sedative or hypnotics such as chlorphenaramine, promethazine or
benzodiazepines. Additionally, the client may be abusing benzodiazepine tablets along with injecting drug
use. During Opioid Substitution Therapy, while the opioid-related withdrawals are taken care of by
administration of buprenorphine, withdrawals related to sedatives are not addressed, which leads to sleep

disturbance.

If the client is dependent on benzodiazepines, management of benzodiazepine dependence must be
undertaken independent of Opioid Substitution Therapy. For sleep disturbance, the client may be educated
on sleep hygiene. If these measures fail, the client can be prescribed low dose benzodiazepines (tab.
diazepam or nitrazepam 5 to 20 mg at night) or other sleep-inducing medications such as mirtazapine (7.5
to 15 mg at night in tablet form), trazadone (50 mg at night in tablet form), or dothiepin (25 to 75 mg in
tablet form). While prescribing benzodiazepines, it must be remembered that clients can also become
habituated or dependent on benzodiazepine medications; hence the dose of benzodiazepines must be

kept low and should be prescribed for the shortest duration possible.
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SLEEP HYGIENE.—

(a) Fix the time for going to bed and getting up in the morning.

(b) Avoid afternoon naps.

(c) Have meals 2 hours before sleep.

(d) Avoid stimulants such as coffee, tea or nicotine after sunset.

(e) Avoid stimulating activities such as watching television before going to sleep.
(f) Take light exercise in the evening.

(g) Have a bath with warm water before going to sleep.

(h) Do light reading or listening to music before sleep.

(i) Use the bed only for sleep.

MISSED DOSES.—As Opioid Substitution Therapy is a long-term treatment and requires daily dosing, often
clients miss their doses in-between and come back for treatment after a gap of a few days. In such
situations, the management will depend on the duration of the missed treatment:

(i) If the client misses one day’s dose of buprenorphine, the client can be given the same dose of
buprenorphine as before.

(ii) If the client misses two-three days’ dose of buprenorphine, enquiry must be made by the doctor
regarding whether the client has consumed any opioids in the intervening period, or whether the
client is in withdrawals currently. If the client is in withdrawals, he or she can be given the same
dose as before. If the client has consumed any opioids in the intervening period, and he does not
have withdrawals currently, the client may be given half the dose of buprenorphine and the dose
can be gradually increased depending on the client’s response in the subsequent days.

(iii) If the client misses his dose of buprenorphine for more than three days, the same dose of
buprenorphine should not be given to the client, as tolerance to opioids can be lost even within
three days. The client should be treated as a ‘new’ client and buprenorphine should be re-
inducted, starting from induction phase till the client is stabilised.

Management of Special Clinical Conditions

CO-MORBID HIV INFECTION.—Service providers of Opioid Substitution Therapy intervention would commonly
encounter Opioid Substitution Therapy clients who have been diagnosed with HIV infection, and are on
Anti-Retroviral Treatment medications. The following points must be taken into consideration during co-
morbid HIV infection:

(i) All efforts must be made to ensure that every Injecting Drug User client who is on Opioid
Substitution Therapy should be referred to Integrated Counselling and Testing Centre for HIV testing
after pre-test counselling. If the client is tested as HIV positive, he or she should be referred to Anti-
Retroviral Treatment centre for registration and for decision on initiation of Anti-Retroviral Treatment
medicines. If the client is HIV negative, he or she should be educated on high risk behaviours and
strategies to prevent high risk behaviours as well as HIV prevention during high risk behaviours. The
doctor need not wait for the HIV test results before initiation on Opioid Substitution Therapy.

(i) If a client is already diagnosed as HIV positive during the initial assessment, the client can be
initiated on Opioid Substitution Therapy and referred to Anti-Retroviral Treatment centre for the
initial HIV-related assessment and investigations. The client can be stabilised on Opioid Substitution
Therapy before initiation on Anti-Retroviral Treatment, which will help in improved adherence on
Anti-Retroviral Treatment.

Though some drug-drug interactions are observed between buprenorphine and ART medications, these are
often not clinically significant to warrant change in dose of either buprenorphine or ART medicines. The
doctor should be guided by the clinical signs and symptoms for changing the dose of buprenorphine. If
symptoms of opioid withdrawal are noticed or the client complains of discomfort after initiation of ART
during Opioid Substitution Therapy maintenance phase, the doctor should increase and titrate the dose of
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buprenorphine as per the client’s comfort level. Similarly, the dose of buprenorphine should be decreased
if the client complains of excessive drowsiness, slurring of speech, gait instability or other features of
intoxication after initiation of ART medicines. A list of Anti-Retroviral Treatment medicines that can interact
with buprenorphine is provided in Annexure A.

TUBERCULOSIS.—Tuberculosis is a common co-morbid condition among Injecting Drug Users. Hence, every
client should be clinically assessed for tuberculosis during initiation on Opioid Substitution Therapy. If there
is clinical suspicion, the client should be referred to a Tuberculosis centre for sputum testing and chest
X-ray. The adherence to Tuberculosis treatment improves if the client is on Opioid Substitution Therapy.
Some Tuberculosis medications can have interactions with buprenorphine. Rifampicin is a cytochrome p
350 enzyme inducer and can increase the clearance of buprenorphine. Isoniazid can cause hepatic
damage, which in turn can alter the metabolism of buprenorphine. The doctor should titrate the dose of
buprenorphine accordingly.

HOWEVER, SUSPECTED TUBERCULOSIS OR CURRENT ANTI-TUBERCULAR TREATMENT BY
THEMSELVES DO NOT PRECLUDE WITHHOLDING OR DELAYING INITIATION OF OPIOID SUBSTITUTION
THERAPY.

ADOLESCENTS.—While buprenorphine is now considered safe for use in anyone above the age of 12 years,
the use of this medication for Opioid Substitution Therapy in population aged less than 18 years has not
been as systematically studied as for the adult population. Usually, clients from this age-group have short
duration of opioid use and even shorter duration of injecting drug use. As a result, a view held commonly by
experts is that detoxification followed by antagonist treatment should be tried initially, and if this strategy
fails, agonist medications should be considered. However, others are of the view that adolescents also
have a high risk of sharing, overdose and other opioid-related complications, and hence, agonist treatment
with buprenorphine should be considered for this population. Moreover, detoxification and antagonist
treatments are not available everywhere, hence, it is not possible to wait for a trial of such treatments in
every opioid-dependent adolescent.

If a client falls in the age group of less than 18 years, Opioid Substitution Therapy should not be denied
straightaway. A careful assessment of the client’s drug use and associated high risk behaviour should be
made. Consideration must be given to the duration of opioid use, associated high risk behaviour, especially
sharing of injecting equipment and sex-related behaviour. If there is a long history of opioid use (Less than
2 years) along with injecting drug use and associated high risk behaviour, Opioid Substitution Therapy with
buprenorphine must be considered. There would be issues around obtaining informed consent, as consent
from a person less than 18 years may not be considered valid. Hence, consent from either of the parents,
or from a guardian (older than 18 years) may be obtained before initiating Opioid Substitution Therapy,
besides obtaining the ‘assent’ from the minor client.

FEMALE POPULATION.—There are some special considerations with opioid dependent female patients who
inject drugs. Females are more vulnerable to HIV and other complications due to injecting as compared to
their male counterparts. More often than not, females have a male partner who is also an Injecting Drug
User, as a result of which they have to use the injections and injecting equipment after the male uses
them. Some female Injecting Drug Users resort to sex work to support their drug using habit. In addition,
they also have to take care of children, which add to their burden. Female Injecting Drug Users are often
looked down upon by the neighbours and the society, resulting in greater stigma and discrimination.
Finally, female Injecting Drug Users have lesser accessibility to general healthcare services as well as HIV
prevention programmes or drug treatment services. The staff of Opioid Substitution Therapy centre should
bear these vulnerabilities in mind when attending to female Injecting Drug Users who wish to be initiated
on Opioid Substitution Therapy.

PREGNANCY AND BREASTFEEDING.—OPIOID SUBSTITUTION THERAPY IS RECOMMENDED FOR PREGNANT
WOMEN DEPENDENT ON OPIOIDS. The process of induction and maintenance is the same as for other
patients. Care should be taken to ensure that termination of Opioid Substitution Therapy is not attempted
in the first and the third trimester due to risk of abortion or pre-term delivery. The dose of buprenorphine
may need to be increased in the third trimester due to increased volume of water during the third trimester
of pregnancy. However, this should be done by clinical assessment for withdrawals. Buprenorphine should
be continued throughout the labour. The dose of buprenorphine may need to be reduced after delivery.
Buprenorphine should be continued after the delivery. Breast-feeding can be continued. Even though
buprenorphine is secreted in breast milk, the actual amount of buprenorphine entering the infant’s blood
may not be high due to high first-pass metabolism.
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The staff of the Opioid Substitution Therapy centre should inform the obstetrician and the
neonatologist or paediatrician about the dose of buprenorphine that the client is on during delivery. The
paediatrician should be made aware of the possibility of neonate experiencing opioid withdrawals after
delivery, termed as Neonatal Abstinence Syndrome (NAS). Neonatal Abstinence Syndrome occurs due to
the fact that the child in the mother’'s womb is exposed to buprenorphine. After delivery, buprenorphine
levels fall in the child’s blood due to non-availability of buprenorphine resulting in opioid withdrawals.
Recent studies have shown that Neonatal Abstinence Syndrome with buprenorphine occurs in about one-
third of all deliveries, and is mild to moderate in most cases. The clinical features and management of
Neonatal Abstinence Syndrome is provided in Annexure B.

Medical termination of pregnancy should be offered, in case the client is not desirous of a child.

CONSIDERATIONS WHILE PROVIDING OPIOID SUBSTITUTION THERAPY INTERVENTION TO A FEMALE
INJECTING DRUG USER.—

1. Special efforts must be made to make the female Injecting Drug User comfortable, as females are
often reluctant to access services at places with predominant male Injecting Drug User clients.

2. The doctor and counsellor must ensure that the female Injecting Drug User is examined and
interviewed in the presence of a female staff.

3. During assessment, enquiry must be specifically made regarding
a.  Signs or symptoms of Sexually Transmitted Infection, as well as any high risk sexual behaviour
b. Last menstrual period to rule out pregnancy
c. Child-bearing history
d. Examination to rule out the presence of Sexually Transmitted Infection

4. Female Injecting Drug Users must be given priority during follow-up and dispensing of Opioid
Substitution Therapy medicines and not-made to wait for their turn.

5.  Presumptive Sexually Transmitted Infection treatment must be provided.

6. Contraceptives must be offered to those female Opioid Substitution Therapy clients in the child-
bearing period and for those not desirous of having children.

7. Access to other psychosocial supportive services must be made available to those in need.

8. If the male partner is also an Injecting Drug User, efforts must be made to initiate the male partner
on Opioid Substitution Therapy too.

Conclusions

Opioid Substitution Therapy is an effective treatment option for opioid dependence as well
as HIV prevention intervention for opioid dependent Injecting Drug Users. The clinical
practice of buprenorphine-based Opioid Substitution Therapy is simple and can be
delivered by physicians with adequate training. A proper assessment must be conducted,
and screening for Opioid Substitution Therapy criteria must be done before initiating a
client on Opioid Substitution Therapy. Buprenorphine is relatively a safer medicine to use.
Appropriate client selection, an adequate dose of buprenorphine as well as for an
adequate duration is an important determinant of a successful Opioid Substitution Therapy
intervention. The attitude of staff towards the clients, combined with other issues such as
dispensing hours of the clinic, provision of ancillary services are other important
determinants of the success of Opioid Substitution Therapy intervention.
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Annexure A: Buprenorphine Interactions with Anti-

Anti-retroviral

medicine

Effect on
buprenorphine on

Buprenorphine effect

Retroviral Medicines

Clinical
considerations

Anti-Retroviral
Treatment medicine

Nucleoside Reverse Transcriptase Inhibitors (NRTIs)

No major interactions: No dose adjustment required

Non- Nucleoside Reverse Transcriptase Inhibitors (NNRTIs)

Efavirenz andNevirapine

Reduced
concentration of
buprenorphine

No effect

Observation required; may need to
increase dose of buprenorphine if
opioid withdrawal symptoms or signs
observed or reported

Protease inhibitors

Atazanavir Increased None Observation required; may need to
buprenorphine Effects decrease dose of buprenorphine if
opioid intoxication symptoms or
signs observed or reported
Ritonavir, Saquinavir, Potential for increased None Observation required; may need to

Indinavir, Tipranavir

Buprenorphine effects

decrease dose of buprenorphine if
opioid intoxication symptoms or
signs observed or reported

Integrase Inhibitors

No major interactions observed or reported.
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Annexure B: Neonatal Abstinence Syndrome

(Adapted from: Operational guidelines for the management of opioid dependence in the South-East Asia
region, World Health Organisation, Regional Office for South-East Asia, 2008).

CLINICAL FEATURES.— Babies born to mothers on buprenorphine should be monitored after delivery. Specific
assessment tools can be used to track the signs and symptoms of neonatal abstinence syndrome (NAS).
Modified Finnegan Neonatal Abstinence Syndrome Score (NASS) can be used for this purpose. The scoring
should be initiated two hours after birth and repeated every four hours. Pharmacological treatment is
initiated when three consecutive scores average more than or equal to 8, or when two consecutive scores
are more than or equal to 12.

Modified Finnegan Neonatal Abstinence Syndrome Score chart for term infants:

Date and time

N

Central High-pitched cry
nervous system Continuous high-pitched cry
disturbances Sleeps <1 hour after feeding
Sleeps <2 hours after feeding
Sleeps <3 hours after feeding
Mild tremors, disturbed
Moderate-severe tremors, disturbed
Mild tremors, undisturbed
Moderate-severe tremors, undisturbed
Increased muscle tone
Excoriation (specify area)

Myoclonic jerks

a W KL N A WONPEPE RPN W

Generalized convulsions

disturbances

Metabolic or Fever (37.3-38.3°C)
vasomotor or Fever (38.4°C and higher)
respiratory Frequent yawning (3-4 times in a row)

Nasal stuffiness

Sneezing (>3-4 times in a row)

Nasal flaring

Respiratory rate >60/min

Respiratory rate >60/min with retractions

Gastrointestinal
disturbances

Excessive sucking
Poor feeding
Regurgitation
Projectile vomiting
Loose stools
Watery stools

WNWMNNEINMNENERPRPRPRPEDNPR-

Total SCORE

Scorer’s initials

TREATMENT.—General nursing care should be provided. Keeping the baby warm, close contact with the

mother, etc. should be provided to the baby.
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PHARMACOLOGICAL TREATMENT.—Opioids are the preferred medicines of choice. Morphine elixir Img/ml can
be used to treat Neonatal Abstinence Syndrome. Initiate with 0.02 mg/kg body weight orally at every 4 to 6
hour interval till the desired response. Maintain the same dose for 3 to 5 days, and then taper by 10% of
the total dose every 2 to 3 days. Vital signs and oxygen saturation should be monitored during opioid-based
treatment. Care should be taken not to induce opioid toxicity or overdose in the neonate due to
administration of a higher dose of morphine. Morphine overdose may manifest as narcosis, poor reflexes,
decreased suckling, and poor response to pain, and can lead to coma, decreased breathing, hypothermia
and bradycardia. In such cases, respiratory support should be provided; naloxone should be avoided as it
can cause withdrawal seizures.

Sedatives are the second choice for treatment of Neonatal Abstinence Syndrome. Control of symptoms
and seizures are not as effective as with opioids. Phenobarbitone 5 mg/kg/day in two divided doses can
be given.

The neonate should be hospitalised till 4 weeks of delivery along with the mother for complete recovery.
Breastfeeding must be continued in the meantime.

s feoell, 14 ST, 2020
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New Delhi, the 14th August, 2020

S.0. 683.—Whereas sub-section (1) of section 46 of the Human Immunodeficiency Virus and
Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017) provides that the
Central Government may make guidelines consistent with the said Act and any rules made there under,
generally to carry out the provisions of the said Act;

And where sub-section (2) of the said section, inter alia, empowers the Central Government to make
guidelines for the purposes of the Targeted Interventions Under NACP 11l Operational Guidelines — Migrants
and Truckers;

Now, therefore, in exercise of the powers conferred by section 46 of the Human Immunodeficiency

Virus and Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017), The

Central Government hereby notifies the Targeted Interventions Under NACP Il (Migrants and Truckers)
Operational Guidelines, 2018 as per the Schedule annexed to this notification.

[F. No. T-11020/50/1999-NACO(P&C)]

ALOK SAXENA, Jt. Secy.
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K. Sujatha Rao

Additional Secretary & Director General

National AIDS Control Organisation, Ministry of Health & Family Welfare, Government of India

The prevention of new infections in High Risk Groups is a major thrust in National AIDS Control Programme IIl. The most
effective means of controlling the spread of HIV in India is through the implementation of Targeted Interventions (Tls)
amongst persons most vulnerable to HIV or AIDS, such as female sex workers, Men Who Have Sex with Men and
Transgenders and Injecting Drug User. In addition, the Bridge Populations of truckers and migrants also require focused
interventions. Both National AIDS Control Organisation and the States place a high priority upon full coverage of the States’
Female Sex Workers, Men Who Have Sex with Men or Transgenders, Injecting Drug Users and migrants or truckers with
Targeted Interventions. In order to standardise the approach to scaling up coverage among these core groups and Bridge
Populations and maintain a high level of quality, it is important to provide detailed information on various operational issues

in Targeted Interventions.

National AIDS Control Organisation has prepared these Operational Guidelines after a series of consultations with Technical
Resource Groups, representatives of civil society, Government, core groups, donors and other stakeholders. The guidelines
describe the operational details of Targeted Intervention projects with various core High Risk Groups (Part 1) and Bridge
Populations (Part 2). The guidelines also provide detailed information on issues related to programme management,
services required in terms of human resources, infrastructure, linkages and Monitoring and Evaluation indicators for each

programme area.

| take this opportunity to acknowledge the contribution made by the Technical Resource Groups, the Targeted Intervention
Team of National AIDS Control Organisation and the National AIDS Control Organisation Technical Support Unit in
preparing these guidelines. | would also like to acknowledge and thank the various agencies mentioned in the

acknowledgments section for their valuable inputs.

We hope that these guidelines will help State AIDS Control Societies, potential partners (Non-Governmental Organisations,
Community Based Organisations, and networks), programme managers and other staff working in Targeted Intervention
projects and Technical Support Units to implement and manage Targeted Intervention projects more effectively.

Let the scale up challenge begin!

9t Floor, Chandralok Building, 36 Janpath, New Delhi-110001  Phone: 011-23325331 Fax: 011-23731746

E-mail: asdg@nacoindia.org
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The purpose of these guidelines is to ensure the delivery of quality HIV prevention interventions to high risk migrant

populations in India. The guidelines outline standardised operating procedures for implementing comprehensive HIV

prevention services for migrant populations.

These guidelines have been developed with the following audience in mind:

(1) State AIDS Control Societies
(2) Technical Support Units

(3) Implementing partners (Non-Governmental Organisations or Community Based Organisations)

It is recommended that all organisations using these guidelines consider each of the
proposed elements in the context of the organisation’s current environment and other
relevant guidelines such as Non-Governmental Organisation or Community Based
Organisation Guidelines, National AIDS Control Organisation, March 2007 and Guidelines
on Financial and Procurement Systems for Non-GovernmentalOrganisations or

Community Based Organisations, National AIDS Control Organisation, March 2007.
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CHAPTER 1

1.1 RATIONALE FOR TARGETED INTERVENTIONS
AMONG MIGRANTS

1.1.1 Role of Migration in HIV Transmission
1.1.2 Definition of Migrants for Targeted Intervention Purposes
1.1.3 Significance of the Bridge Population in HIV Epidemics

1.1.4 Sources of Risk and Vulnerability for Male Migrants

1.1.5 Sources of Risk and Vulnerability for Female Migrants

1.2 CONSIDERATIONS FOR MIGRANT PROGRAMMING

1.2.1 Targeting High Risk Migrant Men
1.2.2 Targeting High Risk Migrant Women

1.2.3 Linking Migrants at Source and Destination Points

1.2.4 Intervention Package for High Risk Migrants Covered under Targeted
Interventions
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1.1.1 Role of Migration in HIV Transmission

An important source of HIV related vulnerability is mobility and migration, mobility being defined as a change of location
and migration being defined as a change of residence.

India, home to the third highest number of HIV positive people in the world, is characterised by widespread and fluid
migration and mobility. More than 2 million Indians do not live in the place of their birth. While mobility in other parts of the
world is inhibited by national boundaries, there are few land masses the size of India with such a good transport
infrastructure as this country.

Once migrants reach their destination, language and other difficulties lead to feelings of discontinuity and transition that
enhance loneliness or sexual risk taking. Such risk taking may be reinforced by a lack of HIV or AIDS awareness,
information and social support networks at both source and destination points, which cumulatively contribute to a
migrant’s vulnerability.

Back home, spouses of migrants are also vulnerable to HIV if their husbands return on a regular basis and have become
infected with HIV. Some wives also have their own sexual networks during their husband’s absences.

It is important to note that not all migrants are at equal risk of HIV. It is those men who are part of sexual networks at
their destinations — either with Female Sex Workers or with other men (Men Who Have Sex with Men) or
Transgenders — who are more prone to HIV infection. Similarly, those female migrants who take up transactional sex
at destination locations are at greatest risk of HIV.

1.1.2  Definition of Migrants for Targeted Intervention Purposes
Classification of migrants from an HIV vulnerability perspective is based on the following key criteria:
Intersection with high risk sexual networks;
Pattern, degree and duration of mobility and migration;
Age;
Whether moving singly or with family;
Route of migration;
Destination of migration.

Based on these criteria, the definition of migrants is:

Single men and all women in the age group of 15 to 49 years
who move between source and destination within the country once or more in a year.

Those who return to their source location at regular intervals are called “circular migrants”.

DEFINITION OF MIGRANTS FOR TARGETED INTERVENTIONS UNDER NATIONAL
AIDS CONTROL PROGRAMME llI
From an HIV programming perspective under National AIDS Control Programme llI,
migrant Targeted Interventions:
Are destination interventions for in-migrants (i.e. at the point of destination) and not at
the source
Are to focus on high risk migrant men and women (i.e. those who are part of high risk sexual
networks, either as clients of sex workers and high risk Men Who Have Sex with Men, or as sex workers
themselves).
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Note: Interventions at the “source” villages or towns or States (i.e. for “out-migrants”) do not fall
under Targeted Interventions for migrants; if at all, they are covered under other schemes (e.g.
Link Workers).

1.1.3 Significance of the Bridge Population in HIV Epidemics:

The broader transmission of HIV beyond High Risk Groups (which include Female Sex Workers, Men Who Have Sex with
Men and Transgenders, Injecting Drug Users) often occurs through their sexual partners, who also have lower risk sexual
partners in the “general” population.

For example, a client of a sex worker might also have a wife or other partner who is at risk of acquiring HIV from her
higher risk partner;

And a migrant woman who engages in sex work at her destination point may return to her spouse or partner at
home, putting him at risk of HIV infection.

Individuals who have sexual partners in the highest risk groups as well as other partners of lower risk (general population)
are called a “Bridge Population”, because they form a transmission bridge from the key population to the general population.
Men are an important Bridge Population in HIV epidemics for several reasons:

Men are more likely to have multiple partners than women;

Men influence the ‘demand’ side of sex work which determines the size and distribution of sex worker populations at
destinations.

This is illustrated in Figure 1.1. In this pattern of epidemic transmission, it is most effective and efficient to target prevention
towards the High Risk Group and Bridge Population members to keep their HIV prevalence as low as possible.

“General’
Population

‘General

Population

Bridge
Bridge Bridge

“General”

Bridge Bridge

High Risk
Groups

Bridge Bridge

Bridge Bridge

Bridge

“General”
Population

“General’
Population

Figure 1.1 lllustration of an HIV Transmission Network
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High risk migrants who are targeted through Targeted Interventions are thus either in the Bridge Population category- that
is as clients of High Risk Group members (e.g. Female Sex Workers, Men Who Have Sex with Men, Injecting Drug Users) —
or are High Risk Group members themselves (as Female Sex Workers, Men Who Have Sex with Mens or Injecting Drug
Users). Migrant interventions will focus on providing services to bridge population high risk men. Any migrant identified as
an High Risk Group member can be referred to the nearest.

Targeted Intervention for that risk group.

1.1.4  Sources of Risk and Vulnerability for Male Migrants

1.1.5

1.2.1

Relative freedom in the new setting as well as peer pressure to experiment with new norms;
Distress migration driven by seasonal drought or disasters;
Loneliness, drudgery and long periods of separation from spouse or sexual partner;

Having disposable income, clubbed with limited choices for affordable entertainment and recreation. This usually
means drinking and, sometimes, drugs as well as sex with Female Sex Workers and other casual sex
relationships.

Sources of Risk and Vulnerability for Female Migrants

Poverty (usually reason for migrating in the first place) makes women more vulnerable to being pushed in to
sex work at their destination to supplement their earnings;

Lack of HIV and AIDS awareness, information and social support networks at both source and destination
points;

Loneliness, drudgery and long periods of separation from family or spouse or sexual partner;

Limited or no skills to cope with the overall pressures and environment at destination places. This may lead to

behaviours associated with risk for HIV infection, i.e. drinking and sometimes drugs as well as sex with male
colleagues, casual sex relationships or sex work;

Risk of being trafficked along the way and the risk of sexual exploitation, violence or harassment by sexual
network operators or local power structures or by colleagues or supervisors or contractors in the workplace;

Lack of knowledge and negotiation skills make it difficult for women to negotiate condom use with their
husbands and other sexual partners;

Lack of decision making power and reticence about seeking Sexually Transmitted Infection treatment often
lead to a suppressed demand for health services even when the need is obvious. This results in prolonged
untreated Sexually Transmitted Infections and increases the risk of HIV infection;

Lack of awareness of policies and laws which promote women’s rights to reproductive and sexual health and
equal access to education and information on health care.

Targeting High Risk Migrant Men:

India’s male migrant population is very large and diverse, and since only a small proportion can be reached with HIV
programmes the focus should be on those at highest risk.

Figure 1.2 illustrates two main strategic issues:
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First, only a proportion of all sex worker clients are migrants. This proportion will vary
by location.

Second, most migrants are not clients of sex workers (either Female Sex Workers
or high risk Men Who Have Sex with Men).

Targeted
ntervention

Figure 1.2. Population Approach to Targeted Interventions for Migrant Men

Therefore, the emphasis of the Targeted Intervention strategy for male migrants should be on the subset of men who are
both migrants and part of high risk sex networks, usually as clients of Female Sex Workers or of high risk Men Who
Have Sex with Men.

Since many men who have sex with Female Sex Workers, high risk Men Who Have Sex with Men and Transgenders also
have other partners, both male and female, focused interventions for these Bridge Populations are strategically critical to
controlling the HIV epidemic.

This focused intervention approach is indicated in Figure 1.2. This approach ensures that the intervention is cost-effective,
since resources will be directed to where HIV prevention is most critical.

This approach requires the gathering of strategic information on both the location of large concentrations of male migrants
and their interaction with local Female Sex Workers or high risk Men Who Have Sex with Men as clients, or in the case of
female migrants, their participation in transactional sex.

Mapping exercises (see Chapter 2 below) can identify the confluence of migrant men with High Risk Group networks to
keep interventions focused on those migrant men who are actually at risk and on the locations where risk occurs.

1.2.2 Targeting High Risk Migrant Women

As discussed above, female migrants are largely at risk due to the possibility of engaging in transactional sex, either through
coercion or to supplement their income. To that extent, high risk migrant women are entitled to receive the same package of
services as female sex workers. The needs assessment conducted at the start of the project should share information on
known high risk female migrants with the closest Non-Governmental Organisation implementing Targeted Interventions for
female sex workers so the Non-Governmental Organisation can plan to include them in services.

1.2.3 Linking Migrants at Source and Destination Points

In spite of the fact that migration is a continuum with different stages — source, transit, and destination point — the bulk of
HIV related migration programming is directed as Targeted Interventions towards migrants in their urban destinations. As a
result, where migrants come from, how they travel and the situation of their families left behind remain largely unaddressed
by stand-alone destination-based interventions. This means that migrants’ emotional, social and support needs before
departure, during travel, and in the destination State/s are difficult to meet. Destination-based programmes often have
Outreach Workers who speak different languages and have different cultural backgrounds.

There is therefore a strong need and a rationale for establishing effective linkages between source and destination
programmes. An engaged source State can motivate and support destination States to address specific migrant
sub-populations under their HIV prevention and care programmes, e.g. Rajasthani or Bihari or Gujarati or Kannada
migrants. Based on the mapping data from destination States (shared with the source State AIDS Control Society by the
destination State AIDS Control Society), the State AIDS Control Society should take the responsibility of covering migrant
wives or sexual partners, through link workers and as part of broader State AIDS Control Society -supported HIV or AIDS
initiatives in the major pockets of high outward migration.

Such links between source and destination programmes are most efficiently established through a Memorandum of
Understanding between the State AIDS Control Society of the destination and source States (an Memorandum of
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Understanding may be signed between two State AIDS Control Society or a group of State AIDS Control Society). An
Memorandum of Understanding provides a constructive framework for HIV prevention intervention by developing a
coordination mechanism assuring the required support for the interventions. See Paragraph 2.2.2.B for more information.

1.24 Intervention Package for High Risk Migrants Covered under Targeted Interventions

The intervention package for high risk migrants is outlined below and detailed further in the operational guidelines.
Outreach and Communication
Peer-led, Non-Governmental Organisation -supported outreach and Behaviour Change Communication
Differentiated outreach based on risk and typology;
Large-group format activities (e.g. street theatre, games, etc.);
Interpersonal Behaviour Change Communication.

Services
Promotion of condoms;
Linkages to Sexually Transmitted Infection (sexually transmitted infection) services and other health services
(e.g. Integrated Counselling and Testing Centre, Antiretroviral Therapy, drug or alcohol de-addiction);
Strong referral and follow-up system.

Enabling Environment
Advocacy with key stakeholders or power structures;
Linkages with other programmes and entitiements.

Community Mobilisation

Building capacity of migrant groups to assume ownership of the programme;
Project centres.

CHAPTER 2

2.1 MAPPING MIGRANT COMMUNITIES - GEOGRAPHIC MAPPING, SIZE ESTIMATION AND
SITE ASSESSMENT

2.1.1 Identifying Intervention Areas
A. Step 1: Review and analysis of existing data sources Data analysis

Risk assessment study

B. Step 2: Supplemental mapping
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Preliminary mapping (ldentifying sub-pockets of risk) Detailed mapping (ldentifying locations and
populations for intervention) Understanding source areas for migrants

2.2 Recruitment and Capacity Building

2.2.1 Contracting Non-Governmental Organisations for Targeted Interventions

2.2.2Roles of Partner Agencies

A
B.

I ® " moOo

National AIDS Control Organisation
State AIDS Control Society
Advocacy with Government departments
Advocacy for workplace policies and programmes
Linking programmes in destination and source State AIDS Control Society

Engage industry or workplace institutions, employers’ associations, other allied organisations and
structures

Non-Governmental Organisations and other implementers (including workplace Non-Governmental
Organisations)

Other Government departments

Core group Targeted Intervention partners
Social Marketing Organisations

Other development agencies

Summary table

2.2.3 Capacity Building

A.
B.

Estimating the extent and nature of HIV risks and

Linkages with other HIV programmes

Capacity building approaches

At State AIDS Control Society level

At implementing agency level

Review of existing data sources

vulnerabilities among migrants through mapping Risk assessment study

Supplemental mapping

Contracting Non-Governmental Organisations or other
implementing agencies

Recruitment and capacity building Roles of partner agencies

2.1.1

Capacity Building for Non-Governmental
Organisations and State AIDS Control Society

Identifying Intervention Areas
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This is done through a state-level analysis to locate large pockets of migrants, and a risk assessment study to ascertain if
there are significant numbers who are at risk for HIV.

Data analysis

Analyse data from National Sample Survey, Census and National Commission of Rural Labour to map major pockets of
migrants in the state, where there are 5,000-10,000 single-male circular migrants (as defined in Paragraph 1.1.2 above)
living within a radius of 5-10 kilometres. This process should be undertaken by the State AIDS Control Society of the
destination states. The review and analysis should be shared with the potential partner agencies to facilitate their
understanding and enable them to move on to the next stage.

Risk assessment study

Contract an agency (preferably a local one and backed by Technical Support Unit) to conduct a risk assessment study to
decide if these migrants are at risk based on the following criteria:

Had sex with a non-regular partner in the last 12 months

Different types of sexual partners for the risk population

Profile of risk population

Condom-related indicators

Proportion who suffered from Sexually Transmitted Infections in the last 12 months

Proportion who sought treatment from a qualified practitioner for Sexually Transmitted Infections
Proportion who feel it is important to know HIV status

Proportion who intend to get themselves tested

© o N o gk =

Proportion who feel at high risk with a female partner if they have sex in exchange for money or in kind

—
e

Proportion who have correct knowledge about the modes of HIV transmission

Annexure 1, Risk Assessment provides details on the types of interviews conducted, sample size, etc.
This exercise will provide details as to which “slums” or “migrant areas” require intervention, if any.

Unless the risk assessment study finds that the population in a given area is at
GREATER risk than the average male population (defined in terms of the criteria
above), there is no need for a Targeted Intervention there.

For example, the National Behavioural Surveillance Survey 2001 indicates that ~10% of Indian men have had
sex with a non-regular partner in the last 12 months. For migrant interventions to be necessary for a given
population, this percentage must be much higher — e.g. in Dharavi this figure was >40% (according to a survey
by Population Services International).

When no information exists, or it is not available through the state-level analysis of large pockets of migrants, a
mapping and situation assessment should be conducted with the following considerations in mind:

Geographic approach - High risk sexual networking is often geographically clustered and is
frequently linked directly to a range of vulnerable populations including migrants. Mapping should therefore
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identify priority locations for initiating and scaling up Targeted Interventions for all vulnerable populations.
Moreover, this information should be augmented by a comprehensive situation and needs assessment for
the local planning of supportive services such as condom promotion, voluntary counselling and testing,
Sexually Transmitted Infection services and care, treatment and support. By prioritising locations, the full
range of prevention, care and support services can be clustered more appropriately to enhance efficiencies
and integration of programme components needed for any migrant intervention.

Need to focus on large “catchment” areas for efficient programming - Migrant
programmes at destination should cover geographic areas which contain concentrations of migrant
populations in conjunction with sex work concentration. It is therefore important to map pockets or villages or
slums which have a high concentration of circular migrants (as opposed to relocated migrants) and overlay
this mapping on sex worker concentration data from Targeted Interventions with Female Sex Workers.

The emphasis of the mapping exercise for migrant Targeted Interventions should be on identifying migrant
men and women who form a part of high risk sexual networks, usually as clients of sex workers or high risk
Men Who Have Sex with Men or Transgenders or as practising sex workers themselves.

Mapping focuses on three kinds of intervention sites:
Hotspots (points of sex solicitation);
Prioritised industry or workplace centres;
Large residential centres.

A dual-layer location mapping (preliminary and detailed) is required to identify sub-pockets of risk within larger
locations and to gather information for intervention purposes.
Preliminary mapping (identifying sub-pockets of risk)

Preliminary mapping provides a general overview of the entire geographic area and is the basis for the refined methods and
tools necessary for a detailed mapping study. Mapping is to be done by Outreach Workers who are given training in the
methodology, preferably by Technical Support Unit by an agency hired by State AIDS Control Society. Preliminary mapping
willinclude a geographic area overview and interviews with Key Informants to help identify:

Congregation points of high risk men
Presence of sex workers

Presence of elements such as video parlours, youth clubs or mandals, Non-Governmental Organisations,
temples, hotels, lodges, bars and movie theatres that could be vantage points for target-efficient field
communication

The Key Informants in each area include shopkeepers, cinema hall employees, slum residents, housing colony residents,
slum development officers, municipal corporation officers, private doctors, government hospital doctors, Non-Governmental
Organisations, industry employers and employees, labour contractors, bar owners and clientele, railway station masters and
bus depot in-charges.

See Annexure 2, Mapping Methodology and Annexure 3, Preliminary Mapping.

Detailed mapping (identifying locations and populations for intervention)

Detailed mapping is needed in order to ensure a target-efficient, streamlined intervention among migrant workers. This study
will:

Assess the target group size of high risk migrant men and women
Identify target-efficient hotspots or strategic locations
Determine possible range of communication activities to be conducted at the identified hotspots

Assess the presence of sex workers in the area along with the type of sex work and the typology of the sex
workers

The detailed mapping study will be done by Outreach Workers, preferably trained by the Technical Support Unit or an
agency hired by the State AIDS Control Society, using three primary components:
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1. A detailed mapping tool that provides information on target group size as well as congregation
points of high risk men and women (see Annexure 4,Detailed Mapping).

2. An Female Sex Workers assessment that provides information on sites of sex work as
hotspots for field communication activities and services (see Annexure 5,Female Sex Workers
Assessment).

3. A screening of mandals or youth clubs and video parlours or other sites that

provides information on high risk men and women who are part of sexual networks. Also the potential
types and frequency of field communication activities (see Annexure 6,Hotspot Screening
(Owners)and Annexure 7, Hotspot Screening (Patrons)).

Understanding source areas for migrants

While conducting mapping at the destination sites, an attempt should be made to identify source States, including the details
of village or town or District clusters. This information should be communicated to the State AIDS Control Society of the
source State to facilitate outreach to the migrant spouses or sexual partners back home and to returning migrants. See
Paragraph 1.2.3 for more information.

Tools

Annexure 1 Risk Assessment

Annexure 2 Mapping Methodology

Annexure 3 Preliminary Mapping

Annexure 4 Detailed Mapping

Annexure 5 Female Sex Workers Assessment

Annexure 6 Hotspot Screening (Owners)
Annexure 7 Hotspot Screening (Patrons)

221 Contracting Non-Governmental Organisations for Targeted Interventions
Non-Governmental Organisations and other implementing agencies (e.g. unions, registered youth groups) will be contracted
to implement Targeted Interventions for a population of at minimum 5,000 migrants.

Non-Governmental Organisations or other implementing agencies should be selected and contracted based on the mapping
and situation assessment findings and National AIDS Control Organisation’s Non-Governmental Organisation or Community
Based Organisation Guidelines. Preference may be given to Non-Governmental Organisations or organisations that are
already working with migrant communities in urban slum areas on other issues (such as water and sanitation, other basic
urban services health, literacy or education, etc.), since they have familiarity and access to migrants and have gained their
trust.

The Non-Governmental Organisation is to hire staff as per the following ratios:
Volunteer Peer Leaders at a ratio of 1 Volunteer Peer Leader to 100 migrants;
Outreach Workers at a ratio of 1 Outreach Worker to 10 Volunteer Peer Leaders;
Communication team(s) (street theatre or play teams);
Coordinator at a ratio of 1 coordinator to 5 Outreach Workers;
One part-time doctor for clinic;
One counsellor;
One part-time accountant.

The Outreach Workers and Volunteer Peer Leaders will receive proper induction training covering all aspects and
components of migrant programming, including the social marketing of condoms. The details of capacity building needs and



1994 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART I1I—SEC. 3(ii)]

planning for the same are described in Paragraph 3.1.2.D (refer also to Section 8 of the Non-Governmental Organisation or
Community Based Organisation Guidelines, National AIDS Control Organisation, March 2007).

The following table summarises the coverage and personnel or volunteers ratio under a migrant Targeted Intervention:

: Volunteer Peer Leaders: ST WO
Migrant Coverage Migrants Volunteer Peer
g Leaders
5,000 Migrants 1:100 ;zg)%treach Worker for
(minimum unit for the migrant 50 Volunteer Peer Leaders for coverage coverage of
Targeted Intervention) of 5,000 Migrants ge
5,000 Migrants

2.2.2 Roles of Partner Agencies

Advocate with key funding sources to ensure that all infrastructure development projects incorporate a clause
for construction and other contractors to provide HIV or AIDS prevention and referral services (as was done in
the case of certain projects implemented by the World Bank or Asian Development Bank); Dialogue with
Labour Department or Ministry for systematic data collection on migration (as part of the larger mainstreaming
agenda with the Labour Department or Ministry);

Through Panchayati Raj Institutions, facilitate the active maintenance of the “migration register” at village level.
This can be done at all Panchayats;

Coordinate information sharing between State AIDS Control Society to enable coverage of known source
locations through link workers.

Advocacy with Government departments

Government departments play a critical role in both service provision and addressing the underlying causes of distress
migration. Safe migration is a factor of informed choice. Much is being done for provision of information on HIV or AIDS, safe
sex, available services, etc., but very little on improving choices for migrants, especially in the source areas. Based on
mapping of high out-migration areas, State AIDS Control Society must advocate with concerned government departments to
implement programmes for livelihoods, self- employment, micro-credit, vocational training, etc. in line with their comparative
strengths. This could include government departments such as Panchayati Raj Institution, Rural Development, Horticulture,
Khadi and Gramodyog, Department of Women and Child, Education (vocational and skill based), etc.

Advocacy for workplace policies and programmes

As per National AIDS Control Organisation’s letter issued to all State AIDS Control Society in April 2006, State AIDS Control
Society should link with small- and large-scale employers of migrants to advocate for workplace policies and programmes
(see Annexure 8,HIV or AIDS Workplace Policies). A large number of industries or workplaces engage
migrant workers as regular and part-time workers. These may include clusters of small industries or workplaces (e.g. Pimpri
Chinchwad near Pune, Wazirpur and Bhwari near Delhi) or large industrial houses such as Jindals, Reliance, Jubilant
Organosys which are located in remote areas and require workers to migrate to those locations on a short-term basis.

While the large industries or workplaces have a Corporate Social Responsibility strategy, few of them include HIV or AIDS in
this. Possible actions with medium and large industries or workplaces include:
Development and implementation of workplace policies to protect their workforce from HIV or AIDS and
provide care and support to those infected;

Advocacy to include HIV or AIDS services into their Corporate Social Responsibility strategy, including
provision of outreach, prevention and care services in their catchment areas. Best-practice examples of HIV or
AIDS policy for the workplace from Gujarat Ambuja and TCIL are included in Annexure 8. For smaller
industries or workplaces, activities will include:

Mapping of industry or workplace clusters (with initial cues from business organisations such as Rotary and
Lions Clubs which have membership from smaller industries or workplaces);
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Advocating with senior management of these workplaces to undertake sensitisation of workers;

Since most of the workers in smaller industries or workplaces are temporary, there is much less commitment
towards workers’ welfare. An alternative plan is to contract Non-Governmental Organisations to run awareness
programmes for the workers (e.g. HIV & YOU model of United Nations Development Programme);

Establish referral linkages with public and private sector providers for Sexually Transmitted Infection,
Integrated Counselling and Testing Centre, care, and treatment services.

Linking programmes in destination and source State AIDS Control Society

A Memorandum of Understanding between State AIDS Control Society provides a perfect structure for the pooling of
information and resources. This is beneficial to both states and helps reach those at most risk at both source and
destination, for example, in-migrants and their sexual partners in the destination State, and returning migrants and their
sexual partners in the source State. The data of migrant mapping at the destinations will also provide information on the
migrants’ source States or regions or Districts or Blocks. This information should be shared with the source State to facilitate
outreach to returning migrants and to their spouses or sexual partners back home. At the same time, Outreach Workers
who speak the migrants’ own language and dialects may be provided to the destination States from the source State
(through State AIDS Control Society orNon-Governmental Organisations). Further advantages of this strategy include:

A linked programme enables a holistic approach that includes both migrant and spouse or
sexual partner and the extra-marital relationships of both. Outreach to migrant spouses can be done through
the ongoing HIV prevention and care programmes in the source state by engaging link workers and
community-based structures;

Linked programming provides a framework for understanding the complete context
within which migration operates: the push factors of out-migration, the cycle of leaving and
returning, the flow of funds, sexual networking at destination and source, and the living and working
environment of migrants at destination. Linked programming provides vital and powerful information with
regard to the nature of HIV risk and vulnerabilities in both destination and source States;

Facilitating assessment of impact of migrant interventions: Since migrant interventions
under National AIDS Control Programme Il are designed and executed at destination locations, source states
can collect and provide information to monitor and evaluate the degree of success of these interventions
(particularly on health seeking behaviours, condom use by returning migrants with spouses or sexual partners
at home and some of the proxy indicators of reduced vulnerability of migrants going out). Again, this will be
done through the ongoing HIV prevention and care programmes in the source State by engaging link workers
and community-based structures;

Integrate HIV into ongoing work of Non-Governmental Organisations: Integrating HIV
interventions into the ongoing work of Non-Governmental Organisations rather than having stand-alone
initiatives can be an effective strategy to address issues of basic human rights, including the rights of migrants
or workers at destination and issues of stigma and discrimination. In addition, establishing links with other
government programmes that benefit migrants in both source and destination States can facilitate the
realisation of their rights and entitiements, reduce their vulnerabilities and improve their overall quality of life;

Communication material sharing: A linked programme provides the cultural affinity that is
necessary for providing support to “strangers in a strange land”. For example, Information, Education and
Communication or Behaviour Change Communication materials in the migrant’s home language can easily be
obtained from the source States.

Engage industry or workplace institutions, employers’ associations, other allied organisations
and structures

These stakeholders should be engaged to develop and implement policies that reduce the vulnerability of migrants and
promote accessibility of services. They could follow the same guidelines for a workplace policy as described in Paragraph
2.2.2.B. Key responsibilities at this level include:

Development of healthy workplace policies for migrants that reduce their vulnerability to HIV;

Incorporation of education programmes for migrant labourers at an early stage of induction into the industry to
provide them with perspectives, information and skills to reduce their HIV-related vulnerability and risk.

Identification of migrant pockets;
Being part of State AIDS Control Society programme;
Hiring of project staff;
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The following table summarises the overall role of each agency in setting up migrant Targeted Interventions:

Mainstreaming activities;

Monitoring of projects;

Community development and empowerment;

Local advocacy programme.

Sharing information and knowledge on migrant population;

Integration of HIV or AIDS programme in ongoing interventions.

Working with sexual partners of migrant population

Coordination with Non-Governmental Organisation implementing programme and Social Marketing

Organisation

Coordination with migrant Targeted Intervention implementing partners;

Provision of condom supply and chain management for Targeted Intervention;

Capacity building of Non-Governmental Organisation project staff and Volunteer Peer Leaders in condom

promotion.

Mainstreaming HIV or AIDS through network-based approach;

Meeting other needs of migrant population through resource provision;

Coordination with Non-Governmental Organisation implementing Targeted Intervention project;

Sharing knowledge, resources and skills for community development.

Steps in Actions and Agency Responsible
Intervention
National AIDS State AIDS Non- Other government Core group Social Other
Control Control Society Governmental departments Targeted Marketing development
Organisation or Technical organisations Intervention agencies agencies orState AIDS
Support Unit ?mnglgéheer:ters partners Control Society at
source
(1) Desk review of (1) Hire (1) Provide (1) Provide (1) Provide (1) Provide
existing information consultants or available available available available
agency information information information information
(2) Compile data
(3) Database
preparation
(2) Supplemental (1) Develop (1) Hire (1) Facilitate (1) Provide (1) Provide (1) Provide experts
Mapping if required standardised consultants or mapping in available available (2) Share
protocol agency respective information information experience of
(2) Resource (2) Develop Terms of geographic area similar exercises in other
allocation Reference programmes
(3) Monitor
mapping
studies
(3) Selection of (1) Guidelines for (1) Advertise for (1) Implement (1) Provide (1) Implement (1) Coordinate with (1) Provide list of
gartners (N‘:"I' partner project allocation projects information projects gon-Qov?rnmentaI networks of
o:’;’:’:z‘s’:;:nf selection (2). Deyelop ongoo g rganisations g?gjzzzg:gental
Corporate houses, guidelines agencies
Social Marketing and appraisal
Organisations) system
(4) Contracting Non- (1) Develop (1) Develop
Governmental protocol contracts
Organisation for contracting (2) Monitor
contracts
(5) Orientation of (1) Provide (1) Participate in (1) Provide (1) Share (1) Provide (1) Provide
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Steps in Actions and Agency Responsible
Intervention
National AIDS State AIDS Non- Other government Core group Social Other
80'“"9' . CO?”"A So CII ety Gover_nmtgntal departments Targeted Marketing development
rganisation ngSz nnbc r?it :;%agltzaerlons Int;rventlon agencies agencies orState AIDS
artners i
implementers P Control Society at
source
Project team by technical capacity building resource experience resource information on
State AIDS Control support and exercise’s persons and and persons different
Society or Technical expertise material information and approach of
Support Unit ’ . .
on migrants material community
(2) Develop clients and participation,
capacity networks resource
building plan mobilisation
(6) Stakeholder (1) Advocacy (1) Hire experts (1) Identify (1) Facilitate (1) Implement (1) Facilitate (1) Mainstreaming
advocacy with central for developing stakeholders linkages and “Tr:‘ages HIVor AIDS in
government framework pro_gratmme_ Z erl al
department (2) Advocacy mainstreaming evelopmenta
programmes
programme
) ! Allocate
implementation
resources
(7) Provision of (1)Guidelines (1) Channel
services for service programme
provision services
(2) Resource
Allocation
(8) Ongoing capacity (1) Document (1) Develop (1) Participate in
Building and share plan, programmes and
. feedback on
experience resource usefulness of
at national mobilisation programmes
level and (2) Suggest non
monitoring, conventional
’ ways of capacity
networking building
(3) Mentor new
organisation
(9) Reporting (1) Uniform (1) Establish and (1) Follow system (1) Establish (1) Follow (1) Share (1) Share the
reporting develop system (2) Monitor formal system system The activities activities
system (2) Monitor the system | programme based | of reporting of (2) Monitor undertaken undertaken
development (3) Revision of the on system activities programme based
system . on system
implemented
for HIV or AIDS
(10) Monitoring (1) Set state- (1) Develop
level programme internal system
indicators of project
monitoring
(11) Evaluation (1) Mid-term (1) Contract Agencies
evaluation of (2) Develop protocol
programme

Refer also to Section11 (“Who will do what?") of Non-Governmental Organisation or Community Based Organisation
Guidelines, National AIDS Control Organisation, March 2007.

Tools

Annexure 8Model HIV or AIDS Workplace Policies

National AIDS Control Organisation Non-Governmental Organisation or Community Based
Organisation Guidelines
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2.2.3 Capacity Building

Capacity building inputs at all levels of implementation, i.e. State AIDS Control Society, Non-Governmental Organisations
and industrial centres or workplaces, other government departments, service providers, project staff and Volunteer Peer
Leaders should be planned for effective Targeted Interventions for migrant population. The capacity building inputs should
include:

Training;

Exposure visits;

"Handholding" or mentoring;
Knowledge- and experience-sharing workshops.

Themes for Capacity Building Agencies Responsible
SACS | TSU | NGO | Industry
Basic information on HIV and STls X X X

Community development and strategies for personal development and X
empowerment of communities

Human rights and violence X X X X

Community participation and empowerment X X

HIV testing and counseling X X

BCC and development of IEC materials X

Peer education and community outreach

STI management X

Condom programming X

Safer sex negotiation

Sexand sexualty

>X | X< | >x< | x| X

Advocacy X

>X | X | >X< | X< | > | x| >x<| >
><

Dealing with myths and misconceptions

National AIDS Control Programme Il & Targeted Intervention Programme | X

Reporting systems (CMIS) X

Project management

Resource mobilisation

Counselling

>XX | > | >x< | >Xx<| >
><

Syndromic management of STl X
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In addition to HIV-specific technical areas, project staff should acquire more general skills enabling them to implement and
manage interventions, such as conducting assessments, project planning, budgeting, Monitoring and Evaluation.
Different departments within State AIDS Control Society should work in coordination with each other. In the rapidly changing
environment of HIV, their training requirements may vary. These may include the following issues:

Structures, policies and procedures;

Good governance, management and decision making;

Management information systems and institutional learning;

Critical analysis and strategic thinking;

Human and financial management systems;

External relations and partnership building;

Resource mobilisation.

Conventional and non-conventional capacity building approaches should be encouraged at all levels.
At State AIDS Control Society level

Capacity building needs assessment for the State;

Generation of capacity building resource pool of institutions and individuals;

Development of training modules;

Establishment of a regular capacity building input monitoring system;

Interstate

Memorandum of Understandings and sharing of knowledge and resources.

At implementing agency level

Regular training programmes for mainstreaming HIV or AIDS intervention in other developmental
programmes;

Community development training programmes and activities.

CHAPTER 3

3.1 STEPSINIMPLEMENTATION
3.1.1 Step 1: Stakeholder Analysis
A.  Objectives
B.  Defining stakeholders in migrant interventions
Primary stakeholders (target population) Secondary stakeholders Tertiary
stakeholders
C. Location of stakeholders

Prioritised industrial or workplace centres
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3.2

Residential area of migrants
Hotspots
Cross-cutting stakeholders
D. Whentodoit?
E.  Whowill do it?
F.  Steps in Stakeholder Analysis
Importance vs. influence
Participation matrix
3.1.2 Step 2: Peer Education
A.  Role of the Volunteer Peer Leader
B.  Selection criteria for Volunteer Peer Leaders
C. Identifying potential of Volunteer Peer Leaders
D. Capacity building strategy for Volunteer Peer Leaders
Materials required by Volunteer Peer Leaders
E.  Sustainability of the Peer Education Programme
F.  Recognition for Volunteer Peer Leaders
3.1.3 Step 3: Behaviour Change Communication
A.  Mid-media
B. Interpersonal Communication
Contact strategy for Interpersonal Communication

Development of Behaviour Change Communication and Information, Education and
Communication materials

3.1.4 Step 4: Sexually Transmitted Infection Management
A.  Planning for Sexually Transmitted Infection services
B.  Referral services for other ilinesses
C.  Social marketing of Sexually Transmitted Infection services
3.1.5 Step 5: Condom Programming
A.  Monitoring condom availability
B.  Condom boxes
3.1.6 Step 6: Community Mobilisation — Safe Spaces for Migrants

3.1.7 Step 7: Creating an Enabling Environment
Programme Management

3.2.1 Service Package

3.2.2 Operational Strategy and Implementation Plan
3.2.3 Monitoring and Evaluation

A.  Monitoring indicators

B.  Evaluation indicators
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3.1.1

Step 1: Stakeholder Analysis

Stakeholder Analysis is the identification of a project's stakeholders and the assessment of their interests and the ways in
which these interests affect the programme’s risk and viability. It is conducted as part of an overall needs assessment (and
the overall process is hence often referred to by the acronym NASHA). The Stakeholder Analysis:

Identifies ways of harnessing the support of those in favour of the intervention;
Manages the risks posed by stakeholders who oppose the intervention;

Identifies the specific role that a particular stakeholder can play to achieve the intervention’s.
objectives.

The overall objective of Stakeholder Analysis is to ensure the participation of stakeholders at various levels of the
intervention for reaching the desired project impact and sustaining the desired changes. Stakeholder Analysis has the dual
benefit of interaction and rapport-building with the community when collecting information, while at the same time
contributing to partnership in programme implementation.

More specifically, an Stakeholder Analysis will help to:

Identify and draw out the interests of stakeholders in relation to the issues the programme is seeking to
address;

Capture local behaviours and perceptions within the intervention site that will allow more accurate and
effective communication activities to be designed;

Identify conflicts of interests between stakeholders which will influence the impact of the project and
manage these in such a way that maximum positive involvement is achieved from various stakeholders;

Identify relations between stakeholders which can be built upon, and enable strategic alliances of
sponsorship, ownership and cooperation;

Help to assess the appropriate type and role of participation by different stakeholders at successive stages
of the project cycle;

Identify the underlying causes of poor health among the target group and develop strategies in a
participatory way to address them;

Develop an enabling environment to sustain the desired positive behaviour changes introduced by the
programme;

Identify and promote the formation of community stakeholder groups and potential Volunteer Peer
Leaders.
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The place of Stakeholder Analysis within the context of mapping and planning is seen in Figure 3.1.
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NEEDS ASSESSMENT : TARGETED INTERVENTION

1 2

Figure 3.1 Relationship between Needs Assessment or Stakeholder Analysis and Targeted
Intervention
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Primary stakeholders (target population)

High risk migrant men and women who are interact with
or are part of high risk sexual networks (Female Sex i
Workers, Men Who Have Sex with Men orTransgenders): = Placement agencies, brokers, dalals

Spouses or sexual partners of migrants; who “source” migrants and supply them to

Migrants living with and affected by HIV and AIDS. contractors form one of the main sets of

Secondary stakeholders stakeholders  for  migrant interventions.
Placement agencies, brokers and others;

Stakeholder Analysiss should clearly identify,
Families of high risk migrant men and women; ARENOCET SISSISs SHOUC Ceary ICenty

Families of migrants living with and affected by HIV and anclocygestehi VAN Ion e POV e ITEIE

AIDS;

Sexual network operators (Female Sex Workers, Men Who Have Sex with Men or Transgenders) and power
structures;
Health care providers (government and private, qualified, unqualified);
Non-Governmental Organisations, Community Based Organisations and other agencies implementing Tis;
Workers associations, employees unions, trade unions;
Infected and affected migrants, People Living with AIDS networks.

Tertiary stakeholders
Industrial centres, informal workplace institutions, employers associations, other allied organisations and
structures;
Community-level voluntary structures, e.g. migrants and youth forums or clubs, mandals, safe spaces or drop-in
centres for migrants (Spaces for Migrants);
Decision makers in the community, i.e. social and political leaders, police, elected representatives (Panchayati Raj
Institutions), development functionaries;
Non-Governmental Organisations, Community Based Organisations, CSOs;
State AIDS Control Society in both source and destination states;
National AIDS Control Organisation and the donor agencies.

C. Location of stakeholders
A separate needs assessment and Stakeholder Analysis has been envisaged for each type of intervention area
(prioritised industrial or workplace locations, large residential locations and hot spots) for undertaking Targeted

Interventions with high risk migrants. This exercise will yield relevant stakeholders, and depending upon the role
they might play, an appropriate strategy for their involvement may be designed.

Prioritised industrial or workplace centres

Working with the owners and social welfare officers of industrial or workplace centres is essential to create an enabling
environment for successful implementation of the project. Many such industrial or workplace centres engage various
contractors for labour and raw material supply, and these also form an important category of stakeholder as they have
greater influence on the migrant population. There may be canteens and dhabas in and around the workplaces, and their
owners can be tapped to reach out to the target population. Similarly, security agencies employed by the workplaces could
emerge as another stakeholder.

Residential areas of migrants
Some areas in the place of destination are obvious and well known living places for migrants, e.g. slums and temporary

shelters. A transect walk in these areas and conducting the Needs Assessment Stakeholder Analysis will help to locate
influential stakeholders such as kabadi shops, tea stalls and cigarette shops that can be involved in reaching out to the
target population. Often, unqualified private practitioners whom residents of slums and temporary settiements visit for their
day-to-day medical needs will be identified as key stakeholders.

Hotspots
Sometimes there are known hotspots where migrants congregate (e.g. sex worker hotspots, cinema halls). These can be

useful areas to identify possible methods of intervention (e.g. mid-media activities).
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Cross-cutting stakeholders

Apart from separate stakeholders specific to each intervention site, there may be some “cross-cutting” stakeholders whose
interests are not bound to a specific location. These include unions to which migrant populations are attached and without
whose help and support they often do not get jobs at the place of destination. Examples include riksha pullers unions, auto
drivers associations and traders associations (particularly in vegetable and grain mandis, etc.).

Stakeholder Analysis is a part of the needs assessment exercise. Once the area of intervention has been finalised the
needs assessment and Stakeholder Analysis will be conducted in turn. “Social sanction activities” are helpful to establish an
initial rapport with the community before Stakeholder Analysis is conducted, for example by organising mid-media activities
in the intervention areas.

Stakeholder Analysis involves participatory techniques such as social mapping, focus group discussion, in-depth interviews

or Key Informant interviews. See Annexure 9,Information Collection in Stakeholder Analysis.

Outreach Workers and senior staff of the Non-Governmental Organisation along with some key stakeholders carry out the
Stakeholder Analysis.

It is important to note that the information or data collected by various needs assessment exercises like focus group
discussions, in-depth interviews, Key Informant interviews, transect walks will form the basis of the Stakeholder Analysis.

Since it is impossible to gather all stakeholders together, these groups should be met with separately in the initial stage of
the project. Through the Stakeholder Analysis, clarity about the various stakeholders’ roles in the project cycle will help to
ensure support based on mutually agreed expectations. Conflicting parties must know that the project objectives are the

binding force for meeting and interaction among stakeholders. A clear and transparent process will ensure that a
heterogeneous group of stakeholders gradually coalesces towards a common goal.

Draw up a “stakeholders table”;

Identify stakeholders’ interests in the project and rank them according to their importance to the project's success;
Assess stakeholders’ relative influence over the beneficiaries;

Conduct a comparative analysis between stakeholders’ importance and influence;

Plan their involvement in project cycle accordingly;

Share the analysis with key stakeholders.

Importance vs. influence

Importance is distinct from influence. For example, there will be stakeholders, especially unorganised primary stakeholders,
upon whom the project places great importance. However, these stakeholders may have limited capacity to influence key
decisions. By considering influence and importance, stakeholders can be classified into different groups, which will help
identify the assumptions and risks which need to be managed through project design.

| High High

M Importance Importance

P Low High

0] | Influence 1 Influence B

R (A) (B)

T Low Low

A Importance Importance

N Low High

C Influence Influence

E (D) (€)
— >
INFLUENCE
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Box A: Stakeholders of high importance to the intervention, but with low influence. They require special initiatives if their
interests are to be protected.

Box B: Stakeholders of high importance to the intervention who can also significantly influence its success. Managers and
donors will need to develop good working relationships with these stakeholders to ensure an effective coalition of support
for the intervention.

Box C: Stakeholders with high influence, who can affect outcome of the intervention, but whose interests are not the
target of the intervention. These stakeholders may be able to block the intervention and therefore require careful
management.

Box D: Stakeholders who are of low priority but may need limited monitoring. They are unlikely to be the focus of the
intervention.

Those included in Boxes A, B and C are the key stakeholders in the intervention: they can significantly
influence it or are most important to the intervention’s objectives.

Participation matrix

The next step is to plan the extent and nature of the participation of stakeholders in different stages of the intervention (from
being informed about the intervention to being an active participant or a partner). A discussion with stakeholders based on
the findings of the influence-importance matrix leads to a “participation matrix” to identify appropriate stakeholder
participation.

An example of a participation matrix is provided below to illustrate this point. In this matrix, certain stakeholders have been
ranked on importance and influence on a scale of 1 to 5, with 1 being the least important or influential and 5 being the most.

Stake- Stakeholders Ranking Influence in the Category of
holder No. [examples] according to community as Participation
importance well as on the
migrants = = = 5
5 2 E =
= S < <
- (&) o [a
£
1. Workplace owners 4 5 X X X X
2. Placement agencies 5 5 X X X X
3. Private Medical Practitioners 5 4 X X X X
4. RikshaPuller 5 2 X
5. RikshaGarage Owner 3 4 X
6. Money Lenders 3 1 X
7. Dhabaowner 1 4 X X
Tool

Annexure 9 Information Collection in Stakeholder Analysis

3.1.2 Step 2: Peer Education

Approach: The peer education approach for migrants differs in two critical ways from
the model for other Targeted Interventions under National AIDS Control Programme lll.
1. Volunteerism: Peers are volunteers who engage in the project and are NOT paid honorariums or

salaries by the Targeted Intervention, unlike in the case of other Targeted Interventions. Volunteer Peer
Leaders are thus the basis of peer education for migrants.

2. Mid-media plays the central role in communications, not Interpersonal
Communication: While Targeted Interventions for other High Risk Groups focus on Interpersonal
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Communication as the main mode of communication, mid-media is the core method of peer education
for migrants (as also with truckers).

Peer education is one of the most widely used strategies to address the HIV or AIDS pandemic. A peer is one of equal
standing with another, one belonging to the same societal group especially based on age, grade or status. The purpose of
Volunteer Peer Leaders is to ensure that High Risk Groups are reached and information on Sexually Transmitted Infections
and HIV or AIDS is shared with them to bring out a positive behaviour change. For Targeted Interventions to migrants,
Volunteer Peer Leaders are envisaged as volunteers from the migrant community.

Peer involvement is an effective way of reaching communities and affecting change in community norms. Volunteer Peer
Leaders are knowledgeable “insiders” in migrant settings, and their involvement enhances trust and communication.
Volunteer Peer Leaders are consequently a credible source of advice. They can be powerful role models and can help to
change social norms. Volunteer Peer Leaders also act as a link between migrant workers and Targeted Interventions,
facilitating local participation. Peer networking and the sharing of information often leads to community mobilisation around
issues of concern.

Objectives of Peer Education Advantages of Volunteer Peer Leaders

(a) To contact and educate or sensitise a maximum (a) Based at the project's working area
number of the target group through Interpersonal (b)
Communication

(b) To increase the knowledge of the target group on
Sexually Transmitted Infections, HIV or AIDS and

Have good rapport with the target audience

(c) Belong to the same professional segment as the
High Risk Group

condom use (d)  Are easily accessible to the primary stakeholders
(c) To motivate the target group to practice safer sex round the clock . .
behaviour and access health services through a | (¢) Can give sustainability to the project as they will
credible and acceptable channel of communication remain in the area even after the project graduates
out

Volunteer Peer Leaders are a link between project and migrant workers. Their main responsibilities are:

Operational elements :

Undertake risk assessment of migrant population in their area of operation based on criteria  of multi-partner sex
and history of Sexually Transmitted Infection status, and identify at-risk individuals for the purposes of the
Targeted Intervention. This can be done through one-to-one contacts. Volunteer Peer Leaders also need to
identify those migrants who overlap with high risk sex networks (either as sex workers or clients of sex workers);
Link migrant workers with project services such as condoms, counselling and referral services, e.g. testing, care
and support, etc;

Collect data related to the project for planning;

Support condom promotion activities undertaken by Non-Governmental Organisation staff and or other
organisations ' | engaged for mid-media campaign for condom promotion;

Mobilise the target group to participate in mid-media campaign activities, e.g. street plays, video shows, slide
shows, infotainment, health camps, mobile exhibition, World AIDS Day programmes, etc. conducted by Non-
Governmental Organisation staff;

Behaviour Change Communication :
Sharing information related to HIV or AIDS and safer sex practices with those migrants who are at risk of HIV;

Use of Behaviour Change Communication materials for effective Interpersonal Communication to address myths
and misconception regarding HIV or AIDS;

Motivate and dialogue with migrants who are at risk to adopt safer sexual practices;
Education on condom usage: buying, storing, opening, using, and disposing;
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Encourage migrants to maintain cleanliness and personal hygiene.

Sexually Transmitted Infections:

Create awareness among the migrant population of common symptoms of Sexually Transmitted
Infections and the need to seek appropriate treatment from qualified practitioners;

Support migrant workers in accessing Sexually Transmitted Infection treatment services (project-run or
referral services);

Remove myths and misconceptions related to Sexually Transmitted Infection;

Follow up Sexually Transmitted Infection patients and their partners wherever possible for treatment
compliance;

Mobilise migrants for health camps and related events in the areas;
Provide referral slips or cards.

Care and support:
Identify and support People Living with AIDS in the migrant workers area;
Help them to access treatment;
Link to other departments to provide psycho-social support.

Advocacy:

Meet with community leaders identified through the Stakeholder Analysis and stakeholders for
sensitisation on HIV or AIDS and project activities;

Facilitate community resources for the project.
Linkages with HIV and other services:
Linkages with Antiretroviral Therapy centre;

Identification of early symptoms of Tuberculosis and referral to Directly Observed Treatment Short-
Course Chemotherapy;

Help them to access testing and Integrated Counselling and Testing Centres.

Following are key considerations for PE selection:
Must be of the same ethnic group as the migrant population;

Willing to work for the community on a volunteer basis;

Demonstrate self-confidence and show potential for leadership;

Good listening, communication, and interpersonal skills;

Understanding of the cause and committed to the goals of the project;
Knowledge of problems and difficulties of the community;

Should be acceptable among the target audience with whom they will work.

Based on some of the considerations above, the identification of context-specific Volunteer Peer Leaders for migrant
Targeted Interventions may proceed using the following list of examples:

Petty shop owners in and around the area where migrants work, congregate or reside, e.g. mechanic
shop owner, owners of small hotels which provide lunch and dinner for the target population, owners of
popular tea shops, paan and cigarette shopkeepers, efc.;

Members of various associations of migrant workers, e.g. riksha puller association, auto drivers
association, supervisors of those working as labourers at various mandis;

Contractors who supply labourers for skilled or unskilled work, including construction;

Social welfare officers of workplaces which employ migrant workers on a casual basis;



2008 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART I1I—SEC. 3(ii)]

The identification of Volunteer Peer Leaders should be initiated as part of project activities such as the Needs
Assessment and Stakeholder Analysis and determining individual migrants who are at most risk.

Working as a PE requires special skills, and it is important to build capacity on technical as well as operational
aspects of the project activities.

Capacity Building Structure

Initial structured sessions

Periodic refresher sessions

Supervision

Ongoing interaction and support for problem-solving

A cascade training approach is envisaged for building capacity of Volunteer Peer Leaders. A cadre of “Master Trainers” will
be developed by State AIDS Control Society for overall support of migrant Targeted Interventions in the State and Districts.
The main responsibility of these Master Trainers is to train the Non-Governmental Organisation staff on:

The basics of HIV or AIDS

Conducting needs assessment and Stakeholder Analysis

Project operational plans

Approaches and methods of selection of Volunteer Peer Leaders

Organising capacity building sessions for Volunteer Peer Leaders

The trained staff of the Non-Governmental Organisation, supported by the Master Trainers, will conduct a two-day structured
training programme for the Volunteer Peer Leaders. Once the Volunteer Peer Leaders are trained on technical and
operational aspects of the project elements, Non-Governmental Organisation staff will be in touch with them during regular
field visits. A monthly capacity building cum review meeting can be organised with Volunteer Peer Leaders by the Non-
Governmental Organisation staff to help solve any operational problems, discuss field activities and provide necessary
support.

To maintain the motivation level of the Volunteer Peer Leaders, the Non-Governmental Organisation should organise
quarterly one-day structured refresher programmes. The operational support and handholding of Volunteer Peer Leaders
will help sustain their motivational level, facilitate field-level problem solving and encourage their participation in project
activities.

The capacity building strategy should follow the following framework:

Training Components Methodology Duration Potential Resources
HIV or AIDS and Sexually Lectures Two days for initial training Master trainers
Transmitted Infections Games One-day refreshers Non-Governmental
Sex and sexuality Screening of video films every quarter Organisation staff
Drug abuse Quizzes Experienced PE
Alcoholism Sharing of experiences by
Community counselling a PE who has worked in

HIV or AIDS outreach

Health service linkages
Condom promotion
Reproductive health
Gender

Skills building on
mobilisation,advocacy and
communications

Volunteer Peer Leaders may initially face hostility from the community they seek to serve. Working in groups provides
support and strength in numbers. In order to be effective, Volunteer Peer Leaders need to be seen and heard regularly.

Materials required by Volunteer Peer Leaders
Flip book

Hand bills
Penis model
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Condoms

Sexually Transmitted Infection Flip book
Referral Cards

Daily Diary

Bag or Cap or Badges

Intentional strategies must be followed to make the peer education programme viable throughout the time of the Targeted
Intervention and beyond. These include:

Develop a cadre of motivated Volunteer Peer Leaders and encourage them throughout the project period;

Initiate federation or networking or group formation of Volunteer Peer Leaders at local level at the later stages of the
project implementation. After establishing the Targeted Intervention and *handholding” for some time, an attempt
should be made to form a Community Based Organisation of Volunteer Peer Leaders, in order to sustain project
activities into the future. Other approaches to organising Volunteer Peer Leaders in formal or informal groups may be
attempted depending upon the context and with active participation from the Volunteer Peer Leaders;

Institutionalise recognition systems and establish mechanism for regular interactions among Volunteer Peer Leaders as

well as between Volunteer Peer Leaders and key stakeholders, including government counterparts.

Volunteer Peer Leaders are expected to work with the project on a voluntary basis, and to continue as a volunteer withthe
same activities beyond the project life span. To maintain their motivation to carry out stipulated tasks on a voluntary basis
even with the project’s time frame, a recognition and reward system should be devised by the project. While this system may
vary in different contexts, it is essential in order to keep Volunteer Peer Leaders engaged in project activities. The
recognition and reward system should accomplish two objectives:

Reward superior performers and recognise outstanding accomplishments based on specific, measurable and
transparent criteria
Make the status of a peer with the programme aspirational for the target group

Examples of recognition and reward activities include:
Monthly meetings for Volunteer Peer Leaders to learn from one another;

Follow-up refresher training;
Maintaining continued periodic interactions in the field;

Providing extra or enhanced materials to facilitate Volunteer Peer Leaders’ work, e.g. diary, reference materials, flip
books, posters, handbills, stickers, etc.;

Exposure visits to various similar Tis;

Developing a healthy competitive attitude among Volunteer Peer Leaders;
“Peer of the Month” award;

Certificates or badges for good performance;

Gifts and recognition awarded by celebrities.

3.1.3 Step 3: Behaviour Change Communication

The aim of Behaviour Change Communication is to make individuals perceive, understand and accept their self-risk due to
specific behaviours and to create a desire for preventive action.

A Behaviour Change Communication plan for migrants should be based on the following considerations:
What are the barriers to adoption of safe behaviours or factors that encourage adoption of unsafe behaviours?
What are the factors that can be used to motivate change in behaviour?
What are the most appropriate timings and venues for Behaviour Change Communication (mid-media and
Interpersonal Communication)?

What types of Information, Education and Communication and Behaviour Change Communication material are most
appropriate as communication tool?
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What is the mix of languages within the community?

Behaviour Change Communication for migrant Targeted Interventions has two primary components: mid-media and
Interpersonal Communication.

Mid-media is a creative and efficient way of generating awareness on certain key issues among large numbers of people.
Interactive mid-media techniques, such as street theatre in which the audience is invited to comment on a dramatic
situation, can be used to provoke a discussion on community norms. Examples of mid-media include:

Street theatre

Games

Traditional local media (interactive street theatre, e.g. Bhavai, Ramilila, etc.)

Exhibitions

Information, Education and Communication campaigns

Debates and discussions

Audio or video or film shows

Special observances and commemorations (e.g. World AIDS Day)

Information kiosks (displays of poster and relevant materials with provision of one-to-one counselling)

A professional agency may be engaged to conduct many of the mid-media events (e.g. street theatre performances), but
some activities can be conducted by Non-Governmental Organisation staff on a regular basis (e.g. film shows, information
kiosks).

Mid-media can be supplemented by one-to-one Interpersonal Communication focused on those individuals who are in need
of greater information. One-to-one Interpersonal Communication can be delivered immediately after thought-provoking
mid-media to that sub-set of the audience that stays back to obtain more information or seek services. In the interest of
maximising efficiency, it is important to identify that sub-group of migrants with high risk behaviour (primarily single migrant
workers) who need to be provided additional information through one-to-one interaction. One-to-one interaction can focus
on:

Information on HIV or AIDS, means of transmission, prevention, Sexually Transmitted Infections, etc.
Risk perception of individual

Understanding of high risk behaviour and its consequences

Options for safe behaviours

Information on access to condoms and services available in the area for Sexually Transmitted Infection treatment, HIV
testing and counselling

Contact strategy for Interpersonal Communication

The ratio of Volunteer Peer Leaders to migrants is 1:100. Within this population of migrants, the PE should identify high risk
individuals with the help of Outreach Workers from the Non-Governmental Organisation. High risk migrants should be met
with once a week in the initial stages of the project, though the frequency may be modified depending upon the behaviour of
the individual migrants (see Annexure 1).

The Non-Governmental Organisation should prepare a detailed Behaviour Change Communication strategy with a
conversation plan for Volunteer Peer Leaders identifying a series of topics for discussion, e.g. safe sex methods, correct
method of condom use, myths around condom use, partner notification for Sexually Transmitted Infections, etc. It is
important to note that while a minimum package should be designed to ensure a basic level of information and services for
entire community, peer communication in the field should not be limited to these topics. Peers should be skilled enough to
draw on their knowledge and tailor a discussion to the needs and concerns of specific individuals.

Development of Behaviour Change Communication and Information, Education and
Communication materials

Information, Education and Communication and Behaviour Change Communication material should be developed based on
the needs of the community. Existing job aids or migrant-specific Behaviour Change Communication materials in the form of
flipcharts, case studies and story-based flashcards can be adapted for use by Volunteer Peer Leaders. It is important to use
images and situations with which the migrant population can identify. Often there will be a need for material in more than
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one language within one project. The language mix should be based on the profile of the migrant community (as indicated
by the initial mapping and Needs Assessment Stakeholder Analysis exercises).

The Behaviour Change Communication material should be developed and adapted in a participatory way by conducting
pre-testing protocols after considering regional, cultural and target group characteristics.

3.14 Step 4: Sexually Transmitted Infection Management

Targeted Interventions for migrants will focus on four aspects of Sexually Transmitted Infection prevention and
management:
Activities to generate awareness of Sexually Transmitted Infection symptoms while emphasising the long-term
consequences of such infections, the need for correct and complete treatment, and the means of prevention
Establishment of a referral network for treatment by interacting with existing health care providers, both public as well
as private health facilities as mapped in and around the project site, including training on syndromic case management
for providers
Follow-up and tracking to improve treatment-seeking and compliance with treatment. Volunteer Peer Leaders and
Outreach Workers may use referral slips to monitor whether clients have followed up on referrals (see
Annexurel0, Referral Slip).
Ensuring condom availability

The Sexually Transmitted Infection services to be provided are:
Health promotion and Sexually Transmitted Infection prevention activities, such as promoting correct and consistent
use of condoms
Provision of condoms
Immediate diagnosis and clinical management of Sexually Transmitted Infections using syndromic case management

Health education and counselling for treatment compliance, correct and consistent use of condoms and regular partner
treatment

Partner management programmes (i.e. contact referral)

Follow-up services

Counselling for HIV positive persons
Referral links to Integrated Counselling and Testing Centre, HIV care and support and other relevant services.

As per the National AIDS Control Organisation Sexually Transmitted Infection drug
procurement guidelines, all Sexually Transmitted Infection drugs are to be procured by
State AIDS Control Society orNational AIDS Control Organisation. No drugs for Sexually
Transmitted Infections are to be purchased by Non-Governmental Organisations.

The needs assessment undertaken at the start of the project should generate data on the following:

Information on current barriers to accessing Sexually Transmitted Infection services

Ways in which Sexually Transmitted Infection services can be made accessible and acceptable to the community in
terms of location, operating hours, etc.

Context-specific preferred list of physicians

Once this information has been gathered, the Non-Governmental Organisation must network with the identified service
delivery providers to establish dependable services and to orient staff on syndromic case management and treatment of
Sexually Transmitted Infections.

Referral to Public Sector Referral to Qualified Private Sector
Advantages (1)  Free services (1)  Ensures confidentiality
(2)  Sustainable services
Disadvantages (1) May lack confidentiality (1)  Cost
(2)  Unpredictable quality
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(3)  Possible stigmatisation of Sexually Transmitted Infection patients
by staff

In addition to these technical or medical considerations, special attention should be paid to ensuring that
Sexually Transmitted Infection service delivery options are community-friendly. This means:

Clinicians with a supportive attitude towards the community

Availability of services as per the needs of the community, e.g. late-night access

Access to services at optimal location (e.g. not too far from major sex work sites, not requiring outlay for
public transport)

Basic infrastructure of facility as per National AIDS Control Organisation Sexually Transmitted Infection
guidelines

Confidentiality between the clinic team and the community

The project should actively create referral linkages for other health concerns of migrants. Again, such linkages
can draw on both government facilities as well as qualified private practitioners.

Health services and drugs for migrants should be socially marketed, as opposed to free of cost, for the

following reasons:

Migrants have disposable income and therefore can afford to pay socially marketed rates for such

services

Such services are valued more by the community when they are provided at a nominal fee

Services are perceived to be of higher quality when provided at a nominal charge

This is more sustainable than providing services free of cost. Private practitioners can more easily be

engaged by the programme on a social marketing model

Tool
Annexure 10 Referral Slip

3.1.5

Step 5: Condom Programming

Condom promotion in migrant Targeted Interventions entails:

1. Regular demand-generation activities to increase visibility, perception of accessibility and demand for condoms

2. Ensuring availability of an adequate supply of socially marketed condoms at traditional and non- traditional condom
outlets in and around the project sites

3. Condom demonstrations by Volunteer Peer Leaders and Outreach Workers to ensure correct usage of condoms.

A Social Marketing Organisation should be contracted for activities (1) and (2) above. The project should undertake training
and capacity-building of Volunteer Peer Leaders and Outreach Workers to build their knowledge of the benefits of condom
use and to impart skills in conducting condom demonstrations and addressing common misconceptions surrounding
condoms (reduced pleasure, breakage, etc.).

Volunteer Peer Leaders and Outreach Workers should also be encouraged to solicit feedback on the availability of
condoms, preferred brands, etc. This information should be provided to the Social Marketing Organisation to improve
distribution. Condom availability at the intervention location should be assessed according to the following:

Number of outlets carrying condoms: Focus should be on those outlets that are convenient for migrants,
e.g. those open at night. It is necessary to monitor distribution in traditional and non- traditional outlets. Non-traditional
outlets are those that are not retail outlets (e.g., bars, dhabas, barbers, etc.). Such outlets are often more convenient
and accessible for migrants.
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Visibility of condoms at these outlets: Merchandising at outlets (i.e. prominent display of condoms,
posters, banners, etc.) helps increase demand for condoms. Often merchandising material triggers recall of a
message and prompts a purchase.

In corporate-sponsored workplace interventions, condom boxes may be provided at the site. Condom boxes enable workers
to access condoms anonymously and free of cost. They should be installed at accessible and relatively private locations
(e.g. toilets). Volunteer Peer Leaders can be charged with ensuring that adequate supplies are available through condom
boxes.

3.1.6 Step 6: Community Mobilisation — Safe Spaces for Migrants

Community mobilisation entails creating a platform for the community to come together to discuss common issues and
social norms and to build a collective desire for preventive action. In order to create such a platform, the project should
create “safe spaces” for migrants:

The concept of “Space for Migrants” takes into account the multiple needs of migrants, with a focus on building their
social capital to reduce their vulnerability to HIV or AIDS

State AIDS Control Society will contract Non-Governmental Organisations or migrant support organisations to
establish Spaces for Migrants in partnership with the Urban Development Agency who work in slums and or private
sector organisations (if possible)

Space for migrants (like Drop-In Centres for High Risk Groups) should be located by Non-Governmental
Organisations through the following process:

Identify existing congregation points for migrant workers. These may include places of entertainment like video
parlours, bars, etc. In the case of a workplace intervention, a congregation point may be a common resting
area or lunch room.

If an existing congregation point is not found to be appropriate, the project should create a new facility that can
be used as a project centre

Spaces for Migrants are managed by Volunteer Peer Leaders and provide the following services:

Volunteer Peer Leaders to provide minimum information on HIV or AIDS and related subjects to migrant
workers. Information could include awareness on HIV or AIDS prevention and care, combined in a creative
way with information beyond HIV which addresses migrant needs (e.g. how to remit money home, banking
options, social welfare services).

Information, Education and Communication material available for easy access by migrant workers
Socially marketed condoms

Referral to Integrated Counselling and Testing Centres and Sexually Transmitted Infection clinics
Recreational material including radio, TV, games, magazines or newspapers, etc.

Activities aimed at reducing drug and alcohol related vulnerabilities

Outreach facilities including periodic health camps

317 Step 7: Creating an Enabling Environment

The process of the Stakeholder Analysis is an important component of creating an enabling environment for the Targeted
Intervention. The Targeted Intervention should also have linkages with government departments in order to meet non-HIV
needs of the target population. To be effective, it is essential that the Targeted Intervention create an environment where as
many needs of the migrant population as possible are met relating to their living conditions, human and workers rights, etc.
Key government departments with whom enabling environment efforts in migrant Targeted Interventions should focus
include:

Health Department: To access other health services under urban and rural health programmes;
Labour Department: For unionising and implementation of labour laws;
Civil Services Department: For basic amenities related to water, electricity, drainage, etc. at the place of stay;
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Transportation Department: To develop support services for migrant populations and link them with their families in
their source states;
Industry Department: To advocate for compliance with codes of conduct for HIV or AIDS.

3.2.1 Service Package

Location Package of services Agency responsible for service
delivery
Hotspots (1)  Condom promotion and distribution (1) Social Marketing Organisations
(2)  Large-group format activities (e.g. street (2)  Non-Governmental Organisation
theatre, games, etc.) partner (for setting up referral linkages
(3) Referrals to qualified medical practitioners for and overall monitoring)
treatment of Sexually Transmitted Infections
Industry or (1) Condom promotion and distribution (1) Informal workplace
workplace (2) Large-group format activities (e.g. street (2)  Formal workplace (e.g. industrial
centres theatre, games, etc.) house, corporate houses)
(3)  Focused Interpersonal Communication (3)  Corporate- backed Non-Governmental
(through peers and Non-Governmental Organisations
Organisation workers)
(4) Referrals to qualified medical practitioners for
treatment of Sexually Transmitted Infections
(5)  Development of point of congregation as
project centre with availability of Information,
Education and Communication material and
socially marketed condoms
(6)  Recruitment of volunteers, advocacy
(7)  Workplace policy guidelines
(8) Linkages with other programmes and
entitlements
Residential (1)  Condom promotion and distribution (1) Non-Governmental Organisation
clusters (2) Large-group format activities (e.g. street (2) Social Marketing Organisations (for

theatre, games, etc.)

Focused Interpersonal Communication
(through peers and Non-Governmental
Organisation workers)

Referrals to qualified medical practitioners for
treatment of Sexually Transmitted Infections

Development of point of congregation as

project centre with availability of Information,
Education and Communication material and
socially marketed condoms

Recruitment of volunteers, advocacy
Linkages with other programmes

Condom  Social
promotion)

Marketing  and

3.2.2 Operational Strategy and Implementation Plan

The following table lists the suggested activities for establishing an effective Targeted Intervention for migrants and identifies
those who are responsible for conducting each activity, as well as the timeline. Such detailed activity planning could be
prepared separately for each type of intervention site (hot spots, prioritised industry or workplace locations and residential
locations). Separate implementation plans will indicate specific activities and relevant stakeholders.
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Activities Responsibility Timeline
Year 1 Year 2 Year 3
Q1 Q2 | Q3 | Q4] Q1| Q2| Q3| Q4 [Q1|Q2|Q3 | Q4

Train Non-Governmental Master trainers X
Organisation staff in conduct
of Needs Assessment
Stakeholder Analysis
Determine geographical areas for | Non-Governmental Organisation X
Targeted Interventions management
Conduct baseline (Behaviour External agency X
Surveillance Survey)
Conduct needs assessment and Outreach Workers or Master trainers | x
Stakeholder Analysis
Advocacy activities with Non-Governmental Organisation X
relevant stakeholders management
Identify Volunteer Peer Leaders Outreach workers X
Identify individual migrants Non-Governmental Organisation X X X X X X X X X X X X
with high risk behaviour outreach workers or Volunteer Peer

Leaders
Detail activity plans in each of the | Non-Governmental Organisation X
intervention areas staff
Social Sanction Activities Outreach workers X
atintervention sites
Train Non-Governmental Master Trainers X
Organisation staff in
technical and operational
aspects of the project
Train Volunteer Peer Leaders Outreach workers or X

Master trainers
Monthly review cum Non-Governmental Organisation X X X X X X X X X X X
quarterly capacity building supervisory staff
of Volunteer Peer Leaders
Regular field visits by Outreach and other staff X X X X X X X X X X X
Non-Governmental Organisation
staff
Streamline monitoring Non-Governmental Organisation X
system Supervisory level staff
Conduct ongoing assessment of Non-Governmental Organisation X X X X X X X X X X
Volunteer Peer Leaders and supervisory
project beneficiaries level staff
Conduct quarterly review Non-Governmental Organisation X X X X X X X X X X
meeting with all staff supervisory

level staff
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Activities Responsibility Timeline
Year 1 Year 2 Year 3
Q11 Q2 | Q3| Q4| Q1 | Q2| Q3| Q4 | Q1| Q2| Q3 | Q4
Monitor availability of condoms or Non-Governmental Organisation X X
strengthen social marketing efforts supervisory level staff or outreach
of Social Marketing Organisation staff
Network with Social Marketing Non-Governmental Organisation X X
Organisation for SM product management
placement
One-to-one contact withimigrants Volunteer Peer Leaders or Non- X X X X X X X X X X X
for disseminating information, Governmental Organisation
condom demonstration outreach workers
Conduct mid- media activities at Non-Governmental Organisation X X X X X X X X X
intervention sites staff or Volunteer Peer Leaders or
Social Marketing Organisations
Conduct one-to-group meetings Volunteer Peer Leaders or Non- X X X X X X X X X X
with migrant population Govemmental Organisation
outreach staff

Identify qualified service providers Non-Governmental Organisation X X
for Sexually Transmitted Infection staff
treatment
Network with government health Non-Governmental Organisation X X
services for Sexually Transmitted staff
Infection treatment
Identify, refer and follow up on Volunteer Peer Leaders or X X X X X X X X X X X
Sexually Transmitted Infection outreach workers
cases
Stakeholder meeting and their Non-Governmental Organisation X X X X X X X X X X
involvement in the project staff
Conduct final evaluation survey External agency X
(Behaviour Surveillance Survey)

3.2.3

Monitoring and Evaluation

Monitoring and Evaluation of Targeted Interventions for migrants is an essential and integral part of the overall project
design. This section presents the overall framework for Monitoring and Evaluation, including specific indicators for
monitoring the project activities and those which need to be collected as part of project evaluation.

The principle applied here is to collect monitoring data which is most relevant for taking decisions at the field level; the
information generated from the monitoring system is used to provide feedback to the project activities on a regular basis to
take any needed corrective actions. Various indicators along with numerator and denominators for computing indicators and
sources of information are outlined in the following table:

S| | Indicators Calculation Frequency Data Source
1 Total number of migrant Numerator: Number of migrant Based on second layer of Mapping
population who are population found to practice high risk methodology by Non-Governmental
identified as high risk behaviours Organisation staff
2 % of sites having trained Numerator: Number of sites having Monthly Non-Governmental Organisation
Volunteer Peer Leaders as trained Volunteer Peer Leaders as per Monthly Project Register
per the recommended ratio | the recommended ratio .
for (PE: Migrant population) Denomln_ator._Total n umber o
intervention sites
3 % of identified Volunteer Numerator: Number of trained Monthly Non-Governmental Organisation
Peer Leaders trained Volunteer Peer Leaders Monthly Project Register
Denominator: Total number of
identified Volunteer Peer Leaders
4 % of trained Volunteer Peer Numerator: Number of trained Quarterly See Annexure 11,

Volunteer Peer Leaders that
demonstrated adequate knowledge

Leaders that demonstrate

Ongoing Assessment of Volunteer
Peer Leaders and Migrants




[\ H—Te 3(ii)] HTXT T W19 : 3TEq 22, 2020/=1a0 31, 1942 2017
S| | Indicators Calculation Frequency Data Source
adequate knowledge of (conducted by supervisory and
Sexually Transmitted Denominator: Total number of higher level Non-Governmental
Infection or HIV Volunteer Peer Leaders included in Organisation staff)
transmission and prevention the assessment

5 % of trained Volunteer Peer | Numerator: Number of trained Quarterly See Annexure 11, Ongoing
Leaders that demonstrate Volunteer Peer Leaders that Assessment of Volunteer Peer
adequate condom gemonstra:.ed acliﬁlqgate cqndctJm - It_)eaders and Migrzén;Is (hconlduc}ed

- : emonstration skill Denominator: Tota y supervisory and higher leve
demonstration skill number of Volunteer Peer Leaders Non-Governmental Organisation
included in the assessment staff)

6 Average number of Numerator: Sum of all one-to-one Monthly Outreach Worker or Non-
one-to-one contacts contacts made by the Volunteer Peer Governmental Organisation
organised by Volunteer Leaders Monthly Project Register
Peer Leaders during past Denominator; Total number of
month Volunteer Peer Leaders

7 % of Volunteer Peer Numerator: Number of Volunteer Peer Monthly Non-Governmental Organisation
Leaders conducting one- Leaders conducting one- to- one Monthly Project Register
to-one contacts in the contacts
intervention area Denominator: Total number of

Volunteer Peer Leaders

8 Average number of one- Numerator: Sum of all one-to-group Monthly Outreach Worker or Non-
to-group contacts organised | contacts made by the Volunteer Peer Governmental Organisation
by Volunteer Peer Leaders Leaders Monthly Project Register
during past month Denominator: Total number of

Volunteer Peer Leaders

9 % of Volunteer Peer Leaders | Numerator: Number of Volunteer Peer Monthly Non-Governmental Organisation
conducting one-to-group Leaders conducting one-to-group contact Monthly Project Register
contact in the intervention Denominator: Total number of Volunteer
area Peer Leaders

10 | of Behaviour Change Numerator: Number of Behaviour Monthly Non-Governmental Organisation
Communication events by Change Monthly Project Register
type (Folk media, AV Communication events organised last
shows and Infotainment) month by type
organised against planned Denominator: Total number of Behaviour

Change Communication events
planned for
the month

1 % of persons trained for Numerator: Number of persons trained Monthly Non-Governmental Organisation
Targeted Intervention by Monthly Project Register
against those planned to be | category of participants
trained Denominator: Total number of persons
(i) Non-Governmental planned to be trained for Targeted

Organisation staff Intervention by category
(if) Qualified health service
providers
(a) Public
(b) Private
(iii) Registered Medical
Practitioners
12 | % of migrants referred for Numerator: Number of migrants who Monthly Referral slip,
Sexually Transmitted sought Non-Governmental Organisation
Infection or Reproductive treatment from referral service providers Monthly Project Register
Tract Infections who sought | for
treatment Sexually Transmitted Infection or
Reproductive Tract Infections
Denominator: Total number of migrants
referred to service providers for
treatment for Sexually Transmitted
Infection or Reproductive Tract Infections

13 | % of functional service Numerator: Number of functional service | Monthly Referral slip,
providers in the month providers in the month Non-Governmental Organisation
(i) Public Denominator: Total number of service Monthly Project Register
(i) Private providers identified and included in the

referral network for treatment for
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Sl | Indicators Calculation Frequency Data Source
Sexually Transmitted Infection or
Reproductive Tract Infections
14 | % of active condom outlets Numerator: Number of condom outlets Monthly Non-Governmental Organisation
by type (conventional and having uninterrupted supply of free and Monthly Project Register
non-conventional) and by SM condoms during the month
primary target group Denominator: Total number of condom
outlets
% of migrants who can state | Numerator: Number of migrants who Quarterly See
or demonstrate correct use could Annexure 11,
of condoms state or demonstrate the correct use of Ongoing
condom Assessment of
Denominator: Total number of migrants Volunteer Peer Leaders and Migrants
included in the assessment
% of stakeholder meetings Numerator: Number of meetings Monthly Non-Governmental Organisation

organised in the month by
type (police, elected
representatives, unions and
associations, others)

organised by type and by primary target
group

Denominator: Total number of meetings
planned

Monthly Project Register

While the monitoring indicators described above will provide information about project status on a regular basis, evaluation
of the Targeted Intervention is to be conducted at the end of the project period to determine the success of the Targeted
Intervention in reducing migrants’ vulnerability to acquiring HIV or AIDS.

Evaluation indicators are measurable parameters for each component and subcomponent of the Targeted Intervention with
a verifiable source of information. The following table describes some of the relevant indicators for project evaluation
purposes:

Indicator

Baseline ‘ Target ‘ Means ofVerification

KNOWLEDGE

% knew that consistent condom use reduces the risk of
HIV infection (among those who heard about HIV or

AIDS)

Behaviour Surveillance
Survey

% correctly aware (with no incorrect knowledge) of all 5
ways of HIV transmission (among those who heard

about HIV or AIDS)

Behaviour Surveillance
Survey

% rejecting at least two misconceptions about reducing
(among those who heard about the risk of HIV infection

HIV or AIDS)

Behaviour Surveillance
Survey

BEHAVIOUR

% had sex with Commercial Sex Worker or en-route
Commercial Sex Worker or non-regular
non-commercial partner in last 12 months

Behaviour Surveillance
Survey

Condom use in last sex

Behaviour Surveillance
Survey

1. With any type of partner

2. With regular commercial partner

3. With non-regular commercial partner

4. With regular non-commercial partner

5. With non-regular non-commercial partner

6. With non-marital non-cohabiting partner

SELF-REPORTING OF SEXUALLY TRANSMITTED DISEASES SYMPTOMS

% suffer from -

Behaviour Surveillance
Survey
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2019

Indicator Baseline | Target | Means ofVerification

- Genital Discharge Behaviour Surveillance
Survey

- Genital ulcers or sores Behaviour Surveillance
Survey

% had sex with any partner while suffering from
Sexually Transmitted Infections

Behaviour Surveillance
Survey

RISK PERCEPTION

Perception of risk for contracting Sexually Transmitted
Infections

Behaviour Surveillance
Survey

Perception of risk for contracting HIV or AIDS

Behaviour Surveillance
Survey

OTHER

Time of condom use (before first penetration) Behaviour Surveillance
Survey

Male to male sexual behaviour Behaviour Surveillance
Survey

Median age at sexual debut

Behaviour Surveillance
Survey

PROCESS INDICATORS

% heard about Sexually Transmitted Infections

Behaviour Surveillance
Survey

% seeking treatment for Sexually Transmitted
Infections (among those who reported having either
genital discharge or genital ulcers)

Behaviour Surveillance
Survey

% obtained medicines for Sexually Transmitted

Behaviour Surveillance

Infection (among those who sought treatment) Survey
% reported completely cured (among those who Behaviour Surveillance
received medicines) Survey

% knew any persons from neighbourhood talking about
unprotected sex and danger of Sexually Transmitted
Infection or HIV or AIDS

Behaviour Surveillance
Survey

% witnessed any Behaviour Change
Communication event on HIV or AIDS

Behaviour Surveillance
Survey

Tool

Annexure 110ngoing Assessment of Volunteer Peer Leaders and Migrants
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Objectives

ANNEXURE 1

A risk assessment seeks to ascertain whether male migrants in the potential intervention area are at risk by gathering the
following information:

Study Design:

Demographic profile of the risk population;

Different types of partners among the risk population;

Proportion who have correct knowledge about the modes of HIV transmission;

Proportion who do not have any myths about the modes of HIV transmission;

Condom related indicators;

Proportion who suffered from Sexually Transmitted Infections in last 12 months;

Proportion who sought treatment from a qualified practitioner for Sexually Transmitted Infections;
Proportion who feel high risk with a female partner if they have sex in exchange for money or in kind;
Proportion who feel it is important to know HIV status;

Proportion who intend to get themselves tested.

Nature of the study:

Quantitative - data collected through personal interviews with the help of a structured questionnaire

Target group

Male
SECC,D, E1
Aged 15 to 44 years

Sampling procedure:

Electoral rolls can be used as sampling frame;
Up to 100 polling booths selected through systematic random sampling procedure;
In each polling booth area, 2 households identified through systematic random sampling procedure;

In each household, 4 interviews conducted following the right-hand rule.

Weighting procedure:

Weighting is necessary to ensure that data correctly represents the overall situation in the intervention
area;
The weighting procedure adopted is detailed below:

List total number of males in the household. Weight all males aged 18+ to the male voter
population;

From this is derived the total population of those aged between 18-44 years;

Assuming that those aged 15 to 17 years are similar in number to those aged 18-20, the
universe of those aged 15-44 can be derived;
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For each male there is data at household level (bachelor or family households and SEC) and at
individual level (age, education and marital status). Of these data, the most critical type is
household and age;

Hence for each of the cells of age X type of household the universal figures can be derived;
These weights are then applied to the individual section of responses.

Definition of Those at Risk:

In last 12 months fell into any one of the categories below one or more times:
Had sexual intercourse;

With female partner in exchange for money;
With female partner in exchange for kind.

Had sexual intercourse with male partner in exchange for money;

Had sexual intercourse with eunuch in exchange for money.

No. | Questions Coding Categories
1 Age Age
2 Ethnicity Ethnicity
3 Marital status Never married 01
Married, staying with wife 02
Married, not staying with wife 03
Other 04
4 Household type Family 01
Bachelor 02
5 Occupation Unskilled 01
Skilled 02
Petty Trader 03
Other 04
6 SEC
7 () Sexual partners (excluding wife) in the last 12
months:
(i) Female for money Yes 01
No 02
(i)  Female for kind Yes 01
No 02
(iv) Male Yes 01
No 02
(v) Eunuch Yes
No
8 Alcohol consumption At least once a week 01
Less often 02
Never 03
9 HIV or AIDS knowledge — Which of the following can Sexual intercourse 01
transmit HIV? Mouth-to-mouth kissing 02
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No. | Questions Coding Categories
Touching 03
Infected blood 04
Mosquito bites 05
Infected needles 06
Sharing toilet 07
Mother to child 08
Sharing utensils 09
Barber’s blade 10
Sharing clothes 11
10 | Perception of risk of sex with regard to
contracting HIV
Female for money Low 01
Medium 02
High 03
Female for kind Low 01
Medium 02
High 03
Non-commercial Low 01
Medium 02
High 03
11 | Beliefs or myths about how to tell if someone Blood test 01
has HIV or AIDS Doctor 02
Looks weak 03
Weight loss 04
Continuous high fever 05
Spots on skin 06
Body pale 07
Tuberculosis 08
Diarrhoea 09
12 | Suffered from Sexually Transmitted Infection in | Yellowish discharge 01
past 12 months Watery discharge 02
ltching around genitals 03
Burning pain 04
Pain during intercourse 05
Genital ulcers 06
Swelling in genitals 07
Swelling in groin 08
Blood in urine 09
Failure to pass urine 10
13 | Treatment for Sexually Transmitted Infection in | Visited government doctor 01
past 12 months Visited private doctor 02
Other treatment 03
14 | Condom usage Last time had sex 01
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No. | Questions Coding Categories
Every time in last 3 months 02
Every time in last year 03
Intend to use next time 04
Do not intend to use nexttime | 05

15 | Condoms used with which partners Commercial for money 01
Commercial for kind 02
Non-commercial 03
Male 04
Eunuch 05

16 | Factors which make using condom difficult

17 | Attitudes towards condoms Shows lack of trust in partner 01
Breaks easily 02
Diminishes pleasure 03
Only to be used if you have a 04
disease
Macho men don't use it 05
Forget to use after drinking 06
Uncomfortable doesn't fit 07

18 | HIV Testing Important to know one’s status | 01
Not important to know one’s 02
status
Intends to get an HIV test 03
Does not intend to get an 04
HIV test

ANNEXURE 2

Preliminary and detailed mapping studies provide information on the presence of migrant workers who engage in high risk
behavior, so as to accurately determine target group size and area coverage for effective field communication, two integral
aspects of designing an evidence-based Targeted Intervention.

Objectives

A preliminary mapping study serves to acquire a geographic breakdown of the intervention area, as well as to gain insight
into:
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The basic ethnic, religious and cultural background of its population;
The various congregation points of high risk men;
The presence of sex workers;
The presence of various elements such as video parlours, mandals, Non-Governmental Organisations,
temples, hotels, lodges, bars and movie theatres that could be vantage points for target-efficient field
communication.

The preliminary mapping provides a general overview of the entire geographic area, and is the basis to accurately refine

structured methods and tools needed to conduct a detailed mapping study.

Methodology:

Time period: 5 weeks

1. Outreach Workers are intensively trained on the methodology of conducting the study and familiarised with
the mapping tool conducted in the area;
2. Outreach Workers are provided with a map of the intervention area;

Outreach Workers initially cover the entire area on foot or by vehicle to observe and gain preliminary insight
into the geographic characteristics of the area, as well as to cursorily identify locations of the different
elements;

4.  Inaccordance with the map and their initial observations, Outreach Workers demarcate the area into distinct
closed areas or clusters for convenience of coverage to conduct the preliminary mapping tool;
Subsequently, Outreach Workers visit each cluster, in which they;

Sketch the geographic location of the cluster;
Interview three Key Informants in each cluster utilising the mapping tool (ensuring three responses to each
question in the tool).

The Key Informants in each area include shopkeepers, cinema hall employees, slum residents, housing colony residents,
slum development officers, Brihanmumbai Municipal Corporation officers, private doctors, government hospital doctors,
Non-Governmental Organisations, industry employers and employees, bar owners and clientele, railway station masters
and bus depot in-charges.

Objectives:

In order to ensure a target-efficient, streamlined field intervention among migrant workers, a detailed mapping study is
conducted, focusing on:
1. An assessment of the target group size of high risk men in the intervention location

Identification of target-efficient hotspots or strategic locations for field communication

Identification of scope of coverage at existing hotspots

Determination of a possible range of field communication activities to be conducted at hotspots

An assessment of the presence of Commercial Sex Workers in the area and type of sex work conducted

ok wn

Methodology:

Time period: Approximately one month to six weeks for each component

Outreach Workers are intensively trained on the methodology of conducting the study and familiarised with the different
mapping tools conducted in the area, to ensure that they interview at least eight respondents in one day.

The detailed mapping tool is developed based on the observations of the Outreach Workers as well as the different
responses of the Key Informants in the preliminary mapping study.

The detailed mapping has four primary components:

1. A detailed mapping tool to gain information on target group size as well as congregation points of
high risk men (see Annexure 4);
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2. A Commercial Sex Worker assessment to gain information on sites of sex work as hotspots
for field communication activity (see Annexure 5);

3. A screening of hotspots, including mandals and video parlours, to gain information
on high risk men and potential types and frequency of field communication activiies (see
Annexures 6and 7);

4, A drainage assessment to avoid overexposure or underexposure of the target group to field
communication activities.

Component 1 — Assessment of Target Group Size and Congregation Points

1. Outreach Workers map each lane in the area and demarcate the geographic area into six clusters,
based on the preliminary mapping as well as on more detailed observations on foot or by vehicle;

2. Each cluster is further divided into smaller pockets, based on local names of respective areas;

3. In each smaller pocket, Outreach Workers conduct detailed mapping using the tool with three Key

Informants, to ensure that each question in the tool has three responses.

4, In each smaller pocket, Outreach Workers observe and identify the total number of structures (counting
each structure in each lane), as well as the proportion of structures that house single men and those that
house men in families;

5. In each smaller pocket, Outreach Workers interview three Key Informants to assess the number of men
living in single-men households and the number of men living in family households;

The target group size is calculated according to the following formula

(Average number of family-men structures X Average number of men in family household) + (Average
number of single-men structures X Average number of men in single-men household);

8. In each smaller pocket, Outreach Workers observe and identify the number of mandals, video parlours,
sex work spots (including hotels, lodges and bars where sex work takes place), saloons, bhissis, daily
labour job posting points as well as tea and paan stalls. Each element has a separate component in the
detailed mapping questionnaire. In each pocket, for each element, Outreach Workers collect responses
from three Key Informants, based on the questions in the detailed mapping tool.

9. In each smaller pocket, Outreach Workers observe and identify the number of congregation points of
high risk men to ensure targeting efficiency with regard to field communication;

10.  The Key Informants in each smaller pocket include shopkeepers, cinema hall employees, slum
residents, housing colony residents, slum development officers, Brihanmumbai Municipal Corporation
officers, private doctors, government hospital doctors, police, Non-Governmental Organisations, industry
employers and employees, bar owners and clientele, railway station masters and bus depot in-charges.

Component 2 — Commercial Sex Worker Assessment

1.

In each smaller pocket, Outreach Workers interview three Key Informants to gain insight into the location of sex work
spots, average rates charged by Commercial Sex Workers for sexual encounters, types of sex work in the area, the
manner in which clients approach Commercial Sex Workers, and work timings of Commercial Sex Workers.

The assessment can provide insight into whether male residents visit Commercial Sex Workers within the target area
or frequent red light areas outside the target area.

If there are no visible sex work sites, Outreach Workers can consult with any Non-Governmental Organisations that
have established focused interventions with Commercial Sex Workers. These can assist in providing an estimation of
the total number of sex work sites as well as the types of sex work occurring at these sites.

Component 3 - Screening of Mandals and Video Parlours:

1.

In addition to the information on the number of mandals and video parlours and their basic characteristics provided in
the main detailed mapping tool, Outreach Workers can conduct a detailed screening of these elements to assess their
suitability with regard to communication programming;

A detailed screening tool should be conducted for each video parlour and mandal situated in each smaller pocket;

Video Parlours — Outreach Workers conduct in-depth interviews with patrons and owners of each video parlour,
using separate tools for owners and patrons (see Annexures 6 and 7). The questionnaire developed for patrons
is quantitative, and the questionnaire developed for owners is qualitative. The latter also highlights the types of shows,
number of shows on a daily basis, and the average number of patrons at each show;
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4. Mandals- Outreach Workers conduct in-depth interviews with presidents of mandals using the screening tool
developed (see Annexure 4).

Component 4 — Drainage Assessment

The detailed mapping tool can provide refined information on target-efficient hotspots. However, it may remain unclear
whether the men who frequent these different spots are from the same area (i.e. the same group frequenting different spots)
or from different areas. To assess this possible duplication, the following steps are necessary:

1.

2.

First, current field communication locations are marked on a map of the intervention area. Then Outreach
Workers try to assess, for each particular spot, the predominant areas from which the target group members
arrive, showing the drainage from various areas at that particular spot. These areas are marked on the map as
areas that are being reached through current communication activities;

This assessment provides information on areas where there is overlap and consequently overexposure to field
communication activities, as well as areas of non-drainage (areas that are not being reached at all). In areas of
overexposure, the frequency of field communication activities can be reduced. Targeted Interventions should be
initiated for areas that are underexposed to field activities.

ANNEXURE 3

Location:

Draw a map of the geographical location (3 km radius, keeping the clinic as the centre).
Specify landmark to make the map.

1. Which is the nearest railway station in this area and how far away is it?
2. Which is the bus depot in this area and how far away is it?
3. How many markets are there in this area? List those names and number of shops.

Respondent 1 Respondent 2 Respondent 3

Markets

No. of shops Markets No. of shops Markets No. of shops

4. How many cinema halls are there in this locality? List those names.

Respondent 1 Respondent 2 Respondent 3
Cinema No. of shows Cinema No. of shows Cinema No. of shows
halls and people halls and people halls and people
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5. Are there any slums in the area? Please list their names.

Respondent 1 Respondent 2 Respondent 3
Name of No. of houses Name of No. of houses Name of No. of houses
slum and population slum and population slum and population
6. Are there any residential colonies in the area? Please list these.
Respondent 1 Respondent 2 Respondent 3
Name of No. of houses Name of No. of houses Name of No. of houses
colony and population colony and population colony and population
7. Is there any industry in the area?
Respondent 1 Respondent 2 Respondent 3
Name of Shift and No. Name of Shift and No. Name of Shift and No.
industry of employees industry of employees industry of employees

8. How many bars are there in this locality? If possible please list those names.

Respondent 1 Respondent 2 Respondent 3
Name of bar No. of clients Name of bar No. of clients Name of bar No. of clients
in a day in a day in a day
9. Is there any RLD nearby? List those names.
Respondent 1 Respondent 2 Respondent 3
Name of RLD | No. of CSWs Name of No. of CSWs Name of RLD | No. of CSWs

RLD
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10. Is there any Non-Government Organisation working in the area? List those names.

Respondent 1 Respondent 2 Respondent 3
Name of Non- [Transgender they|  Name of Transgender Name of Non- Transgender
Government work with Non- they Government they work
Organisation Government work with Organisation with

Organisation

11. Is there any other point where adult males come together in the area? List those places. (Video
Parlours, bissi, daily labour job posting points, etc.)

Respondent 1 Respondent 2 Respondent 3

Type and No. No. of men Type and No. No. of men Type and No. No. of men

12. Is there any Truck Terminal, Auto or Taxi Stand, mechanic garage? List those places.

Respondent 3

Respondent 1 Respondent 2
Type of halt No. of Type of halt No. of Type of halt No. of
point vehicles point vehicles point Vehicles

13. Other Information
Type of work;
Language;
Religion.

Note: Key Informants for preliminary mapping include:

Shopkeepers in the market;

Cinema hall employees;

Residents of slum;

Resident of housing colonies;

Slum development office;

Brihanmumbai Municipal Corporation office;
Private doctor;

Government hospital doctor;
Non-Governmental Organisations;
Industry people: Employee and employer;
Bar: owner and clients;

Railway station master;

Bus depot in-charge.
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ANNEXURE 4

1. Cluster Number:
2. Name of Locality:

3. Type of Locality: 1. Residential 2. Commercial 3. Residential & Commercial
4. Other

4. Description of Structures:

Structure no. Name of sub- Type of Number of Number of
locality structure structures single men
staying
in structure
1
2
3
4
5
6
7
8
9
10
5. Number of mandals:
6. Number of bhissis:
7. Number of video parlours:
8. Number of DLJPP:
9. Number of bars: Number of ladies service bars:

10. Potential spots for our activity:

Name of spot Landmark Type of activity [ Average crowd Transgender
(Suggested) background
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11. Mandal Assessment Sheet

Respondent 1

Respondent 2

Respondent 3

Name of mandal

Location

Registration

Type of mandal

Youth Mandal
Society Mandal
Ganesh Mandal
Navaratri Mandal
Krida Mandal

Youth Mandal
Society Mandal
Ganesh Mandal
Navaratri Mandal
Krida Mandal

Youth Mandal
Society Mandal
Ganesh Mandal
Navaratri Mandal
Krida Mandal

No. of members

Type of activity
carried out by
the mandal

Area of operation

Relationship with
Non-Governmental
Organisations

Perception of
community

Potential for Targeted
Intervention?

Meeting day and
timings

Chairman &
Secretary

Telephone No.

Comments

12. Video Parlour Assessment

Respondent 1

Respondent 2

Respondent 3

Location

Name of video parlour

Licensed or non-Licensed

Number of theatres

Average shows or day
per theatre

Average audience or show
or theatre

Peak show days

Peak show timings

Average audience or show
or theatre at peak show

Language of movies and
Type of films shown

a) Family

b) Hindi Erotic
English Erotic
d) English Action

a) Family

b) Hindi Erotic
c) English Erotic
d) English Action

a
b
c
d

Family

Hindi Erotic
English Erotic
English Action

_— — — —
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Type of audience

Area from where
audience comes

Willingness to
participate in Targeted
Intervention

Potential for Targeted
Intervention activity?

13. Labour Job Posting Points

Respondent 1

Respondent 2

Respondent 1

Location

Number of labourers
standing at a time

Men =
\Women =

Men =
Women =

Men =
Women =

Timings of gathering

Peak time

Type of workers

Workers’ area of residence

Average amount of time
workers stand at the spot

14. Bhissi Assessment

Name of the bhissi

Respondent 1

Respondent 2

Respondent 1

Proprietor

Location

No. of people eating (A)

No. of dabbas sent out (B)

Total (A+B)

Clients basically from the
area

Timings of eating

Willingness to participate
in Targeted Intervention

15. Other areas of high male

congregation:

16. Saloons with more than 3chairs:

1.
2.
3

17. Pan Bidi+ tea stall (More than 7 people standing at a time)

1.
2.
3.
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18. Commercial Sex Activity:

Opinion 1 Opinion 2 Opinion 3 Opinion 4 Opinion 5 Opinion 6 Opinion 7 Opinion 8

Location

Type of spot

Commercial Sex
Worker staying
at the spot?

Type of
Commercial
Sex Worker
(Practice

At same place,
outside)

Commercial Sex
Worker staying
with?

Number of Client
Or Commercial

Sex Worker or
day

Number CSW

Activity place

Number of fixed
Clients or

Commercial
Sex Worker

Clients from
area

Activity rate

Other: Modus

Operandi:

Sr. Locality Sub-locality No of No. of Type of Activity | Numberof | Client Activity Modus
No. structures Female Female Place Clients of Area Rate operandi

of Female Sex Sex Female
Sex Workers Workers Workers Sex
Workers or
day

1

2

3

4

5

6

7

8

9

10

11

12

13




[T [—ave 3(ii)] T T TSI : IFTET 22, 2020/ 31, 1942 2033

ANNEXURE 6

The script below is an example of how to ask questions to gather information about a hotspot and the population that
frequents it. The example in this case is a video parlour, but similar information could be elicited from a different kind of
hotspot. The factors to be investigated are:

Length of experience of owner or facilitator of hotspot
Days and times of operation

Prices charged (where relevant)

Languages or ethnic groups catered to

Numbers of migrant population who frequent the hotspot, by each day of the week and at different times of day
Proportion of people who return

Any other factors that influence migrant population members to frequent hotspot or participate in its activities

The script below is for guidance only; as the Outreach Worker establishes a report with the interviewee, the real- life
conversation can flow more naturally. However, it is important for the Outreach Worker to have a checklist of relevant
questions so that he or she does not forget to ask for all the necessary information.

Namaste, My name is ___ and | work for an Non-Governmental Organisation named XXX. It is an Non-Governmental
Organisation that works for the betterment of health of people. We are gathering information to learn more about people
who are at risk of AIDS. Now, | want to gather some details about the different kinds of people who come to your parlour.
This information will help us serve people at risk of AIDS in a better way.

1. Could you please tell me since when are you running this video parlour? How many screens do you have, i.e. at one
particular time how many movies you can show?

How many days of the week do you operate? What is your day(s) off?

What languages are your movies in?

What categories of movies do you show (family, action, erotic, etc.)?

o R~ e

Do you show all categories of movie everyday, or is there any particular day assigned for the particular category? If
S0, which categories of movies are shown on which days?
6.  Ifthis parlour has multiple screens, on how many screens do you show which category of movies?

7. What s the time gap between two shows?

8. How much do you charge for each movie? Is there a price difference between the categories of the movies? What is
the detailed pricing?
9. I would like to know more about the types of people who visit your parlour. Please tell me what types of men generally

come here - their age, educational background and occupation.
Please give me a detailed idea of the average number of people coming per show on each day of the week.
Time Mon Tue Wed Thu Fri Sat Sun
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11. Among the people who come to watch any particular show, what proportion of them comes back for
another show?

12. Is there a day in the week when a large number of people come in comparison to other days? Is there
any particular reason behind it?

13. Is there a time during the day when a large number of people come in comparison to other times? Is
there any particular reason behind it?

14.  How frequently you do change the movies, i.e. for how many days generally do you show a
particular movie?

ANNEXURE 7

The table below gives an example of the kinds of questions used to gather information about migrants who
frequent a hotspot and their relationship to it. The example in this case is a video parlour, but similar
information could be elicited from a different kind of hotspot, with a modified questionnaire. The factors to
be investigated at any hotspot are:

Age and educational background

Geographic and linguistic origin

Occupation and income

Length of time in present location, and whom residing with

Timings and frequency of visits to hotspot, reasons for doing so and particular interests there

Whether frequenting other hotspots

Frequency of sexual behaviour during past 3 months

Sexual partners and locations of sex
The script below is for guidance only; as the Outreach Worker establishes a report with the interviewee, the
real- life conversation can flow more naturally. However, it is important for the Outreach Worker to have a

checklist of relevant questions so that he or she does not forget to ask for all the necessary information.
Name of Video Parlour | Code Movie Timings

01

02

03

04

05

06

07

08

09

10

Date ID CODE START TIME |

Day END TIME |
Name of Interviewer




[T H—ve 3(ii)] HTLA T TSI - 3R 22, 2020/5199 31, 1942 2035
Section 1: BACKGROUND
No. Questions Coding Categories
Could you please tell me how old you are now? Age
2 | Could you please tell me to which level you have studied? Illiterate 01
Literate but no schooling 02
Primary (1-4) 03
Middle (5-7) 04
Secondary (8-10) 05
Higher Secondary (11-12) 06

3 | Could you please tell me, what is your occupation?

Which language do you speak? Marathi 01
Hindi 02
Tamil 03
Telgu 04
Malayalam 05
Urdu 06
Other
5 | Could you please tell me which State you are from? Maharashtra 01
Andhra Pradesh 04
Tamil Nadu 05
Karnataka 06
Kerala 07
Uttar Pradesh 08
Bihar 09
Other
Where do you stay in this city?
7 | How long you have been living here?
No. of completed years
If less than 1 year 00
Since birth 97
8 | With whom do you stay? Alone 01
With wife 02
With parents or parents-in-law 03
With friends 04
With relatives 05
With co-worker 06
With wife and parents 07
Others
9 | Could you please tell me , whetheryouare-___ ? Single 01
(Use one code only) Married 02
Divorced 03
Widower

04
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10  |What is your average monthly income? Up to Rs. 1500 01
Rs. 1501 to Rs. 2000 02
Rs. 2001 to Rs. 5000 03
Rs. 5001 to Rs. 8000 04
Refuse to say 05
No income at all 06

Section 2: RELATIONSHIP TO HOTSPOT

No. Questions Coding Categories
11 | Inaweek, how many times do you watch movies in this
parlour?
12 | Ina week, on which days do you come to this video parlor? Monday 01
(Multiple answers possible)
Tuesday 02
Wednesday 03
Thursday 04
Friday 05
Saturday 06
Sunday 07
Holidays 88
No specific day 99
13 | Which shows do you prefer to watch?
14 | What type of movie do you generally prefer to watch? Romantic Film 01
Horror Film 02
Comedy Film 03
Blue Film (Erotic Film) 04
Action Film 05
Other
15 | How much time it takes to reach this video parlour from the
place you stay?
16 | Do you go to other parlours to watch movie other than this |Yes 01
video parlour? No 02 —> Q21
17 | Where are these parlours located?
18 | How many times in a week do you go to other video
parlours?
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19 | Which days do you go to watch movies at these video Monday 01
parlours?
(Multiple answers possible) Tuesday 02
Wednesday 03
Thursday 04
Friday 05
Saturday 06
Sunday 07
Holidays 88
No specific day 99
20 | Which shows do you prefer to watch in those video
parlours?
SEXUAL BEHAVIOUR

Introduction: Now | will ask you few questions related to your sexual behavior in the past 3 months. Whatever
information you provide will be kept confidential.

No

Questions Coding Categories
21 | Have you ever had sex in the last 3 months? Yes 01 Continue
Thank and
No 02 terminate
22 | Think about the female sexual partners you've had in the
last 3 months. Would you say they were
“REGULAR ” PARTNERS- Wife(s)
“COMMERCIAL” PARTNERS - Partners with whom you | _REGULAR
had sex in exchange for money Yes 01
“NON-COMMERCIAL” PARTNERS - Sexual partners you |__NO 02
that you are not married to and did not pay, such as Don’t Know 98
fiancée, girlfriends, mistress
COMMERCIAL
(DO NOT INCLUDE SPOUSE in this category) YES 01 Q23
No 02
Don't Know 98
NON-
COMMERCIAL
YES 01
No 02
Don't Know 98
No | Questions Coding Categories

Instructions: Q23 IS ASKED TO THOSE WHO HAVE CODED ‘1’

OTHERWISE, PROCEED TO Q24

IN “COMMERCIAL PARTNER” IN Q22.

23

Could you please tell us which place(s) you went to to have
sex with a Commercial Sex Worker?

01
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02
03
04
05
24 |Some people have sex with women or girls, and others |Yes 01
have sex or masti with other men or boys. In the last 3
months, did you have sex or masti with another man or No 02 Q27
boy?
25 |What type of sex did you have with a male partner? Anal Sex 01
(Multiple answers possible) Oral sex 02
Manual sex 03
26 |Could you please tell us where you went to have sex? (Anal 01
sex, oral sex or manula sex)
02
03
04
05
27 |Some people have sex with men or boys, and others have | Yes 01
sex or masti with hijra. In the last 3 months, did you have
sex or masti with any hijra? No 02 — Thank and
terminate
28  |What type of sex did you have with a hijra partner? Anal Sex 01
(Multiple answers possible) Oral sex 02
Manual sex 03
29 |Could you please tell us where you went to have sex with a 01
hijra partner?
02 Thank
03 and terminate
04
05
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ANNEXURE 8

Model HIV or AIDS Workplace Policies

Ambuja
Cement

POLICY ON HIV/AIDS

We, at Ambuja Parivar, shall strive to inculcate the awareness of
HIV/AIDS at the deepest level amongst our employees, contractual
workers, their families, truckers and the community around us to
prevent its occurrence. Necessary health care assistance shall be
extended to those afflicted with assured confidentiality. We will not
discriminate against any employee because of this disease and we will
provide them treatment with Anti-Retroviral drugs, as and when
necessary.

A rehabilitation programme for the epidemic with a strong message to
eliminate the misconception of social stigma and discrimination would
also be launched. A Core committee will be set up to develop and
implement HIV/AIDS programme of GACL and suggest policy and
programmatic changes as and when necessary.

Ambuja will collaborate with International Labour Organization (ILO),
State AIDS Control Society and other concerned Organizations to get

guidance/technical support in its HIV/AIDS workplace programme.
Neart

Suresh Neotia

Chairman
Place: New Delhi
Date: 17.08.2004

GUJARAT AMBUJA CEMENTS LTD.
248, Okhla Industrial Estate, Phase-ill, New Delhi-110020, INDIA.
Tel - 91-11-51613001, 26327632 Fax : 91-11-51613929, 26848007
{Rege Off PO Ambuja Nagar, Taluka Kodinar, Distt Junagarh, Gujarat - 362 715)
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@ TRANSPORT
“== CORPORATION OF
> Mo tro

Corporate Office

©

Cl House

NWW.GTouUDia Co
sorpcrate @1 com

Transport Corporation of India (TCI) - Group
POLICY ON HIV / AIDS

TCl Group recognizes that HIV/AIDS can have adverse impact on the workers, families,
communities and society at large, TCl, through TCl Foundation is already engaged in
implementing an HIV/AIDS intervention programme for truckers.

We, as a proactive employer are committed to prevent the epidemic, provide care to those
infected and affected by HIV/AIDS and make a difference to the industry and sphere in
which we operate.

The compenents of our policy are as below:
(1) We will not undertake or insist on pre-emplayment testing for HIV.
(2) We will not discriminate against employees infected or affected by HIV/AIDS
(3) Empioyees’ HIV status will be maintained with utmost confidentiality

(4) We will enable our employees with HIV related illnesses to work for as leng as
they are medically fit in executing their official duties

(5) We will promote prevention efforts through information and education among
our employees, vendors, operating crew and others connected with us in our
business, thus ensuring HIV/AIDS education is provided to each and every
worker, and their families.

(6) We will extend required support to the affected individuals in mitigating their
suffering.

(7) We will treat HIV/AIDS like any other serous illness and provide treatment and
support as per TC! medical pelicy

The committee canvened by Mr, A.K. Bansal, will aiso review the policy compenents and their
mplementaticn fram time to time and make necessary revisions.,

TC| will colizborate with the International Labeur Organization (ILO), and other age7€s for

| will
techinical assistance in Implementing its workplace programme on HIV/AIDS, [//

Date: December 7, 2005 D P AGARWAL
Place: Gurgaon Vice Chairman &

Managing Director

FReqd Off. : Flat No. 306 & 307, 1-8-271 to 273, 3™ Floor, Ashoka Shoopal Chambers, S. P. Road, Secunderabad ~ 500 003
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——t
K. Sujatha Rao NCO

Additional Secretary & Dinvetor Genoral

Nutional AIDS Conral Orgaansation. Mmistry of Health and Family \\’eli‘ntc (:no\'\'tnmrnl ol lm||u-

Dated the 18" Apnt 2006

Subject : NACO guidelines for strengthening the HIV/AIDS intarventions in the
world of work

Dear Colleaguas

As you may know, protecting worklorce is dantified as & key pnooly by the
National Council on AIDS, chaired by the Prime Ministar

| am pleased (o send you the anclosed guidelines for strengthemng the world
of wark interventions | am sure you will lind theve guidelines useful in sirengthonng
the HIVIAIDS response o the world of work and mainstizaming HIVIAIDS in the
programmes ot Governmen! deparimanis. private sacior, enploya- s oiganzanons
trade unlons and civil sociely organizalions. | oncowrages you o andly shane these
guidelinas with ralevan! State leve! partnars

There are several pohey/training/communication inatadals developed by ILO
India that are availlable for adaptution and use at your kevel The Lat s included in the
guidelines Ploasa feel Iroo o ash ILO 1o thase matenals

1 Look tacward Lo recaiving vouw wark plans an this componant

With regaras

Yours sincerely,

(K. Sujatha Reo )

Enciosue As above

RECEIVED
All PDs of SACS
Copy +v : 20 AFR 2006
L-Pls “Leglo Tegmo Rededy , Disector, Trc L2, SNONEW AL 14
2. N fe Br1oun , Counilny Coomdinates  LINA THE
ot Qﬁ:’a“ Trasmdd) ardnar o farerm rreamh st i) qmv; ware n ot

Know your HIV status: go 10 the nearnst Gavernment Hospital for fiee Voluntary Counselling and Tosting

Wb e bl lawr, M oanistiy N Oull " 1 Phis o ASEAA T e M"wo4 LA
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N&C O

National AIDS Control Organisation guidelines on Strengthening HIV or AIDS interventions in
the world of work in India

To:
All Project Directors, State or District AIDS Control Societies Health Secretaries, State Governments and Union Territories

The AIDS Policy of the Government of India stresses that the organised and unorganised sector of industry needs to be
mobilised for taking care of the health of the productive sections of their workforce.

Nearly 90% of the HIV infections have been reported from the most productive 15-49 years age group in India. If urgent
efforts are not taken, this will adversely affect workers, their families, enterprise performance and the national economy.
India has a working population of around 400 million, 93% of whom are in the informal economy, who are more difficult to
reach. These workers are especially vulnerable to HIV or AIDS. Generally, they have low access to health care facilities and
low health seeking behaviour. They have either no or low social protection benefits. It is, therefore, necessary to strengthen
HIV or AIDS programmes in the world of work in India on an urgent basis.

No organisation can do it alone. This can happen if HIV or AIDS response becomes truly multi-sectoral and HIV or AIDS is
mainstreamed in the existing programmes of ministries, government departments, private sector, employers’ organisations
and trade unions or civil society organisations. To give highest priority to the mainstreaming process, a National Council on
AIDS (NCA) has been set up in India, which is chaired by the Prime Minister. The objectives of NCA are:

To mainstream HIV or AIDS in all ministries and departments by treating it as a development challenge,
and not merely a public health problem;

To provide leadership to mount a multi-sectoral response to combat HIV or AIDS in the country with
special reference to youth, women and the workforce.

These guidelines are issued with a view to help State AIDS Control Societies and other relevant stakeholders in
strengthening HIV or AIDS response in the world of work at the national or State levels.

HIV or AIDS workplace policy:

State AIDS Control Society can assist government departments, private sector, employers’ and workers’ organisations to
develop workplace policy, based on the national policy framework and the guidelines of the International Labour
Organization Code of Practice on HIV or AIDS and the world of work. Key principles of the International Labour Organization
Code around which policy can be developed are:

Recognition of HIV or AIDS as a workplace issue, non-discrimination due to HIV status, gender equality, creation of healthy
work environment, social dialogue, no HIV screening for the purpose of employment, respecting confidentiality regarding
HIV status, continuation of employment relationship as long as a person is fit to work, provision for HIV prevention efforts
through education and training of employees and their families, and care and support, including counselling of individuals or
families and treatment.

Operational or programmatic issues:

State or District AIDS Control Societies should designate a staff member to coordinate workplace
interventions at the State AIDS Control Society level. If it is not possible to dedicate a staff member from
the existing personnel, a request may be made to National AIDS Control Organisation for seeking
approval of a dedicated person to be appointed on contractual basis at the level of the Non-
Governmental Organisation adviser.

State AIDS Control Society should develop a clear work plan, with timeline and budget, which could be
presently supported from the inter-sectoral component under the State AIDS Control Society budget. If
allocation is not available, State AIDS Control Society should seek funds from National AIDS Control
Organisation by sending a work plan along these guidelines. State AIDS Control Society should include
this component under the State PIP being prepared for National AIDS Control Programme Ill. State AIDS
Control Society work plan for this component should cover the following areas:
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Sensitisation or capacity building programmes for key departments, employers’ organisations or
chambers, trade unions, starting with main sectors in the states;

Assisting partners in developing their work plans, and supporting them in terms of training or
materials or condoms. Enterprises should be encouraged to implement their work plans at their
own cost. The support from State AIDS Control Society should be technical in nature related to policy
development, training of peer educators, provision of communication materials, condoms and
facilitating linkages with the Voluntary Counselling and Testing Centres or Sexually Transmitted
Infection clinics or Antiretroviral Therapy centres. Enterprises should be encouraged to support the
cost of treatment, including treatment with Antiretroviral drugs, for their employees or families as part
of their policy. For contractual employees, they can set up linkages with government hospitals or
Antiretroviral Therapy Centres or Employee State Insurance Corporation scheme, wherever
applicable;

State AIDS Control Society can offer technical as well as financial support for projects of small and
microenterprises and trade unions in the formal and informal sectors. It would be critical to identify
entry points through industry associations, unions and other bodies’ while developing these
interventions. State AIDS Control Society can engage their partner Non-Governmental Organisations
to help in this process;

State AIDS Control Society should support setting up Voluntary Counselling and Testing Centres in
enterprises which have their own clinical set-up. This will enhance the coverage of Voluntary
Counselling and Testing Centres in the State;

State AIDS Control Society should also collaborate with the State labour departments, Central Board
of Worker's Education and Employees State Insurance Corporation, two key institutions of the
Ministry of Labour and Employment Government of India, who are engaged in the HIV or AIDS
programme. Employee State Insurance Corporation scheme also covers for Antiretroviral Therapy
drugs. However, State AIDS Control Society may like to collaborate with them for training of doctors,
so that treatment protocols are correctly followed;

Involvement of People Living with HIV or AIDS is an effective strategy in the advocacy or training
programmes which should be implemented in collaboration with the State-level People Living with
HIV or AIDS networks. This is also a good strategy for fighting HIV or AIDS related stigma and
discrimination;

For covering workers in the informal economy, State AIDS Control Society are already
supporting mobile and migrant workers through Non-Governmental Organisations in their Targeted
Interventions projects. This coverage can be enhanced by carefully mapping the State-specific
vulnerable groups and developing composite projects through Non-Governmental Organisations. In
addition, some more approaches can be attempted for enhancing; coverage. First, mainstreaming
HIV or AIDS in the programmes of various government departments or schemes. Second, engaging
civil society organisations - Non-Governmental Organisations working in areas like adult education,
health, Income generation, etc.- to mainstream HIV or AIDS within their activities. Third, engaging
trade unions in their areas where they have their sectoral unions like the agriculture workers unions,
postal workers unions, plantation workers unions, transport workers union, construction workers
union, etc. Fourth, encouraging corporate sector to cover their contractual workers as well as workers
in their supply chains.

Technical support or materials for the world of work programme:

State AIDS Control Society can utilise the following set of materials that have been developed by International Labour
Organization India to support HIV or AIDS interventions in the world of work:

The International Labour Organization Code Of Practice, available in English and Hindi, for policy and programmatic

guidelines.

An Indian Employers Statement of Commitment on HIV or AIDS, signed by seven key employers organisations or
chambers in India: All India Organisation of Employers, Associated Chambers of Commerce and Industry of India,
Confederation of Indian Industries, Employers’ Federation of India, Federation of Indian Chambers of Commerce and
Industry, Standing Conference of Public Enterprises and Laghu Udyog Bharati. This statement is published along with
a working paper on “Enhancing Business response to HIV or AIDS in India- Operational Guidelines with estimated Cost

Analysis”.

A Compendium of Workplace HIV or AIDS policies.

A Training manual for Master Trainers or Peer Educators of enterprises (includes the enterprise-based strategy as

well).
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A CD containing an advocacy film for enterprise, training manual, key presentations and collocation of audio-visual
spots for enterprise-based programmes.

A bilingual (English and Hindi) card game for workplace peer educators.

A training manual for trade unions in English and Hindi, a handbook and a film on role of trade unions on HIV or AIDS
in English and Hindi.

A set of six posters on HIV or AIDS and the world of work.

A flip book for unorganised sector workers, produced by International Labour Organization and Central Board of
Worker's Education.

A handbook for labour administrators in English, produced by International Labour Organization and V.V. Giri National
Labour Institute.

The International Labour Organization materials are available at www.ilo.org/hivaidsindia. International Labour Organization
will be sending a complete set of materials to State AIDS Control Society. The International Labour Organization is also
willing to share the text or art work of posters or materials with State AIDS Control Society, which could be adapted or
translated into regional languages and replicated by State AIDS Control Society.

ANNEXURE 9

Participatory tools are particularly useful when outreach work involves the exchange of sensitive or private information.
Groups like migrants and sex workers themselves can give key insights on existing behaviour, attitudes and practices and
barriers to safer behaviours. Hence it is worth investing in training Non-Governmental Organisation partners and peers in the
basics of participatory techniques. These can be useful not only in the start-up phase but throughout the project cycle when
different messages and Behaviour Change Communication need to be planned, designed and developed.

There are many references and guidelines for participatory techniques for collecting quantitative and qualitative data. Some
of these are summarised below.

Mapping is an effective Participatory rural appraisal technique for gathering information that captures the complexity of local
situations. It helps locate important landmarks in an area and identifies Key Informants or guides. Mapping permits the rapid
assessment and analysis of a particular situation with the goal of providing accurate, timely information that can be used to
develop intervention strategies. An important advantage of this method is that it can be used effectively with uneducated
target groups.

Mapping can collect information on:

N

) Exact locations within the clusters in which the target population reside or operate
2) Validation of estimates of target population in each intervention site

3) Social networks, brothels, truckers halt points, drug-using points, beer bars, lodges, video parlours, and places where
street based sex workers operate

4)  Service facilities such as government or municipal health clinics, family planning clinics, hospitals, Sexually Transmitted
Infection or drug abuse treatment centres, primary health care centres, medical colleges, Voluntary Counselling and
Testing Centres and other health care facilities. This information can be useful for building a referral network during
intervention.

5) Traditional and non-traditional outlets which currently stock or sell condoms
6) Other outlets or persons or places which are potential condom outlets

7)  Other infrastructure, e.g. parks and gardens, water tanks, public toilets and private properties
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Mapping Information Form

City or Town or District Information about Migrant Locations or Sites
Date
Name of the town or city
Name & contact information of the Key Informant
Key Informant type
Key Informant gender
Locations of migrants with estimated numbers
No. Place Name Estimated Number (Range)
1
2
3
4
5
6
7
8
9
10
11
12
13
14
Notes :
Investigator’s signature: Supervisor’s signature:

Separate interviews can be conducted with Key Informants of the community. This is considered an
effective methodology to collect correct information about migrants, as Key Informants are intimately
involved with or exposed to them. Key Informants are individuals with special knowledge, status, or
communication skills who are willing to share what they know with the intervention team. They usually have
direct expert knowledge, or are identified as an expert by others and can give detailed as well as contextual
information. They also have a different relationship to the migrant community than the interviewer or
researcher in terms of providing information, introductions and interpretations, often an a day-to-day basis,
as well as access to observations that an outsider would not normally have.

An illustrative list of who could be productive Key Informant could include:

Administrators and officials, e.g. lawyers, judges, police, doctors and paramedics, teachers, etc.;

Street vendors, taxi or auto drivers, traditional healers, youth club members, community leaders,
Non-Governmental Organisation personnel, dhaba owners, barbers, etc.;

Members of the migrant community and power brokers, migrants, Female Sex Workers, union and
Labour Department officials.
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Key informants Interview Checklist

Date

Name of town or city

Name of location or site

Name & contact information of the Key Informant

Key informant type

Key Informant gender

Male: 1 Female: 2

Questions

Probe points for recording answers verbatim

1 What are the main occupations or work of the people
living at this location? Are they the usual residents
of this place or have they migrated from nearby
places or villages?

Probe for the main occupations or work of the people
living in this locality

2 Are these migrants mainly males living alone, or
do they live with their family?

Probe for the number of male single migrants and
also for those living with the family

3 From which areas mainly are the migrants living
in this locality?

Probe for their place of origin — in-state or out of state

4. Do you know people who gather in and around this
locality in search of employment, who come from the
nearby villages and go back to their place of
residence in the evening?

Probe whether any daily migrants congregate
in this locality

5. Are the migrants living in this locality here
permanently (the majority for more than a year or
s0) or do they come here and go back during
particular months or seasons of the year?

Probe for seasonal pattern of migrants who come to
live here

6. Do you think that the migrants living in this locality
(either male or females) are at risk of getting
HIV infection? If so, why do you think so?
In your opinion, which behaviours of these migrants
make them more vulnerable to getting HIV or AIDS?

Probe for sexual behaviours or drug usage, etc.

7. Do you know any other person(s) who could tell me
more about the questions which | have asked you?
Please let me know their names and contact
addresses.

Write down the names and contact details
of these persons.

Validation and recording the numbers of migrants at the location

8  Total number of the migrants at this location (may be

in range)
9 Males
10 Females

11 Males without family

12 Females without family

Secondary sources are materials already published or recorded by others (individuals, research institutions and papers,
records and registers), including reference works, data from surveys and existing records.



[T [—ave 3(ii)] T T TSI : IFTET 22, 2020/ 31, 1942 2047

Focus group discussion is a method for eliciting qualitative information from a homogeneous group interaction, in order to
produce data and insights that would be less accessible without the interaction found in a group. The key concept here is
group interaction. Unlike simple group interviews, Focused Group Discussions depend as much on the exchange of ideas
among participants as they do on answers to specific questions from the interviewer. In a Focused Group Discussion, the
interviewer is in fact called a moderator, underscoring the role of guide and facilitator in the group process.

Focused Group Discussions can be highly effective sources of data for studies that focus on social norms, expectations,
values and beliefs. These stimulate people to share their own ideas and debate the view of others. Most Focused Group
Discussions have relatively homogenous groups with respect to age, sex and backgrounds, e.g. a group of migrant
labourers of the same age and sex, or a group of community influencers from a particular community.

Checklist for Focused Group Discussion

Discussion points (not guestions) Notes

1. Place(s) of origin of migrants (District, Block, etc.)

2 Type(s) of work in which migrants are mainly involved

3 Awareness about HIV or AIDS among migrants

4 Awareness about Sexully Transnitted Infections

5 People suffering from Sexually Transmitted
Infections and their treatment seeking behaviour

6 Multiple partners for sex or other extra-marital sexual
behaviours

7 Visits to Female Sex Workers

8 Homosexual activity

9 Injecting drug use

10 Knowledge about condoms

11 Availability and use of condoms

12 Any type of sexual harassment heard about by
migrants

13 Any other relevant information

The in-depth interview is a qualitative research technique used to get more detailed information on issues which can not be
fully elicited from a focus group discussion, e.g. a life history. It is similar to a Focused Group Discussion, but the interview
takes place with one individual rather than a group of individuals. The facilitator uses a pre-designed flexible discussion
guide, leaving most questions open-ended.

In-depth interviews require an experienced facilitator with the skills to carry an interview by him- or herself to gain maximum

information. As with the Focused Group Discussion, the interview is so far as is possible to be recorded manually or by tape
recorder after receiving the respondent’s permission.
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Individual in-depth interview form

In-depth interview form for migrants(to be filled in while interviewing migrants at the selected locations)

Migrant profile

1 |How many months per year do you spend in nearby
towns or cities like these for work?

2 | How many months per year do you spend in your home
village

If the above questions do not indicate that the migrant fits the definition for Targeted
Interventions, terminate the interview, otherwise continue.

3 | Where are you from? (Village, Mandal or Taluk or
Block, District, State — record all of these)

4 | For how long have you been migrating (year)?

5 | What kind of work do you do in the town or city?
Digging
Construction labour
Road laying
Masonry
Carpentry
Agricultural labour
Other (specify)

6 |Have you currently migrated:

With all your family members

Some family members, but not including spouse
Some family members, including spouse

No family members (alone)

7 |How do you get work?
Stand in naka everyday, trying to get work

Have a fixed arrangement with a contractor for
whole period of migration

Have a fixed arrangement with a contractor for
some period of migration

Other (specify)

8 | What are the major reasons you have come to this
specific town or city (over others) as a migrant? (Not
reasons for migrating from source, but reasons for
choosing

this specific destination.)

9 | Where do you stay in this town or city? Where do
you solicit for work (if you do)?
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Knowledge and Behaviour about HIV or AIDS

10 | Have you heard the term HIV or AIDS or both?
If yes, continue, otherwise go to 13.

11 How does HIV spread or how is it transmitted?

Mosquitoes
Hugging
Heterosexual practices — penetrative
Kissing
Using the same toilet
Blood transfusion
Lesbianism (female having sex with female)
Sharing blades for shaving in barber shop
HIV infected mother to child
Oral sex
Sharing same syringes for injections
Heterosexual practices — non-penetrative
Homosexual practices
Anal sex
Sharing food

1

2 | How can we prevent acquiring HIV or AIDS?
(Do not prompt)
Using sterilised needles
Accepting only HIV tested blood for transfusion
Abstinence
Be faithful to one partner
Using condoms
All of the above
None of the above
Don’t know

13 We would like to ask you a sensitive question about sex life...

Have you visited a sex worker in the last one month ?
In the last 12 months ?
If you did visit, did you use a condom everytime?
If not, in how many sexual contacts did you use a condom
(out of how many contacts during the last one year)?
If not in all sexual contacts, why (specify)?

14 In the last 3 months, have you ever had any problems such as genital

ulcer, urethral discharge, swelling in groin, burning urination)?
If yes, what did you do?

Any treatment?

Where?

Got cured?

Did you have sexual intercourse with anyone while suffering from
Sexually Transmitted Infection?

15 | Have you ever used a condom?
From where do you procure condoms?
16 | Ask if migrant is married:

Do you use condoms when having sex with your wife (whether
she is living with you here or when you go back to your place)?
Do you use condoms with your wife in all sexual acts or
occasionally?
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ANNEXURE 10

Referral Slip
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ANNEXURE 11

Ongoing Assessment Tool for Volunteer Peer Leaders
under Migrant Targeted Interventions

City State
Occupation of the Volunteer Peer Leader Migrant Site name
Interviewer name Date
S| | Questions Options
1 | Have you heard about AIDS? YES vt 1
2 | Do you know the ways by which HIV or AIDS cannot be transmitted | By shaking hands ..................... 1
from one person to another?
(Tick all the options spon-taneously provided by the Volunteer Peer
Leader)
By mosquito bite ....................... 2
By sharing food together ............ 3
By sharing clothes.................... 4
By accompanying the infected person...5
3 | Do you know the ways by which HIV or AIDS can be prevented? Abstinence...................... 1
Be faithful, one partner........ 2
Use condom in every sexualcontact...3
Blood Safety............ccccociiiiiniins 4
Precaution for needle use................ 5
4 | Do you think a healthy-looking person can get AIDS? YES vt 1
5 | How does HIV spread? HIV infected blood transfusion.......... 1
Sharing of HIV infected needles....... 2
Unprotected intercourse with HIV
infected person................ccccceoouvea. 3
HIV infected mother to the infant....... 4
Other....cccvveiiiiiiiiiiii e, 5
6 | Whatis the difference between other Sexually Transmitted Infections | AIDS is not curable ........................ 1
and AIDS?
Sexually Transmitted Infections are
curable ... 2
Both AIDS & Sexually Transmitted
Infections are preventable ............... 3
Other (SPecCify) ........ccoovvveiiiniinnns 4
7 | Can you describe the steps for correct use of a condom? Correctly described ............cc....... 1
8 | Do you know the places where condoms can be obtained? HospitalS.........cvvvvvveeeieiei, 1
Medical Shops .............cccovvveernnnnn 2
Health workers..................ccccveae. 3
Volunteer Peer
Leaders.........covvveeieiiiiiiiiii 4
Free condom boxes at public place. .5
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Sl. | Questions Options

9 As a Volunteer Peer Leader and being associated with the project, | Lessthan 5.........ccccoiiiiiiiiinnn. 1
how many persons do you contact per week?

Lessthan 10.......cccvevviiieiniiiniiiee, 2
Lessthan 15........cccccovvverinnee 3
Morethan 15..........ccceviiviiicie 4
10 | Are you aware of any disease of reproductive or sexual tract Not aware.......coocvvrveerneerenereenns 0
(Reproductive Tract Infections or Sexually Transmitted Infection)? HENING. oo 1
Can you name any three symptoms of such diseases?
Boils around genitalia........................ 2
Discharge...........cccovvvvvinrine, 3
Ulceration ..........ccooveeiiiieeiiieeennn, 4
Burning or painful urination................ 5
Pain during intercourse..................... 6
Warts on genitalia...............ccccveeee, 7
Lower abdomen pain.............c..cc..... 8
Others (Specifiy)
1 What advice would you provide to a person who is suffering froma | Seek treatment from a doctor ............ 1

lly T itted Infection?
Sexually Transmitted Infection Seek advice from traditional healers... 2

Use condoms.........cceevviireniinncineennn, 3
Complete treatment...............c..ceon 4
Others (Specify)
12 | Do you refer patients who have some signs or symptoms of YES. it 1
Sexually Transmitted Infections?
13 | If yes, where do you refer them? Name of referral places
14 | Do you follow up with the referred cases about their treatment YES it 1
compliance? NOL. et 2
15 | Do you keep condoms for distribution (Free supply & SM)? YES et 1
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Ongoing Assessment Tool for Migrants within Targeted Interventions

Sl. | Questions Options
1 | Have you heard about AIDS? YBS it 1
NO. ..o 2
NO response........cccoevviieiiiiiiiininnn. 3
2 | Do you know the ways by which HIV or AIDS cannot be By shaking hands ............ccccccoeviviiiinnns 1
transmitted from one person to another?
(Tick all the options spon-taneously provided by the Volunteer | By mosquito bite ................ccccoveeeiiinnn 2
Peer Leader) By sharing food together .........ccccevineins 3
By sharing clothes..........ccoceiiiiiinnnen. 4
By accompanying the infected person........ 5
3 | Do you know the ways by which HIV or AIDS can be ADStINENCE.......evvveieeeeciiicicciie 1
prevented? Be faithful, one partner............................ 2
Use condom in every sexual contact.......... 3
Blood Safety........cccccceeeviiiiiieeiiiiiincne, 4
Precaution for needle Use..........c.cccvvee... 5
4 | Do you think a healthy-looking person can get AIDS? YBS ot 1
5 | How does HIV spread? HIV infected blood transfusion................... 1
Sharing of HIV infected needles................ 2
Unprotected intercourse with HIVinfected
PEISON.....cceiii it iiiiiiiiiiiierete e e e e ita e 3
HIV infected mother to the infant................ 4
Other....vviieee i 5
6 | Can you describe the steps for correct use of a condom? Correctly described ...........ccccovveerinnnnnee. 1
7 | Do you know the places where condoms can be obtained? HOSPItalS. ....vveeeeiiiie e 1
Medical ShOPS .....ccovvieiiiiiiiiiiiiiiis i 2
Health workers..........cccccocvveiiiiiinisnicenn, 3
Volunteer Peer Leaders..............ccccoenne. 4
Free condom boxes at public place ........... 5
8 | Are you aware of any disease of reproductive or sexual tract NOL AWANE.....cvieiiieiiieiiie e 0
(Reproductive Tract Infections or Sexually Transmitted Itching..........ooooviiii 1
Infection)? Can you name any three symptoms of such Boils around genitalia...................... 2
diseases? DISCharge....cccoeeeeeeeeeeeeeeeeeeen. 3
Ulceration .......cocooiiiiiiiiiiiiiiinene, 4
Burning or Painful urination............... 5
Pain during intercourse.................... 6
Warts on genitalia............c.cocooeeenen. 7
Lower abdomen pain...........cocoeene... 8
9 | From where did you come to know about Sexually Transmitted | Watchedon TV.........ccccociiiiiinnnn, 1
Infections or Reproductive Tract Infections & HIV or  AIDS? Listenon Radio................ccoevvvvieeiiinnn.n, 2
(Tick the answers reported by the respondent) From Poster or Hoarding or wall writings.....3
From Volunteer Peer Leader.................... 4
From Non-Governmental Organisation staff...
......................................................... 5
News Paper .......ccccoviivieeniinnnn, 6
Registered Medical Practitioners or Quack
.................................................. 7
Any other (specify)
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Sl | Questions Options
10 | Did anyone provide you information about HIV or AIDS in the last YES ot 1
one month?

11 | If yes, please tell me who provided this information Government Doctor...............ceveene. 1
NUSE. ... 2
Private Doctor............ocovveeiiiinns 3
PMP....ooiiiiee s 4
Medical stores or pharmacy.............. 5
Volunteer Peer Leader.................... 6
Non-Governmental Organisation
WOTKET ... eveieeee e 7
Friend.......oooooeeiii 8
Family member...........ccoeivinn 9

12 | Do you keep condoms readily available with you? Any other (specify)
YES ettt 1
NO. e 2
SOMEtMES....eovvereeerreer e, 3

13 | Do you use a condom regularly with all partners? YES ittt A
NO. e 2
Don't use with spouse..................... 3

14 | Did you use a condom in your last sexual contact? YES. ittt 1
NO. e 2
NO reSPONSE......cvvvveeiiiriiieeiieenin, 3

15 | Did you suffer from Reproductive Tract Infections or Sexually YES ettt 1

Transmitted Infection during the last 3 months?

16 | If yes, where did you seek treatment? Government hospital..................eeee 1
Private practitioners..............co...... 2
Traditional healers.................c....... 3
Selfi 4
Did not take any treatment............. 5
Others (specify)____

17 | Did you complete the treatment as prescribed by the doctor? YES et 1

18 | If no, why did you stop treatment? Side effects .....vvvvveeiiieiiiiii, 1
Symptom not cured .........cccoeeees 2
Peer Pressure ............ccooeevvvvnnnn 3
Monetary problems .................... 4
Others (specify)
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s faoell, 14 M, 2020

P13, 684.—HTd IFTER 3ol fIuT] 3R AT IFTer™ sreuar Haetor (fFramor sfik f=on)
AT, 2017 (2017 BT 16) H URT 46 B ST—YRT (1) SULY HCH & & D IRAR AHNIT: S
AAFRM & Iudyl BT HRTEIT B TG, SId SMAFIH R I¥d A g9 U FRE F EId
ARG o1 AHT;

R Tad URT @I SU-URT (2), 3T Al & AW, Hold WHR B foid s1Hd wpA
gRETe™ ARG, 2018 991 @ ol \eIad Hall &;

3, 3, BT FRBR AFG VA 3Teqdl fAure] iR AT ITeM 3eudl HateToT (Farer 3R
=T o1& gd, 2017 (2017 T 16) @1 GRT 46 ERT U< WRKAT BT TANT R g 39 AL 4
SUTEg ATGAl & AR “foid 1l wp1q ufkarerd dArTaeid, 2018” JAfAGfd &l 2 |

[@1. & €1—11020 /50 / 1999—TR! (U1 T8 ¥)]
3Melleh A, gad Afa

New Delhi, the 14th August, 2020

S.0.684 .—Whereas sub-section (1) of section 46 of the Human Immunodeficiency Virus and
Acquired Immune Deficiency Syndrome (Prevention and Control) Act, 2017 (16 of 2017) provides that
the Central Government may make guidelines consistent with the said Act and any rules made there
under, generally to carry out the provisions of the said Act;

And whereas sub-section (2) of the said section, inter alia, empowers the Central Government to
make Link Workers Scheme Operational Guidelines, 2018;

Now, therefore, in exercise of the powers conferred by section 46 of the Human
Immunodeficiency Virus and Acquired Immune Deficiency Syndrome (Prevention and Control) Act,
2017 (16 of 2017), the Central Government hereby notifies the “Link Workers Scheme Operational
Guidelines, 2018 as per the Schedule annexed to this notification.

[F. No. T-11020/50/1999-NACO (P&C)]
ALOK SAXENA, Jt. Secy.
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SCHEDULE

LINK WORKERS SCHEME OPERATIONAL
GUIDELINES

Targeted Interventions Division, 2018

N¢<C O

India’s voice against AIDS
Ministry of Health & Family Welfare, Government of India




[T [1—&ve 3(ii)] T T TSI : ITE 22, 2020/ 31, 1942 2057

Contents
CON T ENT S ettt e e ettt e e e e e ettt et e e e e e s aa b et teeeeese s babaeeaeeeeesaannnbaeeeeeeessesaannnraaaeaeeens 4
FOREWORD ... s e e s e s e e e e e e e e s e s e s e s e s e e e s e e e s e s e e e e e s e s e sesaaasasasananns 7
PREFACE ... e e e e s e e e e e s e s e s e s e s e e e e e e e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aeaaaaaaaaaans 9
ABBREVIATIONS ..ttt ettt ettt e e e e e sttt e e e e e s e st e e et e e e e e sennnbaeeeeaeeesesannnreeas 10
INTRODUGTION ...t teeittttee ettt e e e e e ettt et e e e e e s e sasbe et e e e e e e e s nnseb et eeeeeesanannreaeeeeeeesesannnnees 12
OBJECTIVES OF LINK WORKER SCHEME ......ooiiiiiiiiiiiiiiiiieteieeeeitteteeeteteeeeeeee e eeeeeseeeeeeeeesennnenes 15
PURPOSE OF THE GUIDELINES ... . e s e 15
TARGET AUDIENCE OF THE GUIDELINES ....ueeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 15
SALIENT FEATURES OF LINK WORKERS SCHEME .......oumeiiii e 16
SERVICES PROVIDED UNDER LINK WORKERS SCHEME .......euiiiiiiiiiiiiiieieieeees 16
Operational Definitions used in the GUIdElINES .........ueeieiieiiciciee e, 18
Organogram of Implementation and Management of Link Workers Scheme............ccuceee..... 22

Organogram of Implementation of Link Workers Scheme at Non-Governmental
(071 o L= Y4 (o] a T <1< PP 22

CHAPTER 1:RATIONALE FOR PREVENTION INTERVENTIONS AMONG RISK AND
VULNERABLE POPULATION INRURAL AREA ....oiiiiiiiiiiiiiien ittt 23

1.1 RATIONALE FOR PREVENTION INTERVENTIONS AMONG RISK AND VULNERABLE

POPULATIONIN RURAL ARE A . e e e e 24
1.2 HIV RISK AMONG RURAL POPULATION ....etttiieiete ittt e et e e e e e e e e e 25
1.3 FACTORS WHICH MAKE RURAL POPULATION VULNERABLE TO HIV.....cccciiieieeeeeeeee 25
TaKE NOME MESSAEES . uvvveiieeiiiicittreee e ettt e e e e e s et e e e e e e e eessebbraeeeeeeeesessstsaaeaeeeeeesanssrreens 26



2058 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART II—SEC. 3(ii)]

Role of Technical Support Unit Project OffiCer ...t 30
2.1 DEFINING THE TARGET POPULATION AT RISK AND SITE ASSESSMENT .....cccceevveennnen. 31
Steps in Defining the target population at risk ........ccueeeiiiiiiiee e, 32
2.2 DEFINING THE LOCATION WHERE THE SCHEME CAN BE IMPLEMENTED.............c.c...... 33
Exclusion criteria for both Broad Mapping and Site Assessment........cccccovvcccvieeeeniiiiineeeeens 34
Target Setting for Link Worker Scheme Districts: ......ccccvveeeiivciiieiieeeeiirciiieeeeesieeeeeeen B, 38
2.2 DETERMINING AVAILABILITY OF APPROPRIATE SERVICES ......ooiiiiiieeniieiieeieeee e 41
2.3 CAPACITY BUILDING OF IMPLEMENTING PARTNERS ....c.ccteeiiiiiieniieeniee e 42
2.4 MONITORING AND EVALUATION ...ooiiiieitieieeetee ettt 44
Specific Strategy for North Eastern States and Tribal areas ........ccccccevvvvvvveeeieieeeeeeeeeee e, 44
TaKE NOME MESSAZES: «uviiiiiiiiiiieeeeeiteeee e ettt e e e e e st e e e s e tr e e e e esabaeeeeeessaraeaaaesaesenssseeaesananes 45
CHAPTER 3: GUIDELINES FOR IMPLEMENTING PARTNERS ....ccctiiiiiiriienieeeiee e 46

3.1 PRINCIPLES OF SERVICE DELIVERY AMONG RISKY AND VULNERABLE POPULATION IN 47
A RURAL SETTING .ottt ettt s sttt s e st et saesrs et sa s sn et s

3.2 PROGRAMME STRATEGIES .....oeiiieiieeeiieee ettt 48
Different Service Delivery MOUEIS ..........uviiieieeiiiiiiee et e e e e ee e e e e e e e e e seaneneees 50
3.3 COMPONENTS OF SERVICE DELIVERY ...eoiiiiiiieieeeiee e 51
Behavioural CoOMPONENT .......eeeeeeeeee e e e e e e e e e e e e e e s 51
Bio-medical COMPONENT ..ccoiiiiiiiii et e e e e e e ee e et e e e e e e eeeeaaeeaeseeseanannnnees 61
Positive Prevention ServiCes: ...ttt 63
3.5 HUMAN RESOURCE MANAGEMENT ...cooiiiiieiieeie e 70

TaKE NOME MESSAZES: ..uvtrrieeiiiiieei ettt e ee e e e e et e e see bbb e b bareeeeeeeeeeeseereeeeeeessessensassssses 71



[T |—7ve 3(ii)] AT T TSI : 3TET 22, 2020/ 31, 1942

2059

CHAPTER 4: REPORTING AND DOCUMENTATION AND QUALITY ASSURANCE

IMECHANISIML ittt sttt et st s et st et e s e e b st b e st e h st ea s et en s e 72
4.1 DOCUMENTATION AND REPORTING .....eieiitiiiieeiteeiie ettt ettt 73
4.3 QUALITY ASSURANCE MECHANISIMS ..ottt ettt 74
5.1 MONITORING AND EVALUATION ..c.uttiiieiiieeiieeiee ettt s 75
5.1.1 PERFORMANCE INDICATORS ...ttt ettt sttt st 75
CHAPTER 6: ROLE OF STAKEHOLDERS ......ciiitiiitiitesie ettt ettt sttt st e 78
6.1 ROLE OF STAKEHOLDERS ......ooiiiiitiiiiieieerite ettt sttt sttt et e e st e saaesbeenaeas 79
ANNEXURES ..ottt sttt ettt st she e s bt esbe e sateesaeesabeesbeesabeesatesnbeenaeesabeesaeeenne 82
Annexure 1 (Format for line listing cum service tracking sheet)........ccccocveeveiiieeiciiieeeecnen. 83
Annexure 2 (Line list format for Migrants) ........ccccoeeeeiiiie e 84
Annexure 3: Interpersonal Communication TOOIS ......ccuueeiiiiiiiiiiiiiie e 85
Annexure 4 (Referral and Linkage register for Cluster Link Workers).......cccoecvveveeeviveeecnnnennn. 88
Annexure 5 (Referral and Linkage monitoring formats for Zonal supervisor) ..........cccccuu.e... 89
Annexure 6 (Stock and Issue register for Cluster Link Workers) .......cccccovveeeeeiieeececiveeececnenn. 90
Annexure 6a (Stock and Issue register for District [evel) .....ccoeeeeiiiieiiiiiieeceee e, 91
ANNEXUIE 7: (ViSIT FEPOIT) ceviiiiiieiieeeiet ettt e e e e e e e st e e e e e e e e seanbseaeeeaeeeesnnnnrrens 93
Annexure 8 (Meeting actiVities reZISTEI) .....uurriiiiee i 94
Annexure 9: RECruitMeNnt PrOCESS .......uiiiiiiiiiiiiiiieece e 95
Annexure 10 (HUMaN RESOUICES) ..uuevviiiiiiiiiiiiieeieeieeieiiireeeee e e e sesiirteeeeeeseesesssbreseessesssssnssrseens 96
Annexure 11 (Monthly Reporting FOrmat) ........cccueieeiiiiie e 97
(0=t o Yol T aF =g aU=To [UTTET=T 0 g 1= ) SRR 100

DYz T L] AT T Ao ] 0 PR 101



2060 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART II—SEC. 3(ii)]

’ HRA AIDR
PEt Né‘ CO ¥aR vd qi¥ar deam dcR
— I egA forivr Hardor
T, TH. B, MAA Government of India
:fvm S Ministry of Health & Family Welfare
Aditional Secretary ' National AIDS Control Organisation

Foreword

Under the fourth phase of the National AIDS Control Program (NACP-1V), the Link Worker
Scheme (LWS) has been designed to intensify and consolidate the prevention services, focusing
on the at-risk population in the rural areas. The Scheme aims to address complex needs of HIV
prevention, care and support, in rural areas through identification and training of ficld level
workforce of Zonal Supervisors, Cluster Link Workers and other stakeholders on issucs of
HIV/AIDS, gender, sexuality and Sexual Tract Infections (STI). Mobilizing difficult-to-reach,
others at risk populations, such as High Risk Groups. to access the public health services for STI.
HIV' Counselling and Testing Centres (ICTC). Anti-Retroviral Therapy (ART) ete. is a
component of the Scheme. Their follow up back to communities is also envisaged. It also sccks

to address the issues of stigma and discrimination in rural areas of India.

The present guidelines describe the scientific methods of selecting the most vulnerable villages,
and strategies to implement the Scheme by using rich epidemic data which hitherto has limited

use for local level planning and implementation.
-

I take this opportunity to acknowledge the contribution made by the technical experts and
Targeted Intervention team at NACO in preparing these guidelines. T would also like to

acknowledge SACS. TSUs and District NGOs for their valuable inputs.

[ hope that these guidelines will help the SACS, TSUs and Districts NGOs for rolling out the

(N.Sm)

6th Floor, Chandralok Building, 36 Janpath, New Delhi -110001, Telefax : 011-23325331/ 23351700
E-mail : nacoasdg@gmail.com

T EEd sraven I, P wwer sRyaT A qow wene a wirg aid

Know Your HIV status, go to the nearest Government Hospital for free Voluntary Counselling and Testing

Link Worker Scheme more effectively.
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Government of India
s Ministry of Health & Family Welfare

arwal Department of AIDS Control
KB Ag IAS National AIDS Control Organisation

Joint Secretary 9th Floor, Chandralok Building, 36 Janpath, New Delhi - 110 001

Preface

The HIV epidemic in India continues to be heterogenic, especially in terms of its geographical
spread. As per the Technical Brief of HIV Sentinel Surveillance (HSS) 2012-13. the declining
trend among ANC clients, considered as a proxy for general population, is consistent with
India’s story of large scale implementation and high coverage during Third Phase of National
AIDS Control Programme.

The Scheme envisages to “Reach out to High Risk Groups (HRGs) and other at risk population
in rural areas with information, knowledge. skills on STI/ HIV prevention and risk reduction”™.

The HIV response in rural areas requires a localised approach as it is influenced by the unique
socio-culture structures present in these areas. For example, ensuring access to healthcare for
PLHIVs and detecting and treating HIV infections become a greater challenge in rural areas
because of differing perceptions surrounding issues of sex and sexuality, drug use, and HIV, as
well as stigma and discrimination towards the PLHIVs.

Link Worker Scheme aims to meet these challenges by reaching out to rural communities and to
saturate their coverage. The scheme is designed to build the competencies of rural communitics
to take the onus of responding to the epidemic in an informed and responsible manner.
Recognising the reach and capacity of the local people, the Link Worker Scheme cnvisages
identifying villages-level personnel to work as Block Level Link Workers. These Block l.evel
Link Workers will play the roles of catalysts, identifying the at risk populations, linking them to
appropriate services (such as prevention, testing, care and support) and following up with them
on a regular basis.

I am confident that effective implementation of Link Worker Scheme will help us reach out the
difficult-to-reach population in the rural area and address their risk and vulnerability to
HIV/AIDS. NACO would like to acknowledge the support of Public Health Foundation of India
(PHFT) for supporting the development of the operational guidelines.

Wy

(K.B. Agarwal)

gth Floor, Chandralok Building, 36 Janpath, New Delhi 110001, Phones : 011-23325343, Fax : 011-23731746
E-mail : agarwlkb@ias.nic.in
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Know Your HIV status, go to the nearest Government Hospital for free Voluntary Counselling and Testing
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Abbreviations

AAP Annual Action Plan

ANC Ante Natal Care

ANM Auxiliary Nurse and Midwifery

ART Anti Retro Viral Treatment

ARV Anti Retro Viral

ASHA Accredited Social Health Activist

AWW Anganwadi worker

BCC Behaviour Change Communication

BDO Block Development Officer

CBO Community Based Organisation

CDPO Child Development Project Officer

CHC Community Health Centre

CMIS Computerised Management Information
System

DAPCU District AIDS Prevention and Control Unit

DHS District Health Society

DOTS Direct Observed Treatment and Short
Term Chemotherapy
Designated Sexually Transmitted Infections/Reproductive Tract Infections

DSRC Treatment Centre

DTO District Tuberculosis Officer

FGD Focus Group Discussion

FICTC Facility ICTC

FSW Female Sex Workers

Health & Health and Family Welfare

FW

HRG High Risk Group

HSS HIV Sentinel Surveillance

ICDS Integrated Child Development Scheme

ICTC Integrated counselling and Testing Centre

IDU Injecting Drug User

IEC Information, Education and
Communication

IPC Inter Personal Communication

KP Key Population

LFU Loss to Follow up

LWS Link Worker Scheme

MIS Management Information System

MNERGA Mahatma Gandhi National Employment
Guarantee Act

MSDS Migrant Service Delivery System

MSM Men who have Sex with Men
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MSW Male Sex Worker
NACO National AIDS Control Organisation
NACP National AIDS Control Programme
NACSP National AIDS Control Support Project
NCR National Capital Region
NERO North East Regional Office
NGO Non Government Organisation
NTSU National Technical Support Unit
Ol Opportunistic Infections
ORS Oral Rehydration Salt
OST Opioid Substitution Therapy
ovC Orphan and Vulnerable Children
PHC Primary Health Centre
PLHA People Living with AIDS
PLHIV People Living with HIV
PPICTC Public-Private Partnership ICTC
PPTCT Prevention of Parent to Child Transmission
PRI Panchayati Raj Institution
RSBY Rashtriya Swasthya BimaYojana
RTI Reproductive Tract Infections
SACS State AIDS Control Societies
SHG Self Help Group
SNA Situation Need Assessment
SOP Standard Operating Procedures
STD Sexually Transmitted Diseases
STI Sexually Transmitted Infections
STLS Senior Tuberculosis Laboratory
Supervisors
STRC State Training and Resource Centres
TB Tuberculosis Bacili
TG Transgender
Tl Targeted Interventions
TSG Technical Support Group
TSU Technical Support Unit
ucC Utilisation Certificate
UNDP United Nations Development Programme
UP Uttar Pradesh
VHND Village Health and Nutrition Day




2064 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART II—SEC. 3(ii)]

INTRODUCTION

In this chapter, the following areas are covered:
(i)  The key strategies of National AIDS Control Programme-IV and relevance of Link Workers Scheme

(i)  Objectives, Purposes and Target audiences of the Guidelines

(iii)  Salient features of the Guidelines

(iv)  Services provided under Link Workers Scheme

(v)  Operational definitions used in the Guidelines

(vi)  Organogram of implementation of the Link Worker Scheme

The key strategies of National AIDS Control Programme-IV (part of National AIDS Control Support Project)
focuses on intensifying and consolidating prevention services with a focus on High Risk Groups and
vulnerable population as well as expanding Information, Education and Communication services for High
Risk Groups with a focus on behaviour change and demand generation and increasing access and
promoting comprehensive care, support and treatment. These key strategies hold good in a way to
consolidate the gains achieved during third phase as well as expand those learning to emerging pockets of
epidemic.

The HIV epidemic in India continues to be heterogenic, especially in terms of its geographical spread. As
per the Technical Brief of HIV Sentinel Surveillance 2012-13, the declining trend among Antenatal Care
clients, considered as a proxy for general population, is consistent with India’s story of large scale
implementation and high coverage during Third Phase of National AIDS Control Programme.

The HIV Sentinel Surveillance, 2012-13 also
highlights that although the overall HIV
prevalence continues to be low as 0.35%,

0.9

0.8
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there are about 80 sites which shows more )
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States of Bihar, Chhattisgarh, Gujarat, AT T TR
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Madhya Pradesh, Jharkhand, Odisha,

Rajasthan, Uttar Pradesh and West Bengal.

Similarly, HIV Sentinel Surveillance 2010-11 highlights that there is significant decline in prevalence among

High Risk Groups (i.e. Female Sex Workers, Men Who Have Sex with Men) except in case of Injecting Drug

Users the prevalence remains consistent.

2

3years moving average

HIV Sentinel Surveillance 2010-11 highlights that some low prevalence States in west, north and east India
have demonstrated a stable to rising trend. This rising trend in moderate and low prevalence States is
interpreted by the growing understanding for need of high intensity interventions, saturation of coverage
of High Risk Groups especially in rural areas, improving access to testing and treatment services. During
National AIDS Control Programme-Ill, National AIDS Control Organisation had invested significant
resources and garnered political leadership to bring in these State’s capacity and strengthen response.
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Although, during National AIDS Control Programme-IIl, the coverage of Female Sex Workers (81%), Men
Who Have Sex with Men (67%) and Injecting Drug User (81%) through a total of around 1821 Targeted
Interventions for High Risk Groups and Bridge Population was achieved mainly in urban and peri-urban
areas, the coverage of rural High Risk Groups and vulnerable population remained comparatively
challenged. During National AIDS Control Programme-Ill, the coverage and understanding of rural sex-
work dynamics, impact of migration related transmission dynamics has evolved through implementation
of Link Worker Scheme in selected Districts in India. During National AIDS Control Programme-Ill by the
end of March 2012, the Scheme covered about 1,60,000 High Risk Group, 18,70,000 Vulnerable
Population and 37,000 People Living with HIV. Nearly 59% High Risk Groups have been tested at
Integrated Counselling and Testing Centre and 58% High Risk Groups have been referred to Sexually
Transmitted Infections services under this intervention. This has been done by establishing linkages with
existing services. In order to create a sense of ownership in the community and involve the youth in
fighting against HIV, 13,296 Red Ribbon Clubs and 21,170 Information Centres had been established at
the village level by March, 2012.

From these evidences it is clear that there is a need for comprehensive interventions focusing at
community level to reach out rural High Risk Groups and vulnerable population to achieve the
accelerated response considering the emerging epidemic drivers in India especially that of rural Antenatal
Clinic prevalence being higher than urban Antenatal Clinic prevalence in moderate and low prevalence
States (HIV Sentinel Surveillance, 2010-11), spouses of migrants having four times higher risk than non-
migrants (Male out-migration: a factor for the spread of HIV infection among married men and women in
rural India, PLOS One, September 06, 2012).

The following figure shows the importance of rural High Risk Groups and vulnerable population in the
context of HIV transmission dynamics:

Population at High Risk
Low risk but
Female Sex Workers highly
People who inject drugs vulnerable Vulnerable Population (rural
M.en Who Have Sex population areas)
with Men
Transgender Regular partners and casual
Trgckers, g P
Migrants, partners of Bridge Population
< Spouses of |«
High Risk Spouses of high risk groups
Groups who
also act as
commercial
partners

The above diagram highlights the fact that until now, the focus on population at high risk and
Bridge Population has resulted significant decline, but the emerging epidemic drivers due to
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selected groups among general population in rural areas also need to be targeted adequately and
comprehensively maintain the responses achieved. This is possible once the interventions are designed
and implemented in a community environment by the community volunteers as is being carried out
under Link Workers Scheme.

OBJECTIVES OF LINK WORKERS SCHEME

1. The scheme aims at building a rural community model to address the complex needs of rural
HIV prevention, care and support requirements in selected geographies.

2. The scheme aims at reaching out to rural population who are vulnerable and are at risk of HIV
or AIDS in a non-stigmatised enabling environment.

3. The scheme aims at improving access to information materials, commodities (condoms,
needles or syringes) through collaborating with nearest Targeted Interventions or government
health facilities, testing and treatment services ensuring there is no duplication of services or
resources.

4. The scheme aims at improving linkage to other social and health benefits provided by other line
departments in line with local norms, regulations suitable for vulnerable populations.

PURPOSE OF THE GUIDELINES

The purpose of these revised operational Guidelines is to ensure delivery of quality HIV prevention
interventions with strong linkage for access to testing and treatment under National Programme for
rural High Risk Groups and vulnerable population in selected Districts of India. The Guidelines outline
standardised operating procedures for implementing comprehensive HIV prevention services on a
scale. In summary the purposes of the Guidelines are:

1. Build in uniform understanding about the need, design and outcomes of prevention
interventions among rural High Risk Groups and vulnerable population across all stakeholders,
users.

2. Bringin technical competence among implementers, managers and technical support persons.

3. Bringin performance benchmarks and quality interventions to contribute to the National Goal.

TARGET AUDIENCE OF THE GUIDELINES
These Guidelines have been developed for the following audience:

(i) Policy Makers (Ministry of Health and Family Welfare through National AIDS Control
Organisation, Ministry of Women and Child Development, Ministry of Rural Development,
Ministry of Panchayati Raj and other line departments).

(ii)  Programme Team of State Level and National AIDS Control Organisation level

(iii)  Implementing partners (Non-Governmental Organisations, Community Based Organisations
and Collaborating partners; Staff working in the Targeted Interventions, Integrated Counselling
and Testing Centre and Antiretroviral Treatment centres; Private Health Organisations or
individual providers etc.)
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It is recommended that all organisations using these Guidelines consider each of the proposed
elements in the context of the organisation’s current environment and other relevant guidelines
published by National AIDS Control Organisation.

SALIENT FEATURES OF LINK WORKER SCHEME

The salient features of this scheme are as follows:

1. The scheme uses evidence-based approach to identify rural areas having greater risk and
vulnerabilities of contracting HIV through scientific tools such as Broad Mapping.
Individuals/groups within the villages are identified for providing information and services
based on detailed Situation Needs Assessments.

2. The scheme envisages creation of demand for various HIV or AIDS related services and the
linking of the target population to existing services. The scheme itself does not create any
service delivery points.

3. The scheme involves highly motivated and trained community members — preferably a male or
female Cluster Link Worker for clusters of villages — who will establish linkages between the
community on one hand and information, commodities and services on the other.

4. The scheme envisages creating an enabling and stigma free environment in the project area to
ensure that the target population continue to access information, services in a sustained
manner.

5. The scheme envisages creating linkages with services of other departments through Accredited
Social Health Activist volunteers, Anganwadi Workers, Panchayat heads, Mahatma Gandhi
National Employment Guarantee Act scheme officials etc. This is to ensure that the
vulnerabilities are identified and addressed by building capacity of ground level stakeholders.

SERVICES PROVIDED UNDER LINK WORKERS SCHEME

Target Groups Common Services provided Specific services

High Risk Groups

Female Sex Workers (i) Information and counselling Provision of condoms
regarding risky behaviour and

Men Who Have Sex with Men .
ways of preventing them.

(ii) Condom negotiation skills

(iii)  Information accessing services
for Sexually Transmitted
Infections, accessing testing
services. (i) Provision of needles and syringes by

linking to nearest Targeted Interventions.

People who inject drugs (iv) Information and counselling
related to safe sex practices (i) Collection of used needles and syringes
and processing for bio-medical waste
management through nearest Auxiliary
Nurse and Midwifery or Primary Health
Centre or Targeted Interventions or

(vi) Referrals and linkages with Integrated Counselling and Testing Centre

(v) Information regarding
availability of condoms (both
free and social marketing)
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nearest Integrated Counselling
and Testing Centre or Facility
Integrated Counselling &
Testing Centre and follow up of
referred cases.

Information on how to prevent abscess.

Referral to nearest health centre for over
dose management, Opioid Substitution
Therapy (if available)

Provision of condoms

Bridge Population highly vulnerable

Truckers (local)

Migrants (all categories)

(i)

Information and counselling
regarding the risk of unsafe
sex, risk of Sexually
Transmitted Infections and
importance of syndromic case
management

Information regarding condom
availability

Information regarding
importance of testing services
to ensure early detection and
access to services.

(i)

(iii)

Provision of condoms

Referrals and linkages to Integrated
Counselling and Testing Centre and follow

up

Family counselling

Spouses of High Risk Groups
who also act as
commercial

partners

(iii)

(iv)

Information and counselling
regarding safe sex, condom
negotiation skills

Referrals and linkages with
Integrated Counselling and
Testing Centre and
Antiretroviral Treatment
centres

Information and counselling
regarding Sexually Transmitted
Infections or Reproductive
Tract Infections and
importance of syndromic
management

Information regarding
availability of condom

(i)

Provision of condoms

Follow up for Sexually Transmitted
Infections treatment, referral and linkage
for syndromic management

Bridge Population with low vulnerability

Regular partners
and casual
partners of Bridge

Population

(i)

(i)

(iii)

Information regarding condom
use as triple protection

Importance of Reproductive
Tract Infections or Sexually
Transmitted Infections, partner
management and syndromic
management

Information regarding
availability of materials,
condoms

(i)

(i)

(iii)

Partner counselling and referral for
Sexually Transmitted Infections check ups,
voluntary counselling and testing.

Referrals and follow up for services of
Sexually Transmitted Infections, HIV
testing and Antiretroviral Treatment

Periodic Health Camps in selected out
migration villages
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However, under this scheme youth with Sexually Transmitted Infections, with high risk practices, who
are known to be clients of High Risk Groups, who are HIV positive or Tuberculosis Bacili patients, who
are on Antiretroviral Treatment are targeted more intensely. Otherwise in general youth are covered
through mid or mass media activities.

Operational Definitions used in the Guidelines
High Risk Groups in rural context:

a.

Female Sex Workers: Women who sell sex. Includes women who live and practice sex work in
the village, women who live in the village but practice sex work outside the village, and
women who practice sex work in the village but live outside the village. Excludes women who
used to be sex workers in the past and are currently not entertaining clients since last three
months. Focus would be on Female Sex Workers who are high volume (more than 8 clients in
15 days) and medium volume (5 to 8 clients in 15 days), those who are highly mobile i.e.
travelling at least 10 days a month outside the village. Also Female Sex Workers who are being
covered by Targeted Interventions but they visit Targeted Interventions irregularly and there is
evidence of services being discontinued.

Men Who Have Sex with Men: Men who engage in anal sex with men. Includes men who live
and engage in anal sex with other men in the village and with men outside the village and
those who have anal sex with men in casual partnerships or in commercial relationships.

Transgenders (Hijras) who sell or buy sex with regular or commercial partners.

Injecting Drug Users: Injecting Drug Users are defined as those who used any drugs through
injecting routes in the last three months. Injecting Drug Users may live and inject drugs in the
village, live in the village but inject drugs outside the village, and inject drugs in the village but
do not live in the village. Some Injecting Drug Users might be sex workers or Men Who Have
Sex with Men and some of them are also female. For Female Injecting Drug Users standard
definitions of National AIDS Control Organisation shall be used including services.

People Living with HIV: Persons infected by HIV are considered to be high risk in case they do not
continue to maintain positive prevention practices. Suppose a positive man continues to have multi-
partner sex without condoms.

Bridge Population who are highly vulnerable:

a.

At risk men including clients of Female Sex Workers or Men Who Have Sex with Men: Includes

commercial drivers and cleaners who live in the village and work within or outside the village,

migrant workers (single men or women) who come into the village or go outside the village for

work/business for a short duration. Excludes long-term migrants who migrate for more than once
a year. Includes spouses of Female Sex Workers also.

At risk women: Women who have casual multiple partners including Female Sex Workers. Spouses

of Men Who Have Sex with Men or Male Sex Workers and Injecting Drug Users who are also High
Risk Groups.

Pregnant Mothers from the point of vertical transmission and preventing them by ensuring early

testing and necessary support during delivery.
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Migrants: As per the definitions of revised migrant strategy, these are men or women who migrate to
high prevalence Districts or towns or cities within or outside the State and have evidence of risk
exposure (buying or selling sex; injecting habits based on information from the destination
intervention or HIV Sentinel Surveillance). These migrants must be circular and of short duration, thus
having the risk of carrying HIV from one place to another.

Mobile Population: Significant populations of the village move to nearby towns for work or business
and they may come back on the same day or during the weekend. In case it was found that in the
nearby town where they move also have High Risk Groups and during discussion with these High Risk
Groups it was found that these groups also buy or sell sex during their stay in the town. Then it is
important that these groups need to be covered.

Bridge Population with low vulnerability:
a. Partners or spouses of migrant or mobile men and women
b. Partners or spouses of commercial drivers or cleaners
c. Men Who Have Sex with Men (not necessarily anal sex)
d. Injecting Drug Users (not necessarily sharing needles)

e. Youth Population who have Sexually Transmitted Infections or HIV, who are Tuberculosis
Bacili patients, who are known to be clients of High Risk Groups, who are on Antiretroviral
Treatment.

Cluster Link Worker: Under this scheme, a person who has been trained and has been made
responsible to carry out specific activities is called a Cluster Link Worker. The person can be male or
female depending upon the requirements of the District. He or She is expected to reach out to the
above groups, link them with services and follow up for continuous uptake of services. Other activities
as required are also expected to be carried out by the Cluster Link Workers.

Target District: New Districts are to be identified based on the risk and vulnerability parameters
provided in the Guidelines. These Districts shall have significant number of High Risk Groups in rural
areas (who are high or medium volume and are concentrated in pockets), high out migration with
significant positivity among migrants or their spouses, high number of People Living with HIV
concentrated in pockets will be considered on priority. In addition Tuberculosis Bacili incidences and
Prevention of Parent to Child Transmission coverage will add in deciding the selection of the District.

Target Blocks: New or Existing Blocks may be reconfigured based on the following criteria:

e At least 40% of the villages which are located at least 10 kms (5kms in hilly or Districts with low
population density) or more from the head quarter and having significant number of High Risk
Groups (who are high or medium volume and are concentrated in pockets), high out migration
with significant positivity among migrants or their spouses, high number of People Living with
HIV concentrated in pockets.

e One or more Blocks can be clubbed together to make it one cluster for operation may be
considered even if these Blocks are from two different Districts. However, the Districts should
have only one implementing agency. If separate agencies are available then this cannot be
considered.



[T [1—&ve 3(ii)] T T TSI : ITE 22, 2020/ 31, 1942 2071

Target Area: The target area would be one village or a number of villages. The selection of village
would be based on three basic assumptions.

1) Number of pregnant mothers (including spouses of high risk men or women, spouses of
migrants) to be covered.

2) Number of High Risk Groups (as defined above) and or at least 40% of the households are
having short, circular migration.

3) Number of Tuberculosis Bacili patients and People Living with HIV in the village or cluster of
villages

Hotspots: These are solicitation sites of Female Sex Workers, Male Sex Workers, Transgender. These
sites may be within a village, along the national highways or in dhabas near the village, at the weekly
market place near the village, nearby town, nearby lodges or brothels or any other place which will be
beneficial for the programme to reach out and provide information and condoms.

Hotspot for Injecting Drug Users: These are places within a site where significant concentration of
Injecting Drug Users come together for various purposes including injecting of drugs, taking rest or
during crisis events (abuse by family, public or police).

Sites: These are congregation points where congregation of above target population occurs for various
purposes not necessarily for high risk activities. Every site cannot be a hotspot but each hotspot may
also be a site as well.

Truckers: In India, these are male who primarily drive trucks. They may start from the originating
station, they may board at any place in between the originating and destination points. They may be
employed by the transport companies or are on contract basis, however no formal contract exists.

But for HIV programme point of view in rural areas the truckers (including helpers) are defined as those
who are plying trucks in and around the area for various purposes, they may belong to the same village
or may be coming to the village for business purposes and having significant risk for HIV.

Mid-media: These are forms of communication where the communicator (Cluster Link Worker, ORW
or a group) reaches to more than eight people with contents relevant to the group. However, there is
limited participation of the group with the communicator. These may be in the form of skits, plays,
musical programmes, games etc.

Mass media: Mass media provides a means of expanding programme messages and creating demand
beyond the boundaries of the intervention. It has the added advantage of reaching the population
outside a formal intervention environment. However, there is no participation of the group with the
communicator. These may be in the form of posters, pamphlets, hoardings, short films, short text
message, social media etc. These include wall writings, posters, danglers with specific messages.

Social Marketing of condoms: In the process, condoms are marketed by outlets in an accessible place
in the villages. This can be a paan shop, tea shop, grocery shop or can be an individual. By marketing
these condoms the outlet holder makes some profit and this helps him/her motivated to be engaged
for a social cause. In rural context, condoms can be marketed with sanitary pads, Oral Rehydration Salt
pouches etc.
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Health Camps: These are specific events organised at Panchayat Level especially during festivals when
migrants return to their villages. This helps everybody to get their health checked up as well as
undergo HIV counselling and testing. These shall be organised with prior consultation with State AIDS
Control Societies and local District Health Society. So that there is no duplication and necessary
support can be provided. Ideally the doctors, medicines and Information, Education and
Communication the materials, condoms are to be provided by District Health Society and State AIDS
Control Societies shall provided testing and counselling support. A detailed guideline on conducting
health camps may be referred from State AIDS Control Societies or National AIDS Control Organisation.

Volunteers and Volunteerism: In the context of Link Workers Scheme, it is required that the target
population get service from other available service points. Hence, the volunteers in this scheme will be
Accredited Social Health Activist, Auxiliary Nurse and Midwifery, Anganwadi Worker, Livelihood
mission staffs, Watershed project staffs etc. who work or live in the Panchayat. They need to be
essentially sensitised and used as a volunteer to link up services. When they link up services and
continue to do so, this can be one of the best example of volunteerism. Besides these Self Help Group
members, Youth club members can also be taken as volunteers.

Referral: When a client is sent to avail a service from a centre, the process is called referral. Usually in
Link Workers Scheme, the process may be accompanied by the staff or may be by issuing a referral slip
indicating the date and place of referral.

Linkage: When a client is linked to any service and is continuously followed up for adherence of
services, then the process is called linkage. The linkage monitoring helps to understand the issues
those need to be addressed for are improve adherence.

Contact: When any target population as defined in these Guidelines is contacted either one to one or
one to group for information or services such as provision of condom will be considered as contact.
However, in case of contact of High Risk Groups it is mandatory that the Interpersonal Communication
tools are to be used for Interpersonal Communication sessions and the used copies of tools are kept in
the office by Block supervisor for verification.

Coverage: When any target population has accessed clinical services such as Sexually Transmitted
Infections clinic visit or Sexually Transmitted Infections treatment, HIV testing or syphilis testing will be
considered as coverage.

Drop out: If no services are provided as mentioned in the coverage for continuous of three months,
then the name of the concerned individual to be dropped from the line list and the total target is
updated.
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Organogram of Implementation and Management of Link Workers Scheme:

<<
< DpApcU* >

Project Officer

Implementation level
(NGO)

Organogram of Implementation of Link Workers Scheme at Non-Governmental
Organisation level:

Entities Major responsibilities

[ District level NGO | [Management support |

IDistrict Resource Person (1 per district)] [Programme Management support |

|Zonal Supervisor (2 per district )| Supervision, Monitoring, Networking |
Cluster Link Workers (maximum 20 Implementation, Advocacy, Monitoring
per district for 100 villages )
[M&E cum Accounts Assistant | WE' Accounting support |
CHAPTER 1

RATIONALE FOR PREVENTION INTERVENTIONS AMONG RISK AND
VULNERABLE POPULATION IN RURAL AREA

In this chapter, following areas are covered:

(i)  The rationale for prevention interventions among risk and vulnerable population in
rural area

(ii)  HIV risk among rural population
(ili)  Factors which make rural population to vulnerable for HIV
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1.1 RATIONALE FOR PREVENTION INTERVENTIONS AMONG RISK AND
VULNERABLE POPULATION IN RURAL AREA:

A central strategy of India’s National AIDS and Sexually Transmitted Diseases Control Programme has
been to reduce sexual transmission of HIV within high-risk sexual networks, and from these high-risk
networks into the general population. Accordingly, National AIDS Control Programme-IV (part of
National AIDS Control Support Project) had prioritised HIV prevention among at risk and vulnerable
population as a key programme component. During this phase of National AIDS Control Programme-IV
(part of National AIDS Control Support Project) the priority to scale up and provide quality services
among this population will be taken forefront both in rural and urban areas.

According to the HIV Sentinel Surveillance data there are about 80 Districts with more than 1%
prevalence and 12 Districts with more than 2% prevalence have been identified along with about other
100 Districts to improve the epidemic scenario especially among rural general population.

India’s success in declining HIV prevalence need to address the inclining or stable trend of HIV in
moderate or low prevalence States as well. In these States, the High Risk Group urban mapping data
highlights sparsely distributed low volume High Risk Groups (with less number of clients or less than 2
sexual encounters in a week in case of Female Sex Workers and Men Who Have Sex with Men,
Transgender). This urban High Risk Group mapping data does not significantly probe into the possible
epidemic drivers in these States.

According to a research conducted by National AIDS Control Organisation in association with United
Nations Development Programme in Odisha—Gujarat Corridor, Uttar Pradesh—Mumbai, Bihar—Delhi
National Capital Region highlights migration being one of the epidemic drivers especially the study
indicates that spouses of migrants are four times at risk than the non-migrant spouses.

Further the Integrated Counselling and Testing Centre prevalence in these States especially among
general population highlights the need for three levels of challenges:

e Toidentify, prioritise and implement interventions targeting at risk in an environment where
HIV or AIDS is still considered a stigma as well as myth.

e To address between demand and supply gap. As long as the services are not available and
accessible any degree of risk perception or awareness about early diagnosis, access to condoms
will not result in practice.

e To address the need for improving Tuberculosis Bacili-HIV and reproductive health and HIV
related service delivery in an inclusive approach instead of seeing these services as separate
entities.

Hence, reaching risky and vulnerable populations with an effective HIV prevention programmes and
services is important for a number of reasons. The existing Link Workers Scheme during 2013-14 has
reached 1,79,393 High Risk Groups (against a mapped estimate of 1,68,082 High Risk Groups) and
41,11,795 vulnerable population (against a mapped estimate of 45, 99,326 vulnerable population).
(Source: Annual Report of National AIDS Control Organisation, 2013-14). This signifies that the
presence of significant number of High Risk Groups and vulnerable population in rural areas may be
one of the important factors in driving the epidemic. Hence, there is a need for customised package of
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services tailor made for rural communities and tuned with their culture and practices, so that the risk
and vulnerabilities can be addressed.

1.2  HIV RISK AMONG RURAL POPULATION

Among all rural population, from the epidemic transmission point of view, the at risk population are
crucial because of following:

1. High Risk Groups in rural areas have heightened risk because of their natural and casual sex
partners and in most of the cases a closed sexual network within which they operate.

2. The Bridge Population have significant mobility pattern and hence, they are considered at high
risk of transmitting HIV infections across different risk venues and risk partners.

Considering the above the prevention interventions will focus on approaches to reaching out to both
rural high risk and vulnerable population with differentiated intensity of interventions. In additions,
communication strategy, services will be provided to general population and youth in a project District.

1.3 FACTORS WHICH MAKE RURAL POPULATION VULNERABLE TO HIV
The factors affecting rural populations’ risk-taking behaviour are varied, but are important in
understanding the overall vulnerability to HIV.

o Low level literacy and limited accessibility to information: While the level of information among
these population related to Sexually Transmitted Infections and HIV or AIDS is relatively high, this
information is rarely converted into action. Primarily due to improper understanding or
interpretation of information about HIV or AIDS leads to risky behaviour.

Other factors which affect their vulnerability to HIV include:
(i)  High Tuberculosis Bacili incidence and co-infection:
(ii)  Closed sexual networks often lead to quick transmission among these people:

(iii)  Vulnerability associated with social position of women and often being considered as a
commodity:

(iv)  Attraction for disposable income and often being pushed into sexual practices out of poverty:

(v)  Prevailing myth about condom use, Sexually Transmitted Infections treatment makes them to
seek treatment from quacks, lack of adherence to treatment.

1.3.1 Related Groups at Risk for HIV

(i)  With pressure on improving road infrastructure, there is construction of new highways or
upgrading the present highways, many migrant labourers have become involved in road
construction, and female road workers often also sell sex to truckers. This is often a
vulnerability factor for villages nearby.

(ii)  Staff of eating points, Border and Police staff, Transport Workers are also at risk because of
their vulnerability and power structures in relation to the High Risk Groups in rural areas.



2076 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART II—SEC. 3(ii)]

Take home messages:

(i) From HIV programme point of view, the rural High Risk Groups operating in a closed
network or those who operate from nearby urban or peri-urban areas are important to be
targeted with prevention intervention programmes.

(i) Rural High Risk Groups already registered with existing Targeted Interventions but have
high degree of mobility between Ti site and nearby rural areas are important in terms of
their contribution in spreading the HIV in a closed network.

(iii) Rural Men Who Have Sex with Men especially those who operate in a social structure
often do not open up about their identity and behaviour, these group need to be
tapped through the clients who are also accessing heterosexual regular or commercial
partners.

(iv) Their low self-worth, limited knowledge and access to services, peer pressure and peer
behaviour makes them vulnerable to various health problems including HIV.

(v) Availability of services which are non-stigmatised and acceptable to their norms would
enhance access.

CHAPTER 2: Guidelines for State AIDS Control Societies and Technical Support
Unit

In this chapter, the following areas are covered:

(i) Role of State AIDS Control Societies and technical support unit
(ii)  Role of technical support unit Project Officer
(iii)  Defining the target population at risk — WHOM to be targeted under link workers scheme
O Steps in defining target population at risk in a new or existing District
(iv)  Stepsin defining the target area (WHERE) of the Link Workers Scheme in a new District — Broad
mapping, site assessment

O Steps in prioritising the villages or Blocks in an existing District of Link Workers Scheme — Site

assessment
(v) Target settings for coverage of different target groups in a new and existing District
(vi) Determining availability of services (WHAT SERVICES) are to be planned
(vii) Capacity building areas of implementing partners

(viii) Monitoring and evaluation in Link Workers Scheme
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Role of State AIDS Control Societies and Technical Support Unit:

State AIDS Control Society is the key player in providing management and technical support to the Link
Workers Scheme programme. In addition Technical Support Unit, State Training & Resource Centre
play their respective roles as outlined in this chapter. However in the absence of State Training &
Resource Centre and Technical Support Unit, State AIDS Control Societies has to carry out all the
functionalities.

Role of State AIDS Control Societies:

(i)  Contract management and timely fund flow by ensuring that the attrition of link workers is not
attributed due to poor fund flow mechanism.

(i)  Conduct regular bimonthly/quarterly meetings with Link Workers Scheme Non-Governmental
Organisations, District AIDS Prevention & Control Units to review and understand field
challenges and gaps and provide inputs for any mid course corrections to National AIDS Control
Organisation.

(iii)  Conduct field visits to the implementing Districts to review and provide technical inputs to the
programme.

(iv)  Ensure coordination amongst all partners working in a particular District especially in terms of
High Risk Groups, bridge populations and vulnerable populations.

(v)  Ensure free condoms, Information, Education and Communication materials as per
requirement of the scheme is available from the Districts or Block Health Society under
National Health Mission.

(vi)  Ensure that the folk troupe activities, condom social marketing campaigns and migrant health
camps are conducted in 80% of the project area in a District each year.

(vii) Consider the mainstreaming of programmes in all Districts covered in the scheme in a
synergetic manner so as to address the issue of vulnerability.

(viii)  Ensure that the staff conducting the scheme is trained and their skills are built to implement
the activities effectively by the State Training & Resource Centre or any other arrangement
where State Training & Resource Centre is not available.

(ix)  Select Implementing Non-Governmental Organisations as per National Guidelines.

(x)  Information, Education and Communication division to plan number of mid-media events,
adequate supply of Information, Education and Communication materials, Link Workers Kit for
use by the District level Non-Governmental Organisation staff. All Information, Education and
Communication related activities are to be carried out in coordination with Information,
Education and Communication division of State AIDS Control Societies or National AIDS Control
Organisation. These activities shall ideally be planned in the Annual Action Plan to ensure that
the District level Non-Governmental Organisations are supplied with the materials as per
requirements.

Role of Technical Support Unit:

In order to ensure uniformity in approach (with local adaptation), quality intervention the role of
management and technical teams would be to:
(i)  In NEW Districts: Ensure identification of project Districts and villages or cluster of villages and
come up with an estimated size of at risk and vulnerable population within a given one to three
months of initiation of projects in case of new Districts.
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(ii)

(i)

(iv)
(v)

(vi)
(vii)

(viii)

In EXISTING Districts: While in existing intervention Districts there is a need to prioritise
villages/cluster of villages and target population who need to be covered as per the revised
norms of this Guidelines.

Facilitate State AIDS Control Societies in determining the performance indicators and
approaches to be followed for implementation. Establish quality assurance and quality
improvement systems.

Facilitate capacity building of staff on the implementation approaches.

Ongoing mentoring support to provide day to day support in implementation especially areas
of improvement as the Technical Support Unit staff will be visiting to the Targeted
Interventions, Integrated Counselling and Testing Centre, Antiretroviral Therapy centres and
may come across with issues related to service gap among rural High Risk Group but registered
with nearest Targeted Interventions, high positivity or high number of Antiretroviral Therapy
clients from rural areas etc.

Provide support in identifying gaps, working out local solutions through regular reviews.
Support in conducting bio-behavioural surveys.

Facilitate advocacy among allied ministries to bring in sustainability of the approaches suitable
to the local conditions.

e Evidence collection about distribution of risk and vulnerability

Evidence pattern
Building e Identification of target villages and facilitate target setting

e Assessment of sample villages or clusters in existing districts

e Working out individual proposals for each district with clarity on

Pl . approaches, performance indicators and budget.
anning e Determine approaches with clear cut monitoring indicators.
e Facilitate capacity building of implementing agency
e Supportive supervision and review of the proposed approaches
Monitoring e Carry out mid-course correction.

e Generate evidences on impact and outcomes

Role of Technical Support Unit Project Officer:

The role of Technical Support Unit Project officer is to provide supervisory and mentoring support to
the Districts with Link Workers Scheme in his or her area. In the absence of Technical Support Unit, the
District AIDS Prevention & Control Unit and State AIDS Control Societies officers have to perform the
same functions as mentioned below. The Technical Support Unit Project officer is expected carry out
following duties and responsibilities as mentioned below:

(i)

(ii)

(iii)

Ensure all staff are recruited by District level Non-Governmental Organisation according to the approved
plan and guidelines

Ensure the District level Non-Governmental Organisation provide the appointment letter to all staff with
detailed Terms of Reference

Facilitation for induction training of newly recruited staff by the in house mechanism
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(iv)

(v)

(viii)

(ix)

()

(xii)

(xiii)

(xiv)

(xv)

(xvi)

(xvii)

Ensuring that the District level Non-Governmental Organisation conduct site assessment on regular
basis

Ensure that the District level Non-Governmental Organisation conduct health camps as per the
approved plan and in close coordination with State AIDS Control Societies or District AIDS Prevention &
Control Unit or District Health Society

Ensure District Resource Persons carries out monthly review the performance of the staff and provides
support in improving the same

Ensure that the District level Non-Governmental Organisation staffs develop referral network for
Integrated Counselling and Testing Centre, Care & Support, Tuberculosis management, Sexually
Transmitted Infections complications, medical care, social and legal support, Injecting Drug User services

Ensure that the District level Non-Governmental Organisation staff have a plan to setup free condom
outlets and social marketing as per the Guidelines

Ensure that the District level Non-Governmental Organisation utilize the funds in time and as per budget
guidelines

Ensure that the District level Non-Governmental Organisation staff have the correct understanding of all
Monthly Reporting indicator

Ensure that District level Non-Governmental Organisation timely submit Utilisation Certificates and
Monthly Reports to State AIDS Control Societies

Ensure that each District level Non-Governmental Organisation receives analytical feedback on their
monthly performance as per Monthly Reporting indicators

Ensure that District level Non-Governmental Organisations are adequate stock of Information,
Education and Communication materials from State AIDS Control Societies

Facilitation of rapport building with all stakeholders, co-ordination with District AIDS Prevention &
Control Unit and other Government agencies for programme support

Coordinating with Technical Support Unit and State Training & Resource Centre to ensure all staff are
trained

Ensure the following supervisory plan is ensured in a Link Workers Scheme District: (first time visit to
any District should be of five days, subsequent each visit should be two to three days, single day visits
are not recommended). Ensure that all the Blocks are visited atleast once in six months in case the
number of Blocks covered in the District is less than 10.

During each District visit plan to visit atleast one Block and two villages based on the review of the
programme — during Block visits meeting with key stakeholders like Block medical officer, Child
Development Project Officer, Block Development Officer, Block Pramukh (Panchayati Raj head at Block
level) etc.

2.1 Defining the Target Population at Risk and Site Assessment

There are no gold standards to the assessment approaches to define the target population at risk and
sites where the prevention interventions will be most effective for populations which continue
otherwise to remain anonymous in a closed sexual network. In several countries, the approaches have
been evolved along with time. There is nothing that fits in for all. This is because of following:

(i)

Risk behaviour of rural High Risk Groups especially Female Sex Workers and their clients is generally
drawn from that of the general population of same area from where they belong to. Hence, the socio-
demographic features would not be different, but their risk taking pattern will depend upon the
vulnerabilities and peer pressure, peer group behaviour.

With the changing landscape of the rural areas, with more and more entertainment and business
related options available in close by urban and peri-urban areas there is great degree of mobility of
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(iii)

(iv)

Female Sex Workers or Men Who Have Sex with Men to take part—time jobs and some of them also take
up high risk activities as a part of disposable incomes.

Similarly, the persons who abuse substances like ganja, alcohol often fall into prey to the local quacks or
pharmacies to get habituated for injectable pharmaceuticals. There may be other examples as well. This
transition often leads to self experimentation in groups and often leads to people habituated to inject
pharmaceuticals or drugs on their own.

Limited evidence about the profile of these rural High Risk Groups who take risk, who are HIV positive
and require Antiretroviral or those who are taking Antiretroviral and their drug adherence pattern.

This is due to documentation gaps within the existing systems of reporting and evidence
informing systems.

Hence, to overcome these challenges there is a need for continuous study at programmatic level to
understand following:

(i)

(ii)

(i)

Defining the target population (whether all High Risk Groups or vulnerable population in rural areas are
at risk or only those who have more partners, are mobile between places, have high Sexually
Transmitted Infections episodes, who are spouses of High Risk Groups are at risk).

Defining the relative risk among these target population (defining the risk taking pattern and peer group
behaviour (young or old ones), (new or old ones), (at one location or at different locations).

Defining the relative risk taking pattern among the most at risk target population (type of sexual
behaviour, condom use pattern, injecting pattern, health seeking behaviour, attitude towards less risky
behaviour)

Therefore, it is important that the State AIDS Control Societies and Technical Support Unit need to
understand some of these above important areas before stepping for developing local evidence based
strategies based on the broad strategies discussed in the Guidelines. These understanding are based
on past experiences, these may be reviewed and mid-course correction can be brought in with enough
evidence.

Steps in defining the target population at risk:

1. Collect People Living with HIV related data from nearest Integrated Counselling and Testing

Centre or Prevention of Parent to Child Transmission of HIVor Antiretroviral Treatment or Link
Antiretroviral Treatmentor Facility Integrated Counselling and Testing Centre or Public-Private
Partnership Integrated Counselling and Testing Centre to understand the burden of HIV in the
District (whether the same is 10 per 1000 population tested in a specific geographical area).

Collect High Risk Group related data from nearest Targeted Interventions (may be located in
the neighbouring District or same District to understand what percentage of the High Risk
Groups line listed in the Targeted Interventions belong to the rural areas and their mobility
pattern, client profile. Also collect information from the clients of High Risk Groups to
understand the presence of High Risk Groups in rural pockets of the Block or District.

Collect Sexually Transmitted Infections data from nearest Designated Sexually Transmitted
Infections or Reproductive Tract Infections Treatment Centre or Primary Health Centre or
Community Health Centre or Private practitioners or any other sources which indicate the
Sexually Transmitted Infections burden, profile of Sexually Transmitted Infections patients and
geographical distribution of these cases.
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4. Collect migration related information from Anganwadi Workers or Auxiliary Nurse Midwife or
Panchayats or from other recent studies in the District — to highlight the volume of migration,
pattern of migration (whether long term, short term), seasonality pattern and HIV or Sexually
Transmitted Infections burden from above information.

Based on these information, Technical Support Unit or State AIDS Control Societies is expected to
come up with a definition of the target population which is at risk and need to be covered by Link
Workers Scheme, especially determining:

a) High Risk Groups from rural area at risk

b) Migrants and their spouses are at risk

c) People Living with HIV burden is high or Sexually Transmitted Infections burden is high or both

2.2 Defining the location where the scheme can be implemented

Once we identify the risk groups, then comes the process of identifying the geographies or pockets
which need to be targeted with services. Hence for new and existing Districts following steps are to
be followed:

Existing Districts to prioritise amongst existing New Districts OR

Villages New Blocks in an existing District
Site assessment Define the target population at risk
Service mapping Broad Mapping

Site Assessment

Service Mapping

In the HIV or AIDS programming, mapping has significance in terms of its importance in broad
planning and resource allocation. But in case of rural prevention programming the house to house
survey or preparing point estimates generated through mapping at a given point of time often may
not be the best evidence for programming. The mapping estimates may vary with the social milieu
of the area about High Risk Groups and high risk behaviour, about the social acceptance of multi-
partner sex etc. as well as the place where mapping is being conducted, the purpose and timings
during which the mapping is conducted, availability of the target population at risk are being
mapped.

Hence, while designing these interventions it is highly recommended to carry out Broad Mapping
across the District in sample pockets of the Block with the secondary data sources which suggest
presence of significant People Living with HIV load or Antenatal Care HIV positivity or presence of
High Risk Groups (atleast 20-30 in a cluster of four to five villages) to understand the possible target
village or cluster of village for intervention. This Broad Mapping is to be followed by site assessment
in a new District only. In existing Districts only site assessment (NO Broad Mapping)is to be
conducted by the implementing agency while working with the communities as a part of their
ongoing activities by using specific tools.
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To summarise these terms, the following table can be referred:

Activities

Definition

Importance

Where to carry out

Broad Mapping
(only in NEW
Districts)

Broad Mapping is defined as
an activity which provides
broad information in a map of
limited or wide geographical
area indicating

concentration and availability
of target population.

Gives broad information
about the locations
where concentration of
High Risk Groups or
vulnerable population
available as defined in
this guideline.

Sample pockets of the Block which
the secondary data sources suggest
presence of

significant People Living with HIV
load or Antenatal Care HIV positivity
or presence ofHigh Risk Groups (at
least 20-30 in a cluster of 4-5
villages).

Site Assessment
(In both new and
existing Districts)

Site assessment is an activity
which provides detailed
information about the target
population in terms of its
needs, priorities; about the
resources

available and about the
environment where
intervention is proposed.

Gives detailed
information about the
risk pattern of groups,
services available in the
area, services to be
planned, and resources
required.

All villages or cluster of villages
with sites which have at least 15-20
High Risk Groups in 4-5 villages or
there is seasonal and short term
migration to high prevalence States
of more than 200 migrants from 4-5
villages or 10 People Living with HIV
per 1000 adult population tested in
cluster of 4-5 villages.

Exclusion criteria for both Broad Mapping and Site Assessment:

(i)  Villages within 10 kms (in hilly regions or low population density areas 5 kms) from the Block
or District head quarter to which they belong to are to be considered for second priority.

(ii)  Villages (population of more than 5,000) with more vulnerable population but less than 10
high or medium volume High Risk Groups shall be considered as second priority.

Based on these following steps the village or cluster can be selected for prevention interventions.

The Broad Mapping and site assessment will result in following outputs:

1. Establish the expected volume of at risk and vulnerable population in villages or cluster of

villages.

2. Establish the key factors influencing vulnerability of the above population.

3. Assess the risk associated in terms of client profile of High Risk Groups in the area, Sexually

Transmitted Infections burden, condom use pattern and barriers to condom use.

Steps in Conducting Broad Mapping:

[PART II—SEC. 3(ii)]

The Broad Mapping shall be carried out for new Districts or Blocks or villages and this has to be
followed by site assessment. The Broad Mapping is carried out basically using secondary data and
discussion with key informants like health care providers, Integrated Child Development Scheme staff,
Integrated Counselling and Testing Centre and Antiretroviral Therapy staff, Panchayati Raj Institution
members etc.

The State AIDS Control Societies and Technical Support Unit will constitute a task force represented by
State level officers from State AIDS Control Societies, District AIDS Prevention & Control Unit (if
present) or District Health Society, civil society. This mechanism is suggested to bring in involvement of
multiple stakeholders in decision making especially local representatives.
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This task force will come out with a document which clearly informs the State AIDS Control Societies
and National AIDS Control Organisation about the possible target areas with significant concentration
of at risk and vulnerable population.

Based on the deliberations of this task force, the document highlighting following areas will be worked
out:

(i) Locations or sites with significant at risk and vulnerable population. The villages shall be at least 10 kms
or more in plain areas and 5 kms or more in hilly or low population density areas from the nearest town
or headquarters. These villages or cluster of four to five villages shall have 15-20 high or medium volume
High Risk Groups as reported by nearest Targeted Interventions or other key informants, atleast 200 out
migrants with comparatively high HIV positivity (as per nearest Integrated Counselling and Testing
Centre or Antiretroviral Therapy data), 5-10 People Living with HIV per 1000 adult population tested as
per information from nearest Integrated Counselling and Testing Centre or Antiretroviral Therapy.

(ii)  The task force also can use existing Situation Need Assessment or mapping data for the District but the
same shall not be more than two years old.

(iii)  The list of stakeholders or associates which control or influence the mobility of High Risk Groups, their
access to condoms, needles and syringes, and other services.

(iv)  The list of potential condom outlets for free and social marketing.

(v)  The list of health care providers who need to be sensitised for syndromic case management and abscess
management.

(vi)  The list of locations where information centre can be established.

(vii) The list of Self Help Groups, Youth Clubs or other institutions which can be tapped for reaching out the
communities.

(viii) Data related to Sexually Transmitted Infections pattern and prevalence among target population and
health seeking pattern.

(ix) Data related to HIV prevalence among High Risk Groups, spouses of High Risk Groups, vulnerable
population from nearest Integrated Counselling and Testing Centre or Facility Integrated Counselling and
Testing Centre at least for last one year by villages or cluster of villages.

(x)  Data related to current number of People Living with HIV or people on Antiretroviral Therapy from the
nearest Antiretroviral Therapy centre by villages or cluster of villages.

(xi) Data related to migration pattern (seasonality), volume of migration, time of return and who facilitates
the migration process.

(xii) Information related to nearest Targeted Intervention (how many of the High Risk Groups belonging to
the rural area are under service), how many of them regularly serviced and how many of them serviced
at certain intervals, client profile of these rural High Risk Groups, sites where they solicit (lodge, weekly
market, dhabas, market yards, local small industries, quarries etc.)

(xiii) Information related to Integrated Counselling and Testing Centre referral and access by these rural High
Risk Group as documented by the Targeted Interventions — what are the challenges and opportunities.

Steps in Conducting Site Assessment in an Existing District:

The site assessment is carried out by the existing Link Workers SchemeDistrict staff for the following
purpose:

Purpose 1:

To consider only 40% of the villages amongst current number of villages within 10 kms radius from
nearest District or Block headquarter (5 kms in hilly or low population density areas) for future Link
Workers Scheme implementation. In case of villages closer to adjoining District or Block headquarter
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Will be considered as per its original distance from parent District or Block. The Situation Need
Assessment data or programme data used for this purpose shall not be more than two years old.

For example, there are 12 villages within 10 kms or 5 kms radius of Block or District headquarters — in
future, as per the Guidelines only five villages will continue to have the Cluster Link Workers Scheme
based on the site assessment as per following process:

Step 1:

Take data of current Link Workers Scheme programme data, Situation Need Assessment data (should
not be more than two years), data from People Living with HIV data base, People Living with HIV data
from Integrated Counselling and Testing Centre, Antiretroviral Therapy centres, data from Tuberculosis
Bacili programme, data from existing Targeted Interventions in the District about the rural High Risk
Groups (how many registered are from villages, how many are getting service from the Targeted
Interventions but they reside in villages) etc. Migration data to be collected from Anganwadi Workers,
programme data of Link Workers Scheme, any other village level migration data indicating migration to
high prevalence Districts) The following format may be used for collecting the data.

District type Female Sex Injecting HIV People Migration to high HIV Whether to
Workers or Drug User | Positivity | Living with prevalence Districts (% positivity be
Men Who per 1000 among HIV per of total pop. In the among considered
Have Sex with | pop. of High Risk | 1000 pop. village) migrants for Step 2 if
Men the Groups tested in (ever) in following is
per 1000 village (ever) in the District the fulfilled
pop. of the the (ever and District
village District alive)
1 2 3 4 5 6
High 8 or more 4 ormore | 1-2% 1-3 >3% >1-2% 1/2 and/or
prevalence 6 or more 4 or more | 2-3% 2-3 >3% >1-2% 3/4 plus 5/6
4 or more 4 ormore | >3% 34 >5% >2%
Low 3 or more 3ormore | 1-2% or 0-1 Pop. Size% of migrants
prevalence more <800 5% or >5% 1/2 and/or
800-2000 | 3-5% 3/4 plus 5/6
>2000 2-3% >1-2%
less than 2% would not
be considered
2-3 or more 2-3 or 2% or 0-1 Pop. Size% of migrants
more more <800 5% or >5% 1/2 and/or
800-2000 | 3-5% 3/4 plus 5/6
>2000 2-3%
less than 2% would not >1%
be considered
0-2 or more 0-2 or 2%or 0-1 Pop. Size% of migrants
more more <800 5% or >5% 1/2 and/or
800-2000 | 3-5% 3/4 plus 5/6
>2000 2-3% 0.1%
less than 2% would not
be considered

Step 2:

Based on the algorithm given in the previous page the team has to take a decision whether the village
is to be continued of not. An excel sheet with formula is available with State AIDS Control Societies and
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Technical Support Unit which can be used to enter data and it will automatically calculate the eligibility
of the village based on the algorithm.

The villages which were earlier covered and after site assessment are not considered for Link
Workers Scheme may be offered for intensive Information, Education and Communication activities
and linkage with nearest Integrated Counselling and Testing Centre for visit by counsellor etc.
Instead new villages which are more than 5 or 10 kms radius as applicable having higher risk and
vulnerabilities to be selected and Link Workers Scheme may be implemented.

This is important, most of our programme activities are largely concentrated around the urban or pre-
urban areas (towns, headquarters) whereas far off villages are always deprived of services including
Information, Education and Communication activities and thus they have heightened risk and
vulnerabilities. These far off villages face migration due to poverty and lack of employment
opportunities and carry higher risk than villages which are close to economic centre of the Districts
where migration happens to grab better opportunities.

Purpose 2: (to be carried out for each Block where the villages are more than 10 kms from the
nearest headquarters (5kms in hilly or low population density areas).

The purpose of this exercise is to prioritise the villages which will be continued for future interventions.
During analysis of performance of villages it has been found some villages although having larger
population but lack the risk (no High Risk Group or one to two High Risk Groups only, High Risk Groups
which are very low volume and risk, quality of services being very poor during last six months), no
People Living with HIV or People Living with AIDS, no migration or migration to nearby town etc.) and
vulnerability. Hence, these villages need to be carefully assessed and based on which villages to be
prioritised and new villages need to be selected. The same steps to be followed as highlighted in the
above sections.

Village Visit to follow after selection of ineligible villages. At least 10% of the samples of villages to
be visited by a team. During the visit following activities is to be carried out. A village level meeting to
be organised. During these meetings specific issues to be discussed related to their experience of
accessing services, challenges faced, how many times they have participated in group activities or what
can be best method to reach out them in groups.

1. The groups will also be meeting the stakeholders in the village like the Panchayat head,
Anganwadi Workers, Auxiliary Nurse and Midwifery, Accredited Social Health Activist, Village
level workers or Mahatma Gandhi National Employment Guarantee Act staff to understand
what support they have been providing for the programme and how this programme can
reach more members with their support.

2. At the end of the visits as mentioned above, groups are expected to draw up a social map of
the village highlighting the gaps they have found and recommend whether the village need
exclusive services of Cluster Link Workers or the support of other stakeholders can have
similar results with minimum support of Cluster Link Workers.

3. From these information calculate the broad estimates of target population in a village will be:
(the calculation is based on the Situation Need Assessment reports of existing project Districts
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not more than two years or programme data in case Situation Need Assessment is more than

2 years)

Target Setting for Link Workers Scheme Districts:

Target Group

Existing Districts

New Districts

1 | Antenatal Care mothers

100% as per the
information from the
Antenatal Care register of
the village

100% as per the
information from the
Antenatal Care register of
the village

2 | Tuberculosis Bacili
patients

100% as per the
information from the
District Tuberculosis Officer
or Senior Tuberculosis
Laboratory Supervisors of
the area

100% as per the
information from the
District Tuberculosis Officer
or Senior Tuberculosis
Laboratory Supervisors of
the area

3 | High Risk Groups (as per
definition)

Reported by last Situation
Need Assessment (within
twoyrs) or programme data
(last 6 months)

The target should be fixed
within 6 months of
implementation in the
village (100%)

4 | Male population at risk
including spouses of
Female Sex Workers

5% of adult male population
(considering National
Sexually Transmitted
Infections prevalence of 5%
among male)

5% of adult male population
(considering National
Sexually Transmitted
Infections prevalence of 5%
among male)

5 | Bridge Population low
risk but highly vulnerable
including spouses of
Men who have Sex with
Men or Injecting Drug
Users

Spouses of migrants or
truckers or Injecting Drug
Users or Men Who Have
Sex with Men and migrants
or truckers as per

last Situation Need
Assessment (within two yrs)
or number of households
reported in the programme
data

Number of migrant or
truckers households as
informed by Anganwadi
workers or Auxiliary Nurse
and Midwifery or Panchayat

6 | People Living with HIV

Number as reported in the
Integrated Counselling and
Testing Centre or
Antiretroviral Treatment
facilities

Number as reported in the
Integrated Counselling and
Testing Centre or
Antiretroviral Treatment
facilities

TOTAL TARGET

Sum of 3,4,5,6

Sum of 3,4,5,6

[PART II—SEC. 3(ii)]
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An example of Broad Map is presented below:

The Broad Map is based on the
:flin&jr/;sg) Integrated Counselling and

Testing Centre and Prevention
of Parent to Child Transmission
data analysed from
Computerised Management
Information System to prioritise
pockets

1.20(11/918)

Rapar —1.96
(3/153)

which require intervention.
The next step would be to
understand in each Block,

which are the Panchayats or

ICTC PPTCT 2008-09
B 0To0.000001
[ 0.000001 To 0.5
0 05Te1.0
W 1.0To20
[0 NoDats

cluster of Vvillages which

sihor—1.72 represent higher trends of

(1/58)

Integrated Counselling and

Testing Centre and Prevention
of Parent to Child
Transmission  positivity as
recorded in the nearest
Integrated Counselling and
Testing Centre.
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Steps in Conducting Site Assessment in a New District:

The site assessment is to be carried out by the newly recruited Link Workers Scheme District
staff with the support of State AIDS Control Societies and Technical Support Unit for the
following purpose:

e To prioritise new villages in compliance with the location and target population as defined
earlier.

1. Take the map of District and identify the block with highest rural High Risk Groups as reported
by nearest Targeted Interventions line lists or high number of People Living with HIVs as
reported by nearest Integrated Counselling and Testing Centre or Antiretroviral Treatment or
positive network or Tuberculosis Bacili clinics reporting presence of co-infected patients or
high number of Tuberculosis Bacili patients or with high outmigration.

2. Review of secondary data of nearest Targeted Interventions or hotspots of Targeted
Interventions (maximum within 20 kms radius of the village) Female Sex Workers and Male
Sex Workers as well as Focus Group Discussion with these groups to understand what
percentage of High Risk Groups are from the village and what barriers to condom use are.

3. Review of secondary data of Anti-retroviral clinics and HIV testing centres in the nearby areas
to understand what percentage of on Antiretroviral Treatment or pre-Antiretroviral Treatment
clients belong to the villages.

4. Review of secondary data of Sexually Transmitted Infections clinics and health care providers
in the nearby areas to understand what percentage of clients, High Risk Groups belong to the
villages and are having Sexually Transmitted Infections and health seeking behaviour.

5. Collect information regarding potential outlets for condom social marketing, any kind of
health facilities catering to general population.

6. Collect information regarding the existence of sex networks (both male and Female Sex
Workers) and the support structures for these networks, operational timings of Key
Populations in the area, the concentration of High Risk Groups.

Based on these information the Management and Technical Team will decide and inform about the
suitability of the village for designing an intervention. While making such decision following
algorithm may be used:

1. 60% of the Female Sex Workers are medium (more than six clients in last 15 days) volume
Female Sex Workers and there is at least three Sexually Transmitted Infections or
Reproductive Tract Infections reported for 40% of the Female Sex Workers for two quarters.

2. 50% of Men Who Have Sex with Men, Male Sex Workers, clients of Female Sex Workers or
spouses of Men Who Have Sex with Men or Injecting Drug Users have reported at least one
infection of Sexually Transmitted Infections during two quarters.

3. Injecting Drug Users with four to five injecting episodes per week.
4. 60% of those are who are migrants or truckers are coming back to village at least more than
two times a year and there is significant information about Sexually Transmitted Infections.

5. At least 5-10 per general population tested are People Living with HIV or are on Antiretroviral
Treatment.
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If Yes for Point 1,2,4

l

If No for point 4

\

Suitable for interventions

Not suitable for full-fledged intervention
even all other criteria are fulfilled.

2.2 Determining Availability of Appropriate Services

Availability of appropriate services at any location which has suitability for intervention will depend

upon following:

1. The quality of engagement with target population.
2. The efficiency of coverage of target population with services.

This is important from the point of placing Link Workers Scheme in a village or cluster of villages:

(i)  Efficiency of coverage: In order to optimise the utilisation of resources, it is necessary that
these services are accessed. This will essentially depend upon the availability of services such
as syndromic management, HIV testing and counselling services.

(ii)  Quality of engagement: From an intervention perspective, it is also important that the point of
access provides an environment where the target population continue to access service with

confidentiality and these services are stigma free gage in depth with the programme.

It is not expected that services available far off (more than 10-20 kms) will be accessible for High Risk
Groups and vulnerable population in rural settings considering issues with affordable transportation.

Hence, it is important to understand different locations and its importance in designing services.

Different options for service delivery in rural settings:

e In case the existing government facilities have provision of syndromic case management and
or HIV testing and counselling within 10 kms (5kms in hilly or low population density areas)
from the villages or cluster of villages the same may be considered for referrals. In such cases
the target for those villages will be significantly higher considering availability of services may

be of 80%.

e The proposed health camps with syndromic case management and or HIV testing and
counselling services can be tagged with the villages or cluster of villages and at least 60%of

the High Risk Groups shall receive services at least once a year.

e The provision of mobile health clinics with syndromic case management shall be utilised to

provide services under National Health Mission.

e The provision of mobile Integrated Counselling and Testing Centre vans along with other
activities may be planned to provide HIV testing and counselling services at least twice a

year and shall ensure 80% of the High Risk Groups are tested.
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2.2.1 Types of Villages or Cluster of Villages
They can generally be classified under three types.

2.2.1.1 Villages or Cluster of villages primarily of High Risk Groups
These are villages with

(i)  more than 10 High Risk Groups mostly of medium volume (more than 6 clients in 15 days) or
most of them are young and new.

(ii)  with less than 10 High Risk Groups but are of high volume (more than 8 clients in last 15
days)

(iii)  high degree of mobility (atleast more than three days a week) Female Sex Workers or Men
Who Have Sex with Men or Injecting Drug Users move to the nearest highway, dhabas,
market yard, railway station, construction sites, Targeted Interventions area etc. and solicit
clients.

(iv)  Targeted Interventions line list highlights significant number of Female Sex Workers, Men
Who Have Sex with Men or Male Sex Workers or Injecting Drug Users belong to the village
or its peripheral hamlets or cluster of villages.

2.2.1.2 Villages pre-dominantly out migration villages with more than 20% of the adult males

migrate more than three months in a year.

(i)  Households with more than 20% adult male out migration and significant of them are on
Antiretroviral Treatment or are on pre-Antiretroviral Treatment.

2.2.1.3 Villages have low risk and vulnerable populations but have significant number of
persons are from People Living with HIV community
(i)  These villages are important from the point of halting the transmission by introducing

timely treatment and ensuring adherence.

Hence, based on these considerations the design of interventions and services can be
determined. The same is presented below:

Villages or Cluster of villages primarily of High Risk Groups

Villages pre-dominantly out migration villages

Villages have low risk and vulnerable populations but have Full-fledged interventions
significant number of persons are from People Living with
HIV community

2.3 CAPACITY BUILDING OF IMPLEMENTING PARTNERS

The role of State AIDS Control Societies and Technical Support Unit is important from the point of
bringing common understanding among different stakeholders about the expected outcomes of the
interventions, the implementation approaches and expected impact.

While the in-house training may be imparted through the project staff so that they can be used for
training of new staff as well as can support the project ongoing basis.

The training activities will be carried out by State Training and Resource Centres in States with State
Training and Resource Centres, in rest of the States the State AIDS Control Societies would use
trained resource persons to deliver the training for Link Workers Schemes. Therefore, it is important
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that the capacity of the implementing partners is built in and a system of local evidence building and
feedback to the programme is built in within the prevention intervention.

The capacity building inputs should include:

(i)
(i)

Training (induction, refresher, specialised theme based training)
“Hand holding” or mentoring

Various themes for Capacity Building can be:

Areas

Participants

(i)

National AIDS and Sexually Transmitted Cluster Link Workers
Diseases Control Programme Supervisors

Basic information on HIV and Sexually
Transmitted Infections

Behaviour Change Communication and
development of Information, Education
and Communication materials

Dealing with myths and misconceptions
Peer education and community outreach
Harm Reduction including Opioid
Substitution Therapy

Condom programming

Safer sex negotiation

Sex and sexuality

HIV testing and counselling

Outreach planning, monitoring

(iv)

Stigma and discrimination Supervisor

Community participation and District Resource Person
empowerment

Sexually Transmitted Infections
management

Advocacy

(i)
(ii)
(iii)

Reporting systems Monitoring and Evaluation cum Accounts
Project management Assistant

Resource mobilisation District Resource Person

The “Handholding” or “Mentoring” visits carried out by the State AIDS Control Societies and Technical
Support Unit teams or by external experts need to be outlined keeping in mind that the project staff
are able to understand the gaps and are able to find solution within their own settings. The objectives
of these visits shall be:

1
2
3.
4

b

Brainstorming and facilitating to identify gaps, opportunities
Facilitating in finding out solutions
Facilitating advocacy and networking

Bringing in scale for services with private sector, other referral services for Tuberculosis Bacili,
Antiretroviral Treatment services

Monitoring of the performance benchmarks and grading the performance

Capacity building through onsite support
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2.4 MONITORING AND EVALUATION

The implementation for Link Workers Scheme will be monitored by the State AIDS Control Societies
and Technical Support Unit teams using specific supervisory tools.

The basic purpose of the monitoring is to ensure:

1. That the intervention is aligned with the National Guidelines or aligned to the strategies
worked out in the proposal in line of the National Guidelines.

2. That the interventions has put systems for peer education by Cluster Link Workers
(recruitment as per the Guidelines), updated outreach plan, appropriate service delivery
system, networking and advocacy approaches, social marketing of condom programme,
linking with HIV testing facilities and linking with Antiretroviral Treatment facilities.

3. That the intervention has been reporting on National Guidelines.

4. That the intervention has been making efforts to engage with different stakeholders towards
addressing programme management issues, stigma and discrimination as well as overall
improvement of performance of the intervention.

5. Triangulation of data on Sexually Transmitted Infections incidence among High Risk Groups
with other sub-groups and Key Population groups in the area to understand the transmission
dynamics and provide necessary inputs.

In addition to the routine monitoring there is need for monitoring of specific outcomes such as;
condom use pattern among different clients and vulnerable population, behaviour change patterns
among these groups, HIV testing and Antiretroviral Treatment compliance rates among High Risk
Groups and other vulnerable populations.

These are important from the point of improving the outcomes of the intervention. While monitoring
of these interventions are important from the point of investments, the process of evaluation is
required to understand the systems in place and their effectiveness and efficiency, effectiveness of
existing referral systems and delivery pattern.

The role of State AIDS Control Societies and Technical Support Unit teams in Evaluation would be:
1. Build capacity of the team, experts to implement evaluation tools.

2. Facilitate the process of evaluation. Provide critical feedback to the policy makers,
stakeholders and implementers in improving the quality of interventions.

3. Build in and manage the quality assurance and quality improve mechanisms within the
project.

4. Carry out documentation of best practices, training needs and outcome assessments using
various tools.

Specific Strategy for North Eastern States and Tribal areas:

While the implementation mechanism of Link Workers Scheme will be same for North Eastern States
and Tribal areas in terms of target population, services for each target population and performance
indicators. While the service delivery mechanism will be more based on reach out models such as
health camps linked with Testing services, outreach models for needle or syringe distribution, linkage
with Opioid Substitution Therapy centres will be high priority in Districts with Injecting Drug User
programme requirements.
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Similarly, the management model of implementing Link Workers Scheme in North East States and
tribal areas will include merger of neighbouring districts with less than 60 targeted villages in each
District to optimize the management by one Non-Governmental Organisation. The villages are to be
selected as per the Guidelines and Districts may be merged as one cluster to implement the scheme.
The proposal has to be prepared by State AIDS Control Societies and the same will require prior
approval of National AIDS Control Organisation.

Take home messages:

(i) The role of State AIDS Control Societies and Technical Support Unit team is to support the
programme in building evidence for planning, better implementation and building capacity
of the partners.

(ii) Broad Mapping, site assessments are key steps in estimating the denominator and assessing
the feasibility.

(iii)  Villages or cluster of villages with 60% of the Female Sex Workers are medium (more than
four clients per week) volume Female Sex Workers and there is at least three Sexually
Transmitted Infections or Reproductive Tract Infections reported for 40% of the Female Sex
Workers for two quarters AND/OR 50% of Men Who Have Sex with Men, Male Sex Workers,
clients of Female Sex Workers or spouses of Men Who Have Sex with Men or Injecting Drug
Users have reported at least one infection of Sexually Transmitted Infections during two
quarters AND/OR 60% of those are who are migrants or truckers are coming back to village at
least more than two times a year and there is significant information about Sexually
Transmitted Infections in addition to at least 10 per adult population tested are People Living
with HIV or are on Antiretroviral Treatment.

(iv) Injecting Drug Users with five to six injecting episodes per week to be considered for
intervention

(v)  Capacity building of partners and continuous monitoring are essential to maintain quality and
ensure optimal investments.

CHAPTER 3: Guidelines for Implementing Partners

In this chapter, following areas are covered:

1. What are principles of service delivery among risky and vulnerable population in rural settings
2. Programme Strategies

3. Different service delivery models

4. Component of service delivery

a) Behavioural Component — how to prepare micro plan for outreach, what are the
outreach components, what are the components of Interpersonal Communication
and Behaviour Change Communication

b) Biomedical Component — what are the different services, how to link with services
c) Structural Component
5. Programme Management

6. Human Resource Management
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3.1 Principles of Service Delivery Among Risky and Vulnerable Population in a
Rural Setting

Considering the nature of target population and the socio-cultural milieu it is important that the
service delivery among these populations need to be guided by certain basic principles:

1. Alignment with National Guidelines
The intervention is required to align with all existing National Guidelines for its various components.

2. Differential Approaches
Different approaches are required for rural High Risk Groups based on the dynamics of the sexual and
social networks of each of the sub-category (from where they operate, who controls these networks
etc.). The vulnerability pattern (outmigration volume and mobility pattern), sexual behaviour of
spouses of High Risk Groups, availability of Sexually Transmitted Infections services and condoms will
determine the approaches.

3. Community participation and ownership building

Ideally, the social and sexual network in rural settings is homogenous in nature and building affinity
for mobilising them as community for risk or vulnerability reduction is achievable. Their participation
needs to be structured based on their perceived needs may be in the form of mobilsing through Self
Help Groups, Small groups based on their profession or occupation etc.

4. Adoption of combination prevention approaches

Considering the different scenario in which the interventions will be designed it is important that
combination prevention approaches may be adopted targeting both High Risk Groups and their
regular sexual partners both for prevention and treatment. However, these approaches are to be
confidential and stigma free.

5. Affordability, Acceptability and Accessibility of services

Considering the low literacy level, varying degree of health seeking behaviour owing largely due to
limited access and prevailing myth, the services may be accessible, acceptable and affordable.

6. Confidentiality and Continuum of services

Rural High Risk Groups and vulnerable clients prefer to be anonymous about their identity as well as
behaviour, hence it is important to ensure confidentiality of services offered. Similarly it is important
to ensure mechanisms for continuity of services across their mobility especially if the High Risk
Groups can be linked to nearest Targeted Interventions to ensure a full package of services.

3.2 Programme Strategies

Link Workers Scheme is a prevention intervention programme targeting rural risky and vulnerable
population. From epidemic response perspective, the scheme is expected to target both vertical
transmission and lateral transmission of HIV among these target population. The following
diagram describes the importance of these transmission dynamics and programme strategies of Link
Workers Scheme:
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Routes of
Transmission

Vertical
Transmission

Lateral Transmission

Transmission from

Positive clients

At risk communities

Pregnant Mother

Sexually active men

Spouses of positive

with service linkage
with existing
Accredited Social
Health Activist and
Auxiliary Nurse and
Midwifery

with Behaviour
Change
Communication,
Enabling
Environment
Component strong
linkage to services

and women (High clients and their
Risk  Groups and sexual partners,
their clients) children
Migrants and their
spouses

Risk level Very High Moderate to High Highest

Visibility in the High Low Low

community

Strategy Outreach combined Outreach combined Outreach combined

with strong linkage
to services and
positive prevention
components

(i) Ante Natal Care
Mothers

(i) High Risk Groups with
Tuberculosis Bacili

(iii) Tuberculosis Bacili
patients

(iv) People Living with HIVs
or People Living with
AIDS

High visibility High Risk Population Low visibility High Risk Population

High visibility
Moderate Risk
Population
(i) Spouses of () Female Sex (i) clients of (i) Youth
migrants Workers High Risk .
) ) Groups (i) Mobile
(i) Injecting Drug (ii) Men Who Have population
Users and their Sex with Men (i) spouses of
partners High Risk
(iii) Transgender or Groups
(i) migrants Hijra
(iv) Male Sex Workers

Step 1.COVERAGE TO BUILD RAPPORT Step 3. IDENTIFY HIGH RISK GROUPS, COVERAGE AND SERVICES

Step 2.RAPPORT BUILDING FOR HIGH RISK GROUPS Step 4. REFERRALS

The above framework shows that the Cluster Link Workers shall start covering High visibility High Risk

Populations to link them with services provided by other workers in the area. This will help them to
build rapport in the community and will help them to identify High Risk Groups and other Low visible
High Risk Population. Once these group of high risk population is identified, snow balling need to

happen to identify other members in the same village or in the area. Cluster Link Workers are
expected to link all these members with services, follow up them and ensure adherence and

continuity. Whereas the moderate risk groups need to be sensitised and provided opportunity to
access information centre and health camp services.

This guideline outline broad strategies under three components as described above:
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Behavioural Component:
1) Outreach: Designed specific to the nature of target population

Location, time specific micro- plans to conduct outreach will be designed (details of micro-plan available
in Training Module)

Peer driven approach (Self Help Group members, Direct Observed Treatment and Short Term
Chemotherapy providers etc.)

2) Communication: Both Interpersonal Communication (one to one) and group level approaches
Carried out by Cluster Link Workers and volunteers
Targeting risk perception, condom use, safer injecting practices, Opioid Substitution Therapy, service
uptake, self worth

3) Condom Promotion: Primarily through social marketing Condom demo and free condom availability
will be restricted to those who are medium and high risk Female Sex Workers, Men Who Have Sex with
Men, Injecting Drug Users, and Male Sex Workers.
Free condoms for other target population need to be linked with nearest Accredited Social Health
Activist and Auxiliary Nurse and Midwifery.

4) Provision and collection of needles and syringes by linking to nearest Targeted Interventions
(distribution by Cluster Link Workers based on the requirements of the Injecting Drug Users preferably
collected from Targeted Interventions on monthly basis)

Biological Component:

5) Services: Clinical services for treatment of Sexually Transmitted Infections or Reproductive Tract
Infections, abscess by linking to nearest health facilities, camps organised in the area.
Linked to HIV counselling and testing

Referral and networking with other service providers

6) HIV testing and counselling: Primarily linked to Integrated Counselling and Testing Centre or Facility
Integrated Counselling and Testing Centre or Integrated Counselling and Testing Centre vans, Health
camps

Structural Component:

7) Community Systems Strengthening: Using village health and sanitation committee and District
AIDS Coordination Committee as platform for sharing the progress and issues that needs to be
addressed with support of District and Block level functionaries.

8) Creation of Enabling Environment: Cluster Link Workers are expected to work with other health
staff (Auxiliary Nurse and Midwifery, Accredited Social Health Activist), Anganwadi Workers to
ensure that the target population are able to access information, services in a stigma free
environment. Especially the village mothers meeting shall be used to reach out to the females
and their family members regarding myth and misconceptions on HIV or AIDS and ways to
prevent.

Different Service Delivery Models

In summary, the different service delivery models that may be feasible for implementation in the
locations which have been found feasible for Link Workers Scheme are as follows:
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Type of location

Type of service component

Service delivery model

Villages predominantly
Concentrated with rural
High Risk Groups or out
migration villages (as
defined earlier) within 10
kms or 5 kms in hilly

or low population density
areas (not less than 10
kms) from the nearest
Govt. facility in Integrated
Counselling and Testing
Centre or Facility
Integrated counselling &
Testing Centre

Behavioural Component

Mid-media linked with State AIDS

Control Societies campaign Condom
outlets Counselling by Cluster Link-

Workers

Treatment of Sexually
Transmitted Infections or
Reproductive Tract
Infections, Abscess
management in

Injecting Drug Users

Linked to nearest Primary Health
Centre or Community Health Centre or
trained private providers

Provision of Opioid
Substitution Therapy

Linkage with nearest Opioid
Substitution Therapy Centre

HIV Counselling and testing

Linkage with Integrated Counselling
and Testing Centre or Facility
Integrated Counselling & Testing Centre

Villages predominantly
concentrated with rural
High Risk Groups or
outmigration villages (as
defined earlier) more than
10 kms or 5 kms in hilly or
low population density
areas from the nearest
Govt. facility in Integrated
Counselling and Testing
Centre or Facility
Integrated counselling &
Testing Centre

Behavioural Component

Mid-media linked with State AIDS
Control Societies Campaign Condom
outlets Counselling by Cluster Link
Workers

Provision of Opioid
Substitution Therapy

Linkage with nearest Opioid
Substitution Therapy Centre

Treatment of Sexually
Transmitted Infection or
Reproductive Tract
Infections, Abscess
management in
Injecting Drug Users

Linked to nearest sub centre
Through Primary Health Centre or
Community Health Centre or trained
private providers

HIV Counselling and testing

Linkage with Mobile Integrated
Counselling and Testing Centre or
Mobile Medical Unit with testing
facility Linkageduring health camps
planned by State AIDS Control Societies
or Link Worker Scheme with testing
facility

Type of location

Type of service component

Service delivery model

Villages significant
concentration of People
Living with HIV or People
Living with AIDS and other
risk-groups (as defined
earlier) within 10 kms or 5
kms in hilly or low
population density areas
from the nearest Govt.

Behavioural Component

Linkages with nearest People Living
with HIV network Linkages with other
social welfare Schemes through
Panchayat or Taluka office Condom
outlets Counselling by Cluster Link
Workers

Antiretroviral provisioning

Linked to nearest Link Anti Retro Viral
Treatment or Anti Retro Viral
Treatment centres
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facility in Integrated
Counselling and Testing
Centre or Facility
Integrated Counselling &
Testing Centre

HIV Counselling and testing

and

Linkage with
Testing
Integrated Counselling & Testing Centre

Integrated Counselling
Centre or Facility

3.3 Components of Service Delivery
The services under these interventions are primarily considered three components, they are:

1. Behavioural Component

2. Bio-medical Component

3. Structural Component

Behavioural Component

In Link Workers Scheme, the behavioural component of the programme is implemented in principle
of location time cluster approach to maximise the inputs provided. Considering the low visibility

and anonymous nature of the population, the location time cluster approach is used to reach out
the High Risk Groups or their partners (regular or commercial) through one to one (by home visits),
one to group session (through Self Help Group meetings, mothers meeting, youth group meetings,
gram sabha meetings) and mid-media activities. To delivery communication session the Cluster Link

Worker has to prepare a micro-plan.

The behavioural component essentially a mix of services which enables the client to perceive the
risk associated with certain behaviour and enables with services, condoms, needles and syringes to
practice safer behaviour and thus reducing the risk associated.

Accordingly the framework of implementing and monitoring of this component will be as follows:

What How Responsibility Expected outcome Measurable indicators
Health Through Cluster Link Increase incondom use, (|) Increase in condom use in
education Inter Personal | Workers and safer injecting last sex
Communication, Supervisor practices, Opioid (ii) Decline in Sexually
Mid-media and Substitution Therapy, Transmitted Infections
Counselling and burden among High Risk
reduction in Sexually Groups and their clients
Transmitted Infections . .
burden (III) Increase in Opioid
Substitution Therapy
registration
(iV) Increase in using clean
needles and syringes in
every injecting episode
Increase in Through Cluster Link Increase walk-in clients (i) Increase in walk-in clients
risk Inter Personal | Workers to the Integrated versus referral clients
perception Communication, Counselling and Testing
Counselling Centre or Facility
Integrated counselling &
Testing Centre or
Integrated Counselling
and Testing Centre
van for counselling and
testing
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3.3.1 Preparation of Micro plan by Cluster Link Workers
The following steps are required to be undertaken.

3.3.1.1 Preparation of Site Map

Step 1: Preparation of Site Map:

Preparation of Site Map of the village or cluster of villages is required to prepare the micro-plan. A

site map provides geographical and social overview of an area, including details regarding

landmarks. It will help in planning to decide how many sessions required, who are to be targeted and

where the services are to be linked.

This also provides to collect detailed information in a phased manner, starting with high visibility

high risk population to low visibility high risk population and ensure their linkage with services. (as

mentioned at the start of this chapter).

Site Mapping will focus on the following

(i) List out all households with high visible high risk populations and their current service uptake

status especially related to accessing services for treatment of Sexually Transmitted Infections
or Reproductive Tract Infections, HIV counselling and testing.

(ii)  Prioritise the households with migrants, People Living with HIV or People Living with AIDS and
Tuberculosis Bacili patients.

(iii)  Differentiate by volume and risk level of High Risk Groups and injecting frequency of Injecting
Drug Users

ACTIVITIES TO BE TAKEN UP BEFORE SITE MAPPING

(i) Introduce yourself to the Taluka Medical Officer preferably with zonal supervisor during
weekly meeting of Auxiliary Nurse and Midwifery and Accredited Social Health Activist. Briefly
describe the Llink Worker Scheme and expected support from Health Society and National
Health Mission. (especially supports in terms of requirements for free condoms, participation
in special activities, linkage of pregnant mothers to HIV testing, linkage of High Risk Groups to
Sexually Transmitted Infections treatment and HIV testing, support for conducting health
camps, linkage for HIV Tuberculosis Bacili programmes).

(ii)  Cluster Link Workers shall attend similar meeting at least once in three months preferably the
zonal supervisor shall present in these meetings to discuss progress and issues that needs to
be addressed by Taluka or Block level officers of various departments.

Steps in Site mapping (is a continuous process at least to be done every 3 months)

(i) Start by asking general questions about the village. Spread chart paper on the ground, hand
over the sketch pens, and request the participants to draw the geographical outline of the
village and its adjoining 5 kms area. Participants can be youth groups, mothers.

(i) Request participants to mark the important landmarks. Whilst marking landmarks probe for
land marks such as sub-centres, house of Accredited Social Health Activist, Anganwadi centres,
doctors or medical facilities, existing and potential condom outlets, Key Population hotspots,
congregation points of local migrants and truckers.

(iii)  Next, ask participants to mark the specific households with pregnant mothers (guide with your
list), migrant families, Tuberculosis Bacili patients.
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(iv)  Whilst the participants draw the map, ask them probing questions to generate information on
mobility of village population (both male and female), purpose of mobility and mark those

households. Note down all the information collected in the map

(v) Additionally, after the exercise discuss this map and information with Auxiliary Nurse and
Midwifery, Accredited Social Health Activist and mark households with People Living with HIV
or People Living with AIDS, High Risk Groups (already known).

(iii) Collect the list of pregnant mothers on three monthly basis from the Auxiliary Nurse and
Midwifery The Broad Mapping is to be carried out at least for five different parts in a village
with more than 500 households and consolidate into one map. In case of less than 500

households the map is to be carried out in three different parts and in less than 200 households

one map is to be prepared.

Step 2: Line listing of beneficiaries:

The following table shows the process and source of information for line listing:

Type of Population | Population Source of information | When to collect and update
Ante Natal Care Auxiliary Nurse and Every quarter
Mothers Midwifery or

High visibility High
Risk Population

Accredited Social
Health Activist register

High Risk Groups
with Tuberculosis
Bacili

Auxiliary Nurse and
Midwifery

Every month

Tuberculosis
Bacili patients

Auxiliary Nurse and
Midwifery or Direct
Observed Treatment
and Short Term
Chemotherapy provider

Every month

People Living

Antiretroviral

Every 3 months

withHIVs or Treatmentor Nearest
People Living link Antiretroviral
with AIDS Treatment or
Integrated Counselling
and Testing Centre or
Positive
Network
Spouses of Migrant households During home visits
migrants information through
Migrants discussion and home During home visits

visits

Injecting Drug
Users and their

Auxiliary Nurse and
Midwifery or

During home visits

partners Accredited Social
Health Activist or
during home visits
Female Sex (i) From line list of Every month

Workers

existing Link Worker
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Low visibility High
Risk Population

Men Who Have
Sex with Men

Male Sex Workers

Injecting Drug
Users

Transgender or

Scheme data or
Targeted
Interventions data

(i) During home visits

Every month

Every month

Every month

Every 3 month

Hijras

Clients of High Through discussion and | During home visits
Risk Groups home visits

Spouses of High During home visits
Risk Groups

A simple format for line listing is annexed at Annexurel and 2. The objective of maintaining a line list
is
(i) To identify households by risk category, update their service requirements and service
accessed.
(ii)  To monitor the progress of Cluster Link Workers scheme by villages and cluster of villages.

(iii)  To understand workload for a village or cluster of villages and help in optimising the
requirements of Cluster Link Workers in a District irrespective of work load.

(iv)  To minimise duplication of services for High Risk Groups who are also line listed in a nearby
village or nearby Targeted Interventions.
(v)  Helpsin building rapport and ensuring adherence of services.

Step 3: Risk and Vulnerability Mapping

Social and Sexual Networks mapping: Identify the social networks and sexual networks especially in
case of Female Sex Workers, Men Who Have Sex with Men, Male Sex Workers, Transgender or
Hijras, Migrants, Spouses of migrants to understand the service requirements, factors which
influence their health seeking behaviour.

Understanding the risk exposure and risk pattern: Amongst the listed High Risk Groups, initially
provide condoms or needles or syringes without accurately estimating the requirements. While
doing so over a period, the Cluster Link Worker will be able to estimate the risk pattern (number of
clients per week) and risk exposure (whether regular or commercial clients). Then these information
may be used to calculate condom requirements per week and how the condoms can be supplied.

COMPLETE THE SITE MAP by including the above information on a map i.e. households map, social
and sexual network map and line listing.

Example of information from site maps consolidated at Block level:

Name of | Total Number of [ Total number [ Total Source of
the village | number of | segment of households | number of |information
households | Maps with different | target

prepared categories population

Name of
the Block
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3.3.1.2 RESOURCE MAPPING

In order for the Cluster Link Workers to be able to link the target population to services, they first
need to understand the exact location and services already available which can be linked or to be
planned. This process is called resource mapping.

Steps to make a resource map:

1. Using the information collected regarding sub-centres, Accredited Social Health Activist,
Anganwadi centres, doctors or medical facilities, existing and potential condom outlets
during preparation of site map as a template, the Cluster Link Workers shall mark out all the
service centres in the project area.

2. These centres shall also include HIV related service and include Sexually Transmitted
Infections clinics, HIV counselling and testing centres, Antiretroviral facilities, Tuberculosis
Bacili sputum microscopy centres, Malaria blood testing facilities etc.

3. Collect information of timings of services, contact details of these services and sensitise them
about the scheme.

These services may be individual providers, government facilities or existing wellness centres.
This resource map helps in planning various services under the project.

3.3.1.3 Preparation of outreach plan

Why we prepare the outreach plan?

(i)  The outreach plan is prepared to reach out to target population based on the timings,
availability at any site within the villages or cluster of villages.

(ii)  The outreach plan is prepared to focus on sites which require additional efforts to provide
services.

(iii)  The outreach plan helps in planning mid-media activities by State AIDS Control Societies,
condom depots, advocacy activities based on the issues in each site.
Who would prepare the outreach plan?

(i)  The plan preferably is prepared by the supervisor with support of Cluster Link Workers and
data of previous services offered in the area.

(ii)  Collect information from the stakeholders during the stakeholder meetings besides through
discussion with target population at each site.

How often the outreach plan would be prepared?

(i) The outreach plan preferably is prepared once in 3months. This ensures stability in the
programme. Frequent change unless required may affect the services and outputs.

When outreach should happen?

(i)  The outreach shall be conducted at the convenience of the target population especially when
they are in a mental state to listen and interact. In case we plan our outreach when they are
busy with household work, in a public place etc. they may not prefer to be interfered.

(ii)  Hence, preferably the outreach be conducted during the time when a group of target
population is available for discussion or some activities.
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(iii)  Unless prescribed by State or National AIDS Control Organisation team the outreach timings
may adhere to the above norms.

(iv)  Such outreach timings may have impact on the office timings of the agency. However working
time of Cluster Link Workers preferably match with the outreach timings of the villages or
cluster of villages.

Where the outreach sessions to be conducted?

(i) The outreach session (one to one) can be conducted in the house or agreed place.

(ii)  Preferably shall be one to group in the information centre, during group meetings, Self Help
Group meetings, mothers meetings, near the worksite or weekly market, in the Auxiliary
Nurse and Midwifery or Anganwadi centre or any other preferred place.

How often the outreach sessions to be conducted?

Based on the risk pattern and service requirements the frequency of outreach sessions need to be
planned. Following table is suggestive to carry out number of sessions:

Settings

Population

Number of sessions per month

Number of follow
up in a month

1 to 2 villages
with at least 50
to 52 target
population per
month
excluding
migrants,
youth, clients or
spouses of High
Risk Groups,
mobile
population

Ante Natal Care Mothers

Once till the mother gets tested
If positive once a month till
delivery Once a month if the
baby is positive

During breast feeding
period, once a month

High Risk Groups with
Tuberculosis Bacili

Tuberculosis Bacili
patients

Once till the person is tested for
HIV If positive, to be motivated
for CD4testing and Antiretroviral
Treatment accordingly

Every month

Every month

People Living with HIVs
or People Living with
AIDS

On Antiretroviral Treatment or
Loss to Follow up or Missed cases
once a month in coordination
with CSC team in the area if
available

Every 3 months

Spouses of migrants

Migrants

Twice a month during home visits
or return season of migrants

During home visits

During home visits

Injecting Drug Users and
their partners

Every alternate day in case the
Injecting Drug Users have high
injecting frequency (4-5 times
per week)

In other cases, twice a month for
providing Needles or Syringes

During home visits

Female Sex Workers

Men Who Have Sex with
Men

Male Sex Workers

Transgender or Hijras

Weekly at least once for
providing condoms and referral
for testing

Every month

Every month

Every month

Every 3 months

In case there is a cluster of villages to be serviced by the Cluster Link Workers, then the weekly
services are to be converted to fortnightly once, but it shall be ensured that all line listed target

population is reached at least once in a month.

In case the High Risk Groups are not staying in the Link Workers Scheme village but they operate
from the village (Female Sex Workers work from the village, Injecting Drug User visits for injecting
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or picking up drugs, Men Who Have Sex with Men visits for high risk activities) they need to be
targeted during their availability in the village for service delivery and follow up. For follow up also
the concerned Accredited Social Health Activist, Auxiliary Nurse and Midwifery may be sensitised
to provide condoms in their village from where the High Risk Groups belongs to, however they
shall not disclose the identity of the High Risk Groups.

What are the components of outreach session:
()  Information sharing about the risks associated with each target population and ways to
prevent.
()  Condom Demo by the staff and Re demo by the High Risk Groups, migrants or mobile
population
() Sharing of information related to the HIV Testing and counselling, Antiretroviral, Condom
Depots

(IvV)  Information collection from the group about the services they are accessing, any issue faced
related to availability or accessibility.

(V)  Information about preferred providers or locations where condoms can be made available.

How the outreach plan is prepared:

Suppose the site map of three different sites indicate following information, then how the outreach
plan would be prepared:

Places Mon | Tue Wed Thu Fri Sat Sun
Household No. of target |0 6 8 0 6 0 0
no. pop.
12,14,16,2
Timings 2-3 pm 3-4 pm 2-3 pm
9,38
Mothers No. of target 15 including
meeting in pop. 6 of the
Auxiliary Nurse above
and Midwifery
centre Timings 10-11am
Market day No. of target 18
pop. including
3 of the
Above
Timings 12 to 3pm

Based on above information it is very clear that:
Monday: 2-3 pm — outreach need to be planned by home visits (one to one session)

Tuesday: 10-11 am outreach need to be planned at Auxiliary Nurse and Midwifery centre (one to
group session)

Similar plans can be worked out for other days looking at the timings and convenience of target
population.

3.3.2 Behaviour Change Communication
The communication strategy will have the following approaches:
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(i) Dialogue-based one to one or one to group Interpersonal Communication: Peer-led Interpersonal
Communication is critical to enhance the credibility of messaging in the field. The messaging shall be
dialogue-based as opposed to top-down flipbook style messaging. Dialogue-based communication
promotes critical thinking and self-reflection by the participants. These are necessary steps towards
behaviour change. Some of these tools are discussed at Annexure-3

(ii) Creative, synchronised and thematic skits and role plays: Given the large numbers of youth available in
the village, they can play significant role in disseminating message on stigma and discrimination related
to HIV or AIDS. It is necessary to supplement Interpersonal Communication activities with street plays,
exhibitions, games etc. These serve to widen the exposure base of the programme, increase awareness
of services and generate demand.

Synchronising these activities with other events at Panchayat Level through State AIDS Control
Societies helps reinforce key messages and build sustained engagement with the target population.

(iii) Selective mass media: Mass media, particularly outdoor signage, radio programmes in local language
provide a mechanism to promote programme services and expand awareness on a large scale. Mass
media alone is unlikely to change behaviour, but it can plant the seed of a demand for services and a
desire to learn more about HIV. These are expected to be worked out by State AIDS Control Societies
only.

3.3.2.1 Peer-led dialogue-based Interpersonal Communication

Dialogue based Interpersonal Communication uses tools and methods that stimulate a discussion on
an issue and enable the group to problem-solve and arrive at an agreed course of action. Peer-led
Interpersonal Communication uses members of the population (amongst the mothers, amongst the
High Risk Groups, amongst the youth) as facilitators to manage the discussion.

All the Interpersonal Communication sessions with the High Risk Groups shall preferably be one to
one and the tools used in these sessions are to be kept with the office of Link Workers Scheme for
verification by State AIDS Control Societies or Technical Support Unit. The Cluster Link Workers are
expected to use various tools for discussion with the High Risk Groups, they shall indicate the
village, date and the signature of the High Risk Groups with whom the tool is used. These tools
after signature shall be handed over to the Block supervisor and the same need to be kept in the
office of Link Workers Scheme for verification.

The advantages of peer-led Interpersonal Communication are that it:
(i)  Has greater credibility than other outreach-led communication strategies

(ii)  Uses familiar language and the experience of having “lived the life” to ensure better affinity
building around the message, reduced stigma and an environment of sharing

(iii)  Facilitates a higher degree of acceptance and ownership of the programme goals amongst the
population

3.3.2.1.1 Types of peers
Peers may be of two types:

(i)  Cluster Link Workers: Cluster Link Workers themselves representing from the same village can
be best resources and can be the best motivators for others in the programme.
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(i)  Volunteers: These are among the mothers, High Risk Groups or youth who have been
sensitised and have seen the result of services they have accessed. They can be supported
with Cluster Link Workers to volunteer for meetings with target population.

(the details of selection of Cluster Link Workers is included in the section under human resources in
this chapter)

3.3.2.1.2 Interpersonal Communication tools

The Interpersonal Communication tools placed in Annexure 3 are based on three thematic areas:

1. Body Mapping — which enables the participants to understand the risk and generate information on
perceiving the risk level.

2. Service Mapping —which enables the participants to get information about various services and their
location.

Vulnerability Mapping —which enables the participants to understand the measures which can
reduce their vulnerability.

3.3.2.1.3 Contents of the Behaviour Change Communication sessions:

The Interpersonal Communication and Behaviour Change Communication sessions should focus on
following areas:

1. How to trigger risk perception i.e. what they do in their profession or while engaging in a risky sexual
act or injecting act carries risk.

2. How to enable target population to understand that what measures they can adopt and practice so
that their risk level becomes minimum or nil.

3. Why is it important that they get medical checked up for other ailments including Sexually Transmitted
Infections, because they need to be productive, earning money for their family. In case, they fall ill,
their income may get affected.

4. To make them understand how Sexually Transmitted Infections can be problematic for themselves as
well as for their partners. Everyone of us wants their partner to be healthy to support us. Hence, it is
important to get the Sexually Transmitted Infections treatment done from a qualified practitioner,
complete the treatment and seek partner treatment as well.

5. To make their skills enabled on how to use a condom in different conditions, conditions in a dark
room, with a partner who is alcoholic, conditions with a male partners etc.

6. To make their skills how to tell these information to a friend and help him to reach the programme and
seek health services whenever required.

7. Provide information about whole range of services, its need and the location of services available near
to them.

8. Provide information on safer injecting practices, abscess treatment at the nearest Primary Health
Centre or Community Health Centre and advantage of Opioid Substitution Therapy.

3.3.2.2 Mid-media

Mid-media serves to widen exposure, increases programme awareness and recall of programme
services and helps generate demand. Synchronising mid-media activities with other services like
health camps helps reinforce key messages and build sustained engagement. These can be organised
by State AIDS Control Societies as a part of the folk media activities.
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3.3.3 Condom Programme

Link Workers Scheme can have provision of male and female condoms (if only the female condom
programme is available in the District) at the sub-centres, with the Accredited Social Health Activist,
Auxiliary Nurse and Midwifery and Cluster Link Worker in the area.

It is suggested that under Link Workers Scheme free condom shall be made available for following
purposes:
(i) Condom demo and re-demo purposes.

(ii) Free condoms will be provided to the High Risk Groups and clients through.

(iii)  Free condoms for other target population will be provided through Accredited Social Health
Activist and Auxiliary Nurse and Midwifery.

The suggested formula for calculating the requirement of free condoms for each Cluster Link
Worker is as follows:

(iv)  For demo and re demo purposes: Number of outreach sessions per month x number of
month + 10% wastage

(v)  For distribution among High Risk Groups and their clients: Number of total High Risk Groups
and their clients listed last two qrs multiplied by 72 per person + 10% wastage

The suggested modalities for Social marketing of condoms are as below:
a. ldentification and preparation of potential outlets list.

b. Procurement of condoms as per the requirement of the outlets for at least two months from
distributors or agency.

The outlets shall be a mix of both traditional and non-traditional outlets. The training of outlet
holders may be taken up for better rapport building with the clients, display of products etc.
Bio-medical Component

Under this component, the focus may be on increasing risk perception, provision of risk reduction
measures through treatment, counselling and referrals and further augment activities to reduce the
risk environment. These services include:

1. Prevention, Treatment and Management of Sexually Transmitted Infections or Reproductive
Tract Infections

2. Syphilis Screening
3. Linkage with HIV related services:
a. HIV screening
b. HIV care and treatment
c. Post exposure prophylaxis
4. Linkage with other health services:
a. Prevention, screening, treatment and management of Tuberculosis Bacili
b. Family planning services

However, all these services are linked to the existing service providers. Hence, a minimum
package of service is suggested as below with clear roles and expected outcomes.

What How Responsibility Expected outcome | Measurable indicators
Sexually Through existing Private or Govt. Increase in  clinic| (i) Decline in Sexually
Transmitted providers trained doctors footfalls and Sexually Transmitted Infections
Infections Transmitted Infections burden among target group
screening and treatment

treatment

Syphilis Through existing Decline in syphilis (i) Decline in syphilis burden
screening facilities burden
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Tuberculosis
Bacili

Through
Tuberculosis Bacili

Tuberculosis
Bacili

Increase in screening
and treatment

(i) Reduction in Tuberculosis
Bacili burden among target

screening and | screening facilities microscopic compliance group
treatment centres
HIV Through HIV Nurse or Increase in HIV testing | (i) Increase in HIV testing
testing testing facility Counsellor and decline in HIV among High Risk Groups and
burden among their partners
truckers over a period | (ii) Decline in HIV burden among
target group
HIV care and | Through nearest Care and Increase in (i) Increase in adherence and
treatment Care and Support Support tam adherence to increase in quality of life
Centre treatment among HIV
positive clients
Family Through nearest Auxiliary Nurse Increase in (i) Increase in triple protection
Planning Sub-Centre or and Midwifery acceptance of FP deliverables (protection
services Primary Health or Accredited services against child bearing, Sexually

Centre

Social Health
Activist

Transmitted Infections and
HIV)

3.3.5 Linkages with Other HIV Services

Since all services under Link Workers Scheme are expected to be linked with existing services. It is
important that how the linkage with other HIV services will be planned and monitored by the

project:

1) Planning of referrals to other HIV services:
- Alist of HIV services (HIV testing, Tuberculosis Bacili Screening, Antiretroviral, Opportunistic
Infections management) may be made available with the project along with contact details,

service timings.

- The nature of services (whether free of cost or charged services).

2) Referrals:

- Referrals being made to government run HIV testing and Antiretroviral facilities may be done based
on the existing National AIDS Control Organisation protocols.

- ltis suggested that two sets of referral slips may be provided to the clients — so that one is retained
with the facility for future verification.

- The list of referrals may be shared with the facilities at the end of the month so that the staff in the
facility can track the referrals and assign unique numbers in cases where the clients have accessed
services with or without referral slips.

A sample format for referral and linkage register to be maintained at District level is provided at
Annexure 4.

3) Referral monitoring:

- In case of government run HIV testing and Antiretroviral facilities the line list with unique numbers
may be collected from the facilities and the same is updated in the project Management Information
System.

- The summary of the figures among referred who availed services are reported in the monthly
reports. A sample format for monitoring referral and linkages is provided at Annexure 5.
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Positive Prevention Services:

It may be more efficient to change behaviour among fewer HIV+ individuals than many HIV-

individuals. The goal of positive prevention services to keep People Living with HIV physically and
mentally healthy and ensure prevent transmission of HIV to other people as well as increase their

participation in societal purposes. These can be done by ensuring that they are receiving

Antiretroviral Treatment, psychosocial counselling regularly. Besides their engagement in the

programme will motivate them and will increase their self esteem. Similarly, linkage to network and

support groups will help them to share their thoughts better. For tracking of Loss to Follow Up

especially those on Opioid Substitution Therapy and Antiretroviral Treatment following mechanisms

to be followed up:

. . P Opioid Substitution Therap
Village wise database of Loss to Follow up on « Centre
Antiretroviral Treatment or on Opioid Substitution
Antiretroviral Treatment Centre
—1

Therapy is made available

Supervisors and

Monitoringand Evaluation
officers monitor the process

=L

This data is shared with District Resource Persons
By District AIDS Prevention & Control Unit or directly
by the centres

This data is shared with link workers and they track back the cases or inform
the District Resource Persons on the status in case the clients have migrated
put or opted to drop from treatment

For tracking of migrants who migrate to high prevalence States and are coming back once or more
than once a year following mechanisms to be followed up:

destination

source

Suggest seasonality of migrants
Suggest the services accessed at

Suggest services need follow up at

Data from destination

Migrant Targeted Interventions

Transit
Inter intervention data

the process

l'his data is shared with District Resource Persons
By State AIDS Control Societies or directly by Migrant
bervice Delivery System

Supervisors and Monitoring and
Evaluation officers monitor

This data is shared with link workers and they track back the
cases or inform the District Resource Person on the status in case
the clients have migrated out or opted to drop from treatment
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3.3.6 Linkages with Other Health Services
It is important to have strong linkage with existing public health system for following services:

(i)  Syphilis screening — this may be provisioned along with HIV testing services or may be offered
as a separate service to those who are being treated for Sexually Transmitted Infections.

(ii)  Tuberculosis Bacili screening — this may be offered to clients with suspected or history of
primary, secondary tuberculosis.

(iii)  Abscess management— this may be offered to Injecting Drug Users clients with abscesses due
to injecting drugs.

(iv)  Family Planning — this may be offered to all clients who are being referred to the sub-centres
or to the nearest public health facilities. Since male or female condom use for family planning
reduces the risk of transmission of HIV and Sexually Transmitted Infections.

It is very important that for linkages with other health services, the District level Non-Governmental
Organisation need to take up following activities:

1. Sensitisation of District Administration, District Health Society, District level Non-
Governmental Organisation on the scheme especially the role expected from other
institutions.

2. The DRP need to sensitise District Health Society, Block Medical Officers, Child Development
Project Officers, District Social Welfare Officer etc. about the support expected from
Accredited Social Health Activist, Auxiliary Nurse and Midwifery and Anganwadi Workers in
ensuring service linkage in all villages. But due to epidemic importance the Link Workers
Scheme will work in selected 100 (maximum) in a District.

3. Thereis a need to train and sensitise the Accredited Social Health Activist workers, Anganwadi
Workers through regular meeting at Block and District level especially through the ongoing
platforms of review meeting, Accredited Social Health Activist training or any other
workshops.

4. Similarly, the Direct Observed Treatment and Short Term Chemotherapy providers, Senior
Tuberculosis Laboratory Supervisors need to be sensitise with support of Tuberculosis Bacili
programme staff to ensure that the coordination is improved at village level for HIV-
Tuberculosis Bacili cross referrals.

5. Block supervisors should attend the monthly or weekly meeting of Accredited Social Health
Activist, Auxiliary Nurse and Midwifery, Anganwadi Workers in their own Blocks and
neighbouring Blocks to ensure that in a quarter at least all Block level meetings are attended.
During these meetings — the zonal supervisor is expected to share the performance of the
Block in terms of coverage of link workers scheme, the challenges faced and expected support
from Health and Women &Child Development departments.

6. Similarly, the District Resource Person is expected to attend monthly meetings or any other
meeting with District Administration — shall share the progress of the scheme, role expected
from various authorities.
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7. The District Resource Person and Block supervisors during these meetings may concentrate on
sensitising and training the staff so that they can work better with Cluster Link Workers.

3.3.7 Implementing Health Camps

These are specific events organised at Panchayat Level especially during festivals when migrants
return to their villages. This helps everybody to get their health checked up as well as undergo HIV
counselling and testing. These shall be organised with prior consultation with State AIDS Control
Societies and local District Health Society. So that there is no duplication and necessary support can
be provided. Ideally the doctors, medicines and Information, Education and Communication
materials, condoms are to be provided by District Health Society and State AIDS Control Societies
shall provided testing and counselling support. Detailed guidelines on conducting health camps is
available with State AIDS Control Societies.

3.3.8 Stock Management

The stock and issue register for the free condoms, needles and syringes may be maintained by the
supervisor for each Taluka level. There will be a sub stock register for each Cluster Link Worker. At the
end of each month the supervisor need to make each sub-stock register as NIL and get back all stocks
available. This will make the central stock maintenance and monthly reporting easy. Accordingly
inform the nearest Targeted Interventions from whom the needles and syringes are used for
distribution and nearest Block Primary Health Centre for free condoms.

There is a need to be maintain the list of items by their expiry dates. Free condoms with early expiry
may be consumed first followed by late expiry ones. In case of expired condoms, the same may be
submitted to nearest sub-centre for proper disposal and striking out from the stock register. A sample
format for stock and issue maintenance by Cluster Link Workers is attached at Annexure 6 and a
format for maintenance at District level is attached at Annexure 6a.

3.3.9 Bio-Waste Management of used Needles and Syringes

The needles and syringes collected from the field or from the Injecting Drug Users or their family
members may be maintained in a separate register and shall be kept in a puncture proof plastic
container with medium size opening. This container may be carried with utmost care to the nearest
Targeted Intervention which will carry out proper disposal as per Waste Disposal Guidelines.

3.3.10 Advocacy Activities

These activities are aimed at creating an enabling environment so that the stakeholders are sensitised
about project activities, target population, vulnerabilities associated with the target population.
These activities shall be planned based on the stakeholders analysis and their role. This shall be
planned with aim at leveraging resources and support of District administration, other line
departments so that the planned activities under this project are carried out. These meetings range
from local body, Block and District level meetings. These meetings are to be attended by Block
Development Officer or District Collector and other senior officers of the Block or District, Non-
Governmental Organisation representatives working in the Block or District so that they contribute
meaningfully. Technical Support Unit-Project officer or State AIDS Control Societies officers may also
attend this meeting and should provide an overview of the need of the project in the area.
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3.3.11 Local Village level Meeting

The villages are to be selected based on the need for sensitisation, preferably new villages, villages
with high outmigration, villages planned to set up information centre etc. These meetings are to be
planned with other activities of the project such as planning health camps, Information, Education
and Communication folk activities, mothers meeting and Self Help Group meetings. These meetings
are to be attended by Panchayat leaders, Village Health and Nutrition Sanitation Committee
members, Auxiliary Nurse and Midwifery, Accredited Social Health Activist, Anganwadi Workers, Self
Help Group members and other members. The meetings are planned to mobilise support for different
activities. Hence, before the meetings all the possible stakeholders are contacted and sensitised
about the project so that during the meeting they participate and contribute meaningfully.

3.3.12 Stigma Reduction Activities

Each District with Link Workers Scheme shall plan a District level sensitisation activities in close
association with State AIDS Control Societies and District Health Society. Activities such as training of
health care providers, Integrated Child Development Scheme staff, Panchayati Raj and Labour
department officials may be planned in coordination with Mainstreaming Division of State AIDS
Control Societies. The aim of this activity is to address stigma and discrimination associated with staff
of different service delivery points and sensitising them about the need for their contribution in
implementing various HIV or AIDS related activities including Link Workers Scheme. The Link Workers
Scheme team shall prepare a broad agenda and ensure participation from State AIDS Control
Societies in this event. Similar activities can either be planned at Block or District level.

3.3.13 Coordination and Facilitation of People Living with AIDS or People Living with HIV
Networks

The Link Workers Scheme team is expected to work closely with People Living with AlIDSor People
Living with HIV networks to involve in various activities so that there is an inclusive environment and
they contribute in sensitising the stakeholders about issues associated with HIV or AIDS prorgamme in
the area. They may be involved as speakers in various forums and meetings. Any other activities may
be planned in close coordination with State AIDS Control Societies and local networks.

3.3.14 Cluster Link Worker Award

This is a motivational activity to promote Cluster Link Workers in a District. The Cluster Link Workers
are expected to contribute effectively in the programme by strengthening liaison with other
stakeholders, improve service access by target population. These awards are expected to be
announced during the World AIDS Day functions planned for the District or any other important day
in the District. A committee chaired by District Nodal Officer for HIV or AIDS shall decide the five
Cluster Link Workers who will be felicitated. The other members of the committee shall be
representative/official from District AIDS Prevention & Control Unit, Targeted Interventions division
State AIDS Control Societies, Technical Support Unit, local civil society organisation, District Social
Welfare Officer and as decided by the Chairman of the committee. The criteria for selection of these
Cluster Link Workers shall be displayed visibly in the notice board of the implementing agency,
District administration and District Health Society offices.
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The award will consist of an appreciation certificate along with Demand Draft (refer the budget for
details) in the name of recipient. The minimum criteria for selection of five Cluster Link Workers will
be as follows:

1. Cluster link Workers who were employed by the District Non-Governmental Organisation
fulfilling basic eligibility criteria of education and experience as noted in this Guidelines.

2. The Cluster Link Workers shall have completed one year (12 months) of service is eligible for
the award.

3. The Cluster Link Workers shall have good conduct and punctuality over last 12 months.

4. The Cluster Link Workers shall have excellence in performance against the targets for the
programme.

5. New initiatives or efforts taken by the Cluster Link Workers to strengthen the programme or
to achieve the project objectives.

6. The Cluster Link Workers shall not be involved in any other activities which are detrimental to
the project such as in any conflict of interest to the organisation or any members of the
committee or indulged in any financial misappropriation.

The reports of the award function shall be circulated widely in local newspapers and shall be
published in District Non-Governmental Organisation’s annual report, State AIDS Control Societies
newsletter. A selected number of these reports will also be published at National level through
National AIDS Control Organisation newsletter.

The decision to arrange the award ceremony of the five Cluster Link Workers is sole responsibility of
District AIDS Prevention & Control Unit and State AIDS Control Societies. Technical Support Unit is
expected to provide necessary support.

Responsibilities of Link Workers Scheme Non-Governmental Organisation:

(i)  Non-Governmental Organisation has to ensure that necessary documents and records of staff
is available for the process.

(ii)  The Non-Governmental Organisation’s responsibility is also to ensure the coordination,
communication among all these stakeholders for appreciating the effort of Link Workers
Scheme staff and the Non-Governmental Organisation has to complete this task before end of
December in each financial year.

(iii)  The activity shall not be carry forwarded to the next financial year.

(iv)  The case studies of all these recipients shall be compiled appropriately. The case studies shall
be available at the Link Workers Scheme Non-Governmental Organisation and copy shall be
shared with State AIDS Control Societies.

The final list of Cluster Link Worker Award recipient names to be displayed in State AIDS Control
Societies office and website for public information at the state level. State AIDS Control Societies to
send the few best case studies to National AIDS Control Organisation out of total case studies
received from all Link Workers Scheme programme in the state.

Structural Component

This component is important from the point of bringing a positive and enabling environment where
various target groups can engage with the project services in a non-stigmatising and non-compelling
environment everyone finds the service quality is better. To establish a structural component,
following services may be considered:
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1. Sensitisation of the local Panchayat leaders and other stakeholders about the services being
provided by the scheme. The pitch may start with importance of linking Antenatal Care
mothers, Tuberculosis Bacili patients with HIV services initially. Later on the vulnerability of
migrants and High Risk Groups may be used to sensitise.

2. Mobilising vulnerable groups in the form of Self Help Groups and Youth Clubs to demand and
access services and participate in its delivery.

3. Involving other government service functionaries or programme staff as volunteers so that
they will fully register the vulnerable groups in their programme and delivery services even
without active involvement of the Cluster Link Workers.

4. Mobilising other Non-Governmental Organisations or organisations who also target the same
vulnerable and risk groups for various other services can be sensitised about the need of
motivating these group of clients for better health seeking behaviour even through their
programme activities.

5. There shall be efforts to transfer knowledge and skills by District Resource Persons, Zonal
Supervisors to the other staff at ground level so that the entire District is covered under the
programme in spite of the presence of the scheme limited to a number of villages.

Group Formation by Cluster Link Workers:

There are enough evidence suggesting on peer group decisions influencing one’s health seeking
behaviour. Especially with respect to the HIV programming, the peer groups drive certain norms
which also influence individual risk taking behaviour. Hence it is proposed that Cluster Link Workers
shall form at least two groups in each year of the programme in a village. These groups may be
formed among the spouses, adolescents, youths. The purpose of the group is to enable them to take
decisions about their health and health seeking behaviours.

The following steps may be adopted:

(i) The existing platforms of Self Help Groups, Village Health and Nutrition Day meetings,
Adolescent meetings to be tapped to provide knowledge and skills for minimising risk taking
behaviour and improving health seeking behaviour.

(ii)  On regular interaction it would be found that there would be champions or volunteers who
will be eager to participate in the programme for various purposes such as working as condom
depot, person who refers clients for various services, person who helps during health camps.

(iii)  These champions or volunteers will be sensitised to further transfer similar skills to their
friends, in this process a group can be formed and they can participate in various activities
under the scheme.
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3.4 Programme Management:

The Link Workers Scheme is a District implementation model and is an important prevention
intervention targeting various at risk and vulnerable groups. Since no service delivery points are
created under this scheme it is essential that the outreach component of the scheme is strong
enough to create demand for services and the services are made available.

Demand Side

Supply Side

(ii)

Identify households
and target groups
by site mapping.
Differentiate risk
and service

(i)

(ii)

Create referrals
based on
requirements.

Follow up and ensure
the referrals are
linked to services.

(i)

(ii)

Sensitise the service
providers.
Coordinate with
service providers to
ensure quality of
services provided.

requirements.
Conduct outreach,
provide information
about services.

iy

:> (ili) Monitor the linkage
and improve the

linkage.

(iii) Follow up those who
have accessed
services and improve

availability.

(iii)

The important elements of the effective programme management in Link Workers Scheme:
Demand Side:

(i) Target specific and differentiation of risk of population is required to design the intensity of
outreach services by the cluster link workers.

(i) Ensure the services are provided in a manner which does not breach confidentiality of the
client.

Supply Side:

(i) Ensure that the work done by Auxiliary Nurse and Midwifery, Accredited Social Health
Activist or Anganwadi Workers is not taken over by the Cluster Link Workers. The purpose of
follow up of Antenatal Care mothers for HIV testing and other related services is to link up
these mothers with HIV related services.

(ii)  Coordinate with service providers like Medical Officer of Primary Health Centre to ensure
routing of Mobile Medical Units for the village (if available), availability of doctors and
medicines for organising health camps, availability of condoms and Information, Education
and Communication materials for distribution.

(iii) Effective linkage and referral monitoring by maintaining referral slips by the Primary Health

Centre or Sub centre staffs and ensure cross checking.
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3.5 Human Resource Management

The human resources provisioned under the scheme at District level compromises following staff
and their roles in the programme. (detailed about process of recruitment is annexed at Annexure -9)

Position Roles and Responsibility

District (i) Overall responsibility of the programme in the District.

Resource (ii)  Supervise works delegated to other member of the team and mentor them.

Person (1 (iii)  Facilitate recruitment of staff as per the Guidelines in case of vacancies.

per District) (iv) Development of District implementation plan ensure approval by competent
authorities.

(v)  Monitor the implementation of District plan and submit progress reports as
per requirement.

(vi)  Ensure training of all staff when they join and training by State Training and
Resource Centres.

(vii) Make field visits, meet and coordinate with stakeholders at District and Block
level to address issues related to implementation of the scheme.

(viii) Support State AIDS Control Societies or District AIDS Prevention & Control Unit
in implementing various activities such as Condom Programme, Folk Media
Activities, Mass Media campaigns, Health camps etc.

(ix)  Work with various government departments ensuring that the target groups
are enrolled, receiving necessary services if they are eligible.

(x)  Play key role in advocacy at all levels against stigma and discrimination.

(xi)  Compile reports and ensure analysis by Monitoring and Evaluation assistant for
programmatic gaps.

(xii) Submit programme and financial reports on time to State AIDS Control
Societies or Technical Support Unit or District AIDS Prevention & Control Unit
or any other agency.

Monitoring and | (i) Timely collection of various reports from the field level staff, financial

Evaluation cum documents analyse them and prepare monthly report indicating progress, gaps
Accounts (i)  Ensure timely submission of reports to State AIDS Control Societies or
Assistant (1 per Technical Support Unit or District AIDS Prevention & Control Unit or any other
District) agency _ o

(iii)  Ensure procurement process is followed as per directions of State AIDS Control

Societies

(iv)  Ensure all financial norms, financial documents are maintained as per norms

(v)  Ensure orientation of staff about different reports, financial transactions.
Zonal (i)  Supervise works delegated to cluster link workers and mentor them.
Supervisor (1 (ii)  Facilitate in site mapping, participate in Taluka and Panchayat level meetings
per 10-12 to sensitise about the work being done under the link workers scheme.
Cluster Link (iii)  Ensure regular supply of condoms and needles and syringes (wherever
Workers) required)

(iv) Coordinate with other programme staff in the field (Targeted Interventions,
Auxiliary Nurse and Midwifery, Accredited Social Health Activist, Anganwadi
and other staff including staff of other Non-Governmental Organisations who
are working with the same target population)

(v) Maintain rapport and coordinate with local govt. health facilities.

(vi)  Reconcile the referral slips at least once a month and update referral register
of the area and inform Cluster Link Workers about the gaps.

(vii)  Maintain stock and issue register by reconciling the sub-stock register.

(viii)  Facilitate formation of condom depots, information centres and supervise their
functioning.

(ix) Coordinate and facilitate with other govt. departments at Panchayat and
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Taluka level ensuring the eligible target groups are enrolled under various
schemes and are accessing benefits.

Cluster Link
Workers
(maximum of
20 for 100
villages — 80
main villages as
per the
Guidelines and
20 tagged
villages)

(ii)

(iii)

(iv)
(v)

(vi)
(vii)
(viii)
(ix)
(x)

(xi)
(xii)

(xiii)

Conduct village-level site mapping (vulnerability mapping, health services or
facility mapping, and household mapping).

Understand the migration patterns (both in and out migration) in the local
community.

Reach out to the un-reached High Risk Individuals or groups and vulnerable
young people with information and skills relevant to HIV prevention and risk
reduction.

Provide relevant information regarding condom use, using innovative means
that are contextually, locally and culturally appropriate.

Work towards reducing stigma and discrimination in the community by
facilitating involvement of HIV positive people, community groups like Self
Help Groups, Panchayati Raj Institution and Village Health and Sanitation
Committee, and bringing into focus and addressing gender dimensions of
stigma and discrimination.

Advocate with identified stakeholders for creating an enabling environment
(and reducing stigma and discrimination).

Maintain rapport with local health units and facilitate access to services.

Have knowledge about the key health facilities in the vicinity, at First Referral
Unit and the District level, and possess necessary information about the
services available at the identified facilities.

Work towards reducing barriers to accessing services and promote Sexually
Transmitted Infections management and partner notification.

Coordinate the linkage between communities and service institutions
(especially Integrated Counselling and Testing Centre, Primary Health Centreor
Community Health Centre, Reproductive Tract Infections or Sexually
Transmitted Infections clinic and District hospital).

Identify and train volunteers.

Collect monthly data from condom depot holders.

Prepare monthly reports for his/her area according to a pre-defined format.

Take home messages:

(i) From HIV programme point of view, the at risk population require equal priority
on behavioural, bio-medical and structural components of the project.

(ii) Outreach and one to group Behaviour Change Communication sessions are cornerstone
of behavioural component. Outreach shall be location and time specific, prepared by the
link workers once in every quarter.

(iii) Free condoms demo, re-demo and distribution in addition to social marketing of
condoms is essential to ensure availability of condoms in the project area.

(iv) Linkages and access to services are important from the point of addressing risk environments
(v) Linkage with other HIV and health services further brings in inclusive approach for addressing

risk.
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CHAPTER 4: Reporting and Documentation and Quality Assurance Mechanism

P wN P

In this chapter, following areas are covered:

Performance Indicators

What are the various areas of documentation and reporting
What are the quality parameters and mechanisms of quality assurance

Monitoring and evaluation —role of State AIDS Control Societies, Technical Support Unit

4.1 Documentation and Reporting

4.1.1 Documentation

(i) The project is expected to maintain daily records of all outreach activities, referrals for
Sexually Transmitted Infections treatment, HIV counselling and testing, enabling activities,
and condom social marketing.

(ii)  The project is expected to maintain profiles of all staff and minutes of planning and review

meetings.

(iii) All activities in the project is expected to be documented as per the standardised

documentation formats.

4.1.2 Reporting

(i) A monthly report for as per requirement of National AIDS Control Organisation will require to
be reported as per required dateline.

The following set of reporting formats would be used to document, report various activities

under the scheme.

Name of the document

Who prepares

How frequently

Line listing of migrants and
other categories

Cluster Link Workers
supported by Supervisor

As and when a new contact is made
(Annexure 1), For migrants
(Annexure 2)

Referral and Linkage

Cluster Link Workers
supported by Supervisor

As and when a person is referred
(Annexure 4)

Referral and Linkage
monitoring

Supervisor supported by
District Resource Persons and Monitoring
and Evaluation cum Accounts Assistant

On fortnightly basis
(Annexure 5)

Stock and Issue

Cluster Link Workers
supported by Supervisor

On a weekly basis
(Annexure 6)

Stock and Issue at District

Monitoring and Evaluation cum Accounts
Assistant

On a fortnightly basis (Annexure
6a)

Field visit

Supervisor, District Resource Persons

As per requirement(Annexure 7)

Meeting

Any level of staff

As per requirement(Annexure8)

Human Resources

Monitoring and Evaluation cum Accounts
Assistant

Monthly Once(Annexure 10)

Monthly report

Monitoring and Evaluation cum Accounts
Assistant

As per requirements
(Annexurell)

Accounts and Finance

Monitoring and Evaluation cum Accounts
Assistant

As per requirements

Monthly analysis report for
each Supervisor

Monitoring and Evaluation cum Accounts
Assistant supported by District Resource
Persons

Weekly once for supervisors on
rotation basis

[PART II—SEC. 3(ii)]
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4.2 Quality Assurance Mechanisms

As part of the project management, the National,

State and Project Level staff will manage certain

key quality assurance mechanisms in terms of the inputs, processes and outputs of the Link

Workers Scheme.

4.2.1 Defining quality parameters

The following quality parameters would be defined for input level:

Quality Parameter

Role and Responsibilities

Standardised training and field level inputs for
Intervention

National AIDS Control Organisation

Selection of staff as per Terms of Reference

Implementing Partners

Training of staff as per prescribed Guidelines

Implementing partner in coordination with State
Training and Resource Centres

Supply of condoms, needles and syringes as per
prescribed Guidelines

State AIDS Control Societies in coordination with
local District Health Society

Number of visits made and addressed gaps in
theprogramme

Technical Support Unit or State AIDS Control
Societies or National AIDS Control Organisation

The following quality parameters would be defined for process level:

Quality Parameter

Role and Responsibilities

Average number of target population reached
through outreach sessions

Cluster Link Workers

Number of target population referred by
outreach
team are attending clinic

Cluster Link Workers and Local health care
providers including Govt. faciltiies

Number of target population amongst the clinic
attendees were treated for Sexually Transmitted
Infections

Govt. and private trained providers

The following quality parameters would be defined for output level:

Quality Parameter

Role and Responsibilities

Number of target population reached with
services
— clinic, counselling and HIV testing

Implementing Partners

Reduction in Sexually Transmitted Infections
burden among target population at least
measured after

two years

Implementing Partners

Increase in condom sales through social marketing

as per the target of outlets after six months

Implementing Partners

Increase in condom use during last sex as

measured during IBBS

National AIDS Control Organisation

Decline in HIV burden among High Risk Groups

National AIDS Control Organisation

2119
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and their partners over a period

Improved Antiretroviral adherence among target | National AIDS Control Organisation
population

4.2.2 How to measure quality parameters

It has been noted that measurement of quality parameters are seen as proxy of outcome or output
indicators. But it is important to ensure that there is a system to measure the inputs and processes
as well. Hence, it is important that the inputs and processes need to be continuously monitored in
order to ensure better outputs.

For example, in a link workers scheme, if the village selected is not feasible, if the Cluster Link
Workers are not from the same area, if adequate number of outreach sessions is not being
conducted, if in each quarter no new members are contacted, if there is less clinic footfall -then the
output and outcome would be affected.

Hence, it is important that the measurement of quality shall start with each activity, considering
that each activity itself would impact the output. This sensitivity needs to be built in within each
staff and shall not be a top-down approach. Measurement of quality parameters may be part of
field visit checklists of project team, may be part of the technical and management team’s
review.

The Technical Support Unit may come up with Standard Operating Procedures for each of these
above parameters with clear cut operational definition, operational mechanism and reporting
norms. Thus there is uniform understanding across different teams and members within the team.
Performance benchmarks may be developed taking into account local scenario to further measure
outputs and inputs better.

5.1 Monitoring and Evaluation

The projects will be monitored regularly by the Technical Support Unit. The robustness of data
collection and the intervention level as well as at the national level (de-centralised and centralised
levels) will aim to inform national intervention quality and design.

(i)  The officers or team visiting the projects will have a clear agenda for the visit and will be based
on the supervisory check list developed by Technical Support Unit or National AIDS Control
Organisation.

(ii)  All visits will be documented and the suggestions or recommendations shared in writing with
the implementing organisation and National AIDS Control Organisation

(ili)  Suggestions or recommendations made by the monitoring officer or team will be
implemented by the organisation

(iv)  All documents, reports and plans maintained by the project will be open for scrutiny during
these monitoring visits

(v)  Staff reviews will be part of the monitoring process

(vi)  The data must be used to correlate the progress made by the project

(vii)  Quarterly reviews are to be used to evaluate trends and improvements.
(viii)  The project preferably be evaluated by an external agency or evaluator. The evaluation tool
and manual can be developed by technical team.
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5.1.1 Performance Indicators
This set of indicators is suggested to monitor the performance of the link workers scheme.

(i)  These indicators are based on the assumptions that the Interventions have appropriate
facilities and staff in place as required in the Guidelines.

(i)  The indicators in this section are broken out component-wise — e.g., outreach, condom:s,
Sexually Transmitted Infections or Clinical, enabling environment.

(iii)  The “denominator”:The denominator represents the basis for assessing the performance. It
captures the annual actual coverage target on the ground and has been established based on
the estimates worked out for a particular Cluster Link Worker.

oln case of on-going interventions it is the sum of the current coverage and the annual
coverage targets established based on the revalidation.

oln case of a new interventions, the denominator is the coverage targets based on the
calculations in Chapter 3.

6.1 Role of Stakeholders

The collaborative coordination of the HIV response and management of implementation by National
AIDS Control Organisation and implementing partners ensures that the national programme is
dynamically designed to maintain relevance; aligned to implementation principles of efficiency and
effectiveness and closely monitored to ensure that opportunity gaps are addressed. These processes
give rise to additional and complementary capacity building and mentorship initiatives aimed at
strengthening and sustaining quality coverage of at risk and vulnerable populations in rural settings
with prevention interventions. To facilitate National level implementation of the Link Workers
Scheme following stakeholders will be involved as mentioned below:

(i)  Policy Makers (Ministry of Health &Family Welfare through National AIDS Control
Organisation, Ministry of Women & Child Development, Ministry of Rural Developments, State
Governments through State AIDS Control Societies).

(ii)  National Technical Working Group for Link Workers Scheme, Technical Support Unit

(iii)  Implementing partners (Non-Governmental Organisations, Community Based Organisations,
State Training and Resource Centres, Private Health Organisations etc.)

The detailed role for various stakeholders may be as follows:

National AIDS Control Organisation:

The National AIDS Control Organisation being the nodal agency for the Ministry may play important
role in steering the Link Workers Scheme. The scheme would be managed by Targeted Interventions
Division at National AIDS Control Organisation. These include:

(i)  Evidence building around estimates, prevalence and behavioural parameters of at risk and
vulnerable population in rural settings including their service utilisation pattern such as
Antiretroviral Treatment uptake, Tuberculosis Bacili and HIV co infection rates.
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(i)  Guide implementing partners for implementation of programme in consonance with National
Guidelines.

(iii)  Guide implementing partners in impact and outcome assessment and support for mid-course
corrections.

(iv)  Provide guidance in developing training curriculum, training resources, communication
materials.

(v)  Provide guidance in ensuring supply of condoms, needles and syringes for the programme and
coordination among various services and programmes among Key Populations.

Other Ministries (Ministry of Women and Child Development, Ministry of Rural Development):

The Ministry of Women and Child Development, Ministry of Rural Development may play the role in
creating enabling environment which addresses the vulnerability of women in sex work, children
orphaned due to HIV or AIDS and other vulnerable male population, improves the working condition
of Cluster Link Workers by ensuring service linkages by sensitising their departmental staff.

State Governments through State AIDS Control Societies:

The role of State governments may be to facilitate the smooth implementation of the programme as
per National Guidelines. The scheme will be managed by Targeted Interventions division at State AIDS
Control Societies. The broad areas include:

(i) Contract management and timely fund flow by ensuring that the attrition of Cluster Link Workers is not
attributed due to poor fund flow mechanism.

(ii)  Conduct regular bimonthly or quarterly meetings with District level Non-Governmental Organisations,
District AIDS Prevention & Control Units to review and understand field challenges and gaps and
provide inputs for any mid course corrections to National AIDS Control Organisation.

(iii)  Conduct field visits to the implementing Districts to review and provide technical inputs to the
programme.

(iv)  Ensure coordination amongst all partners working in a particular District especially in terms of High
Risk Groups, Bridge Populations and vulnerable populations.

(v)  Ensure free condoms, Information, Education and Communication materials as per requirement of the
scheme is available from the Districts or Block Health Society under National Health Mission.

(vi)  Ensure that the folk troupe activities, condom social marketing campaigns and migrant health camps
are conducted in 80% of the project area in a District each year.

(vii) Consider the mainstreaming of programmes in all Districts covered in the scheme in a synergetic
manner so as to address the issue of vulnerability.

(viii) Ensure that the staff conducting the scheme is trained and their skills are built to implement the
activities effectively by the State Training and Resource Centres or any other arrangement where State
Training and Resource Centres is not available.

(ix)  Select Implementing Non-Governmental Organisations as per National Guidelines.

(x) Information, Education and Communication division to plan number of mid-media events, adequate
supply of Information, Education and Communication materials, Link Workers Kit for use by the District
level Non-Governmental Organisation staff. All Information, Education and Communication related
activities are to be carried out in coordination with Information, Education and Communication
division of State AIDS Control Societies or National AIDS Control Organisation. These activities shal
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lideally be planned in the Annual Action Plan to ensure that the District level Non-Governmental
Organisations are supplied with the materials as per requirements.

Mainstreaming of services by State AIDS Control Societies:

Since the scheme will focus in selected villages and Blocks as well as selected Districts, it is essential
that efforts must be made to transfer similar skills and knowledge to Accredited Social Health Activist,
Auxiliary Nurse and Midwifery and Anganwadi Workers through respective ministries as well as
including similar activities in their annual plans in phases.

It is important that all divisions of State AIDS Control Societies shall work together to scale up services
through mainstreaming especially through National Health Mission. Technical Support Unit may work
out a mainstreaming plan in consultation with various divisions at State AIDS Control Societies and
National AIDS Control Organisation so that the same can be implemented by various divisions at State
AIDS Control Societies.

The Technical Support Unit :

This is a State level technical support structure that is responsible for providing technical support to
Targeted Interventions programme and Link Workers Scheme. The Technical Support Unit provides
strategic and implementation support in four key areas:
i. Supportin development of improving the evidence building and approaches in line with
National Guidelines.
ii. Supportin development of training curricula aligned to the Guidelines.
iii. Support in development of communication materials.

iv. Support in building capacity of implementing partners in areas of programming, Monitoring
and Evaluation.

District AIDS Prevention & Control Units:

District AIDS Prevention & Control Units being important coordinating body at selected Districts will
carry out following functions for strengthening the implementation of the Link Worker Scheme:

i.  Conduct monthly review meeting of District level Non-Governmental Organisation ensuring
that issues related to service availability, availability of condoms or needles and syringes or
Information, Education and Communication or Behaviour Change Communication materials or
support from Mobile Integrated Counselling and Testing Centre or Mobile medical units or
support of Tuberculosis Bacili programme or support of Accredited Social Health Activist or
Anganwadi workers or Auxiliary Nurse and Midwifery is facilitated by taking relevant issues
with respective officers.

ii.  Ensure District level coordination among various agencies directly or indirectly linked to
smooth implementation of Link Workers Scheme.

iii.  Data validation especially of referral services accessed by beneficiaries of Link Workers
Scheme.

iv.  Shall not use cluster link workers for tracking of Loss to Follow ups in non-Link Workers
Scheme villages

v.  Shall not use Cluster Link Workers to implement programmes which are not approved
By State AIDS Control Societies.
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Implementing partners (Non-Governmental Organisations, Community Based Organisations):
Implement and manage the interventions as per the requirement of National Guidelines and ensure
there is no duplication of activities or funding resources for same activities.

State Training and Resource Centres:

The State Training and Resource Centres are expected to build capacity of the implementing partners,
help in developing local level evidence for better programming, document best practices to improve
quality of the programme.

Private Health Care Providers:

The Link Workers Scheme is expected to identify and collaborate with private health care providers
that they are sensitised and trained on National Guidelines to provide necessary services for the
target population. To establish, document and strengthen referral systems and quality of services.

ANNEXURES
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Annexure 1 (Format for line listing cum service tracking sheet)
District Block Name of the link worker Month: Year:
Village Household Name Age Sex( Marital ICategory Date of Date when services Date Services Referral Whether Remarks
name No. /Name of the M/F status * registration provided or when for the (including
of the hotspot | person /T) (M- married, on as per the | accessed (Integrated dropped out | which Services same person| dates for
UM- Guidelines Counselling and Testing Centre| due to referral accessed is receiving | subsequent
Unmarried d, testing, Sexually Transmitted | migration or | made (yes or no), | services services)
D- Divorced, Infections clinic visit or services are if yes write | from a
S-Separate d) treatment, Condoms provided)| completed the name | Targeted
as per the of the Intervent
Guidelines center ions or any
other link
worker
village

Integrated | Sexually
Counselling | Transmitted
and Infections
Testing
Centre

Condom

* 1-Female Sex Workers,2-Men Who Have Sex with Men, 3-Injecting Drug User,4-Truckers,5-Tuberculosis Bacili patient,6-Pregnant mother,7-People Living with HIV,8-
Children Living with HIV,9-Spouses of Female Sex Workers, 10-Spouse of Injecting Drug User, 11-Spouse of Men Who Have Sex with Men, 12-Spouse of Transgender,
13-Spouses of migrant, 14-Spouses of truckers. In case of above target population is not met with services for three months, the same may be dropped out for next

quarter. Separate format for migrant linelisting.
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SI. No.

State

District

Taluka / Thesil
Block

Post Office

Revenue Village

Segment Code

House street Colony code

Name of the breadwinner/Guardian/Head of the Family

Name of the Key Population

JRULIOJ ISI[ 9UIT) Z dInXauuy

Unique ID

Sex
—r
Age =]
H
Father's name =
ot
Whether eligible for Rashtriya Swasthya BimaYojana 0,_3
V]
Does he/she have the required docs to be registered with Rashtriya Swasthya Bima Yojana =
-
7]
—

Whether registered with Rashtriya Swasthya Bima Yojana

Spouse Name

Whether eligible for Janani Bal Suraksha Yojana

Whether linked with Janani Bal SurakshaYojana

Husband's name (for female migrants)

Category Code
Mob No.
State
District
o
a 2
Town gr %’
Post Office 2 g

Major Landmark (if any)

Occupation

Referred (HIV) Date

Tested (HIV) Date

HIV Status

Treated (Sexually Transmitted Infections) Date

Referred (Sexually Transmitted Infections) Date

Sexually Transmitted Infections Treatment for (Type)

Antiretroviral Treatment Linkage

wediwjo snieis Aanipg
S9IINIDS

District level Network Linkage

Referred for T.B.

Tuberculosis status

Duration of stay in source : No. of Days

Mobilit
Planning to go back to destination ¥

(Tentative date)
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Annexure 3: Interpersonal Communication tools
Name of the Tool: Body Mapping

Objective of the tool: To enable the participants to understand the risk and generate information on
perceiving the risk level.

User: Cluster Link Workers

What skills required by the facilitating team: Knowledge about transmission modes, knowledge
about risky behaviours, difference between risk and vulnerability, knowledge about risks associated
with High Risk Groups, their partners and whether this has any impact on their risk perception levels.

Materials required: At least two chart paper and three to four colour markers for each session

Additional materials can be in the form of a flip chart with a story about the clients they come across,
these clients being non-committal to any body in using condoms can carry HIV virus from one High
Risk Group to another. Thus once the High Risk Group gets infected with Sexually Transmitted
Infections or HIV it limits their ability to earn better and lead a quality of life.

Degree of privacy: Moderate
Time required: 30-45 minutes per session
Method:

(i)  Collect at least 8-10 participants majority of them shall be from the target population.

(ii)  Ask one group to draw the outline of human body and ask other group to indicate what risk do
they carry in each part of the body which is harmful to their life e.g. taking unhealthy food or
water may affect their stomach, smoking can have cancer, unprotected sex can lead to
Sexually Transmitted Infections or HIV etc.

(iii)  While one group starts calling out the risk behaviours, the other group shall write down them
on another paper.

(iv)  Pick 3risk behaviours (one must include risk behaviour associated with Sexually Transmitted
Infections/HIV). Ask participants to build consensus on these.

(v)  Ask one group to write each of these risk behaviour and circle them. Ask now both groups to
tell why these are risk behaviour and if so how can be prevented.

(vi)  Ask both groups to highlight the reasons in another chart paper, which can be controlled by
individuals and which require support from peers, family and others.

(vii)  Conclude highlighting that better understanding of reasons and application of efforts can
reduce any sort of risk include risk for Sexually Transmitted Infections or HIV.

Additionally, both groups can work out messages for their own groups which can be used for
replication and messaging on various risk behaviours among the target population.

Name of the Tool: Service Mapping

Objective of the tool: To enable the participants to get information about various services and their
location.

User: Cluster Link Workers
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What skills required by the facilitating team: Knowledge about different formal and informal services
used by the target population in the project area which may include services for daily life (grocery,
government paper work) or services for health care. How different providers behave and how the
target population perceive and react to these.

Materials required: At least two chart paper and three to four colour markers for each session

Additional materials can be in the form list, service hours, cost of services and contact details of
various health and HIV related services may be printed out in the form of small hand outs or in the
form of posters.

Degree of privacy: Low
Time required: 30-45 minutes per session
Method:

(i)  Collect at least 8-10 participants majority of them shall be from the target population.
(ii)  Divide the participants into two groups and keep two persons to be facilitator and time
keeper.
(iii)  Ask one group to draw the map of the village and nearby localities — start marking the services
they seek on a day to day basis including health care and HIV related services.
(iv)  Ask other group to highlight the services provided by the health care providers in the form of

following:

o What services they seek?

o How much it costs?

o Whether they get benefit out of these services ?

o What s the source of information about these services?

(v)  Pick 3service providers which attract lots of the target population. Ask participants to build
consensus on these.

(vi)  Ask one group to write which are the factors that make services attractive:

o The cost or distance or benefits or behaviour of the provider or less waiting time or confidentiality
and so on.

(vii)  Ask both groups to rank these 3services indicating if the services needs to be better especially
in the case of providing HIV or Sexually Transmitted Infections related services.

(viii)  Conclude asking both the groups saying that the services can only be improved if one there is
participation of the target population in providing these useful suggestions to the Non-
Governmental Organisations, to the staff of these centres.

(ix)  The same chart papers can be used time and again to assess the feedback on the services,
participation level as well as what additional services required.

Name of the Tool: Vulnerability Mapping

Objective of the tool: To enable the participants to understand the measures which can reduce their
vulnerability.

User: Cluster Link Workers

What skills required by the facilitating team: Knowledge about different situations and factors that
increases risk of the target population and what can be done to reduce their risks.
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Materials required: At least two chart paper and three to four colour markers for each session

Additional materials can be in the form a flip book having two stories one about a youth who survives
by staying with his family in the village and the friend of the youth who travels to distances comes
across many friends but have habits of consuming alcohol, gambling and often visiting sex workers.

Degree of privacy: Low

Time required: 30-45 minutes per session

Method:

(i)
(i)

(iii)

(iv)

(v)

(vi)

Collect at least 8-10 participants majority of them shall be from the target population.

Divide the participants into two groups and keep two persons to be facilitator and time
keeper.

Ask one group to write down if whether the youth who stays in village have the risk of having
Sexually Transmitted Infections or HIV, if so why and how can be prevented.

Same question can be put to the other group who is a family member of migrants or truckers.

Ask both groups to discuss what if can be done so that the migrants or truckers and his friend
can make difference preventing both of them from Sexually Transmitted Infections or HIV.

It does not necessarily that either of them leaves their occupation or exchange their
occupation—it is that the person have to make informed choice for better life.

Conclude asking both the groups saying that the being responsible to their life can bring
changes both within the individual as well as among their peers.

New stories can be built up or the participants can be asked to tell stories about their life and
different challenges they face.
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Annexure 4 (Referral and Linkage register for Cluster Link Workers)
Name of the Cluster Link Worker:

Name of the Block: Name of the District:

Month of reporting:

Category of persons No. of persons reached | No. of Persons No. of No. of No. of No. of Any Total
Integrated Counselling | visited or treated | persons | persons persons |persons |other
and Testing Centre or | with Sexually tested received linked linked services
Prevention of Parent Transmitted for Antiretroviral | with with linked
to Child Transmission | Infections (both | syphilis Treatment People social
or testing done during |govt. and services Living benefits
health camps private) with HIV | schemes

network
1 2 3 4 5 6 7 8 9

M F M F M F M F M F M F M F

AN mothers

Spouses of Female Sex

Workers

Spouses of Men Who
Have Sex with Men

Spouses of Transgender

Spouses of Injecting Drug
User

Spouses of migrants

Spouses of truckers

Female Sex Workers

Men Who Have Sex with
Men

Injecting Drug User

Transgender or Hijra

Migrants

Truckers

Youth with Sexually
Transmitted Infections or
HIV or AIDS

Children with HIV or AIDS

Tuberculosis Bacili
patients

People Living with HIV
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Annexure 5 (Referral and Linkage monitoring formats for Zonal supervisor)

Name of the Zonal Supervisor: Name of the Village:
Name of the Block: Name of the District:
Reporting Quarter: Year:
Category of No. of persons No. of No. of No. of No. of No. of Any other
persons reached Integrated | persons persons persons persons persons services
Counselling and visited or tested for | received linked linked with linked
Testing Centre or treated with syphilis Antiretroviral | with social
Prevention of Sexually Treatment People benefits
Parent to Child Transmitted services Living schemes
Transmission or Infections with HIV
testing done (both govt. network
during health and private)
camps
T A T A T A T A T A T A T A

Ante Natal mothers

Spouses of Female Sex
Workers

Spouses of Men Who
Have Sex with Men or
Transgender

Spouses of Injecting
Drug User

Spouses of migrants

Spouses of truckers

Female Sex Workers

Men Who Have Sex with
Men

Injecting Drug User

Transgender or Hijra

Migrants

Truckers

Youth with Sexually
Transmitted Infections
or HIV or AIDS

Children with HIV or
AIDS

Tuberculosis Bacili
patients

People Living with HIV

T = Target for the quarter, A = Achievement during the quarter
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Annexure 6 (Stock and Issue register for Cluster Link Workers)

Name of the Cluster Link Worker:

Name of the Block:

Name of the District:

Month of reporting: Year:
S.No. | Name of the |Source Opening | Total Total Total numbers Closing
item from balance | numbers | Number |distributed or Balance
where of the received | of items |socially marketed | of the
received [ item during the| available [ during the month |item
month at the
start of
the
month
1 2 3 4 5 6=(4+5) 7 8=(6-7)
Free
Condoms
Needles
Syringes
Socially
marketed
condoms
Information,
Education
and
Communica-
tion materials
Behaviour
Change
Communi-
cation

materials
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Annexure 6a (Stock and Issue register for District level)
Name of the reporting person with designation:
Name of the Block: Name of the District:
Month of reporting: Year:
S.No. [ Name of [ Source [ Opening| Total Total Total Person to |Signature of | Closing
the item | from balance | numbers| numbe | numbers| whom the person | balance
of
where | of the received | items issued issued on |received or | of the
received| item during | available| during the date | place the item
the at the the mentioned| voucher
month | start of | month in the number in
The (mention| earlier case the
month [ date of [ column item was
issue) sent through
post/courier
1 2 3 4 5 6=(4+5 7 8=(6-7)
Free
Condoms
Needles
Syringes
Socially
marketed
condoms
Informa-
tion,
Education
and
Communi
cation
materials
Behaviour
Change
Communi-
cation
materials
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Indenting Format (to be signed by the District Resource Persons only, should be on the letterhead
of the organisation along with copy of the sanction letter or office order of State AIDS Control
Societies indicating that the agency is expected to receive items from the concerned authority)

Designation of the officer to whom addressed (Medical Officer or Auxiliary Nurse and Midwifery or

Joint Director of State AIDS Control Societies)

Number of items for
which indent placed

Number of items
earmarked for the
programme at the
start of the year

Total items received till
date

Remarks about last
supply received

Purpose for which items received has been fulfilled: (Yes/No)

| certify that the items have been used for the purpose for which it was supplied for during the

period from

to

by

organisation.

(Signature)

(Please retain a copy with the organisation and share a copy with State AIDS Control Societies in
case the intended supply is to be done by Block or District or State level organisation other than
State AIDS Control Societies)
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Annexure7: (Visit report) for District Resource Persons, senior staff of implementing agency

Date of visit: DD/MM/YYYY
Places of visit:
Designation of the reporting person:

Name of the reporting person:

Purpose of the visit:
1.
2.

3.

Persons met during the visit:

Summary of discussions or observations:

Action taken and future action plan:

Observations Action taken Future action
plan

Responsibilities

Timeline

(The report should not be more than two pages and should be signed by all concerned as well

as the reporting officer)
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Annexure 8 (Meeting activities register) for various meetings such as stakeholders,
meeting with health department/women and child development department, District officers,
internal meetings

Name of the Block:

Name of the District:

Month of reporting: Year: Date of the meeting held:

Purpose of the meeting:

Name of the Designation | Decisions | Next Responsibilities | Expected | Expected |Any

persons who of the taken plan of timeline | timeline by | other

attended the | persons action by which | which the

meeting the Discussed
discussed | activities is
activities is| Expected
expected | To
to complete
commence

1 2 3 4 5 6 7 8
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Annexure 9: Recruitment Process:

Position Qualification and Experience Recruitment Process Agencies required
District Masters in Social Sciences with at least three years experience in Open advertisement followed by written test and| District Implementing Agency
Resource working with programmes related to livelihood promotion, adult interview. State AIDS Control Societies
Person literacy, microfinance, health sector programmes not merely Written test questions to be provided Technical Support Unit
awareness activities. by the Joint Director or Deputy Director or District AIDS Prevention &
Shall be based in the District for which applied. Assistant Director Targeted Interventions or Link | Control Unit
Shall be willing to travel in the District extensively. Shall have Workers Scheme. District Nodal Officer on
knowledge of MS-Word, Excel. The interview panel should have HIV or AIDS
representation from State AIDS Control Societies
or Technical Support Unit, District officers from
District AIDS Prevention & Control Unit or District
Nodal Officer on HIV or AIDS.
Zonal Bachelors in Social Sciences with at least two years Open advertisement followed by District Implementing
Supervisor experience in working with programmes related to livelihood interview Agency
promotion, adult literacy, microfinance, health sector programmes| The interview panel should have representation | District AIDS Prevention &
not merely awareness activities. from District officers from District AIDS Control Unit District Nodal
Shall be based in the District for which applied. Prevention & Control Unit or District Nodal Officer on
Shall be willing to travel in the District extensively. Shall have a Officer on HIV or AIDS
vehicle for travel. HIV or AIDS.
Shall have knowledge of MS-Word, Excel.
Cluster Link 10+2 or above with at least one year experience in Open advertisement followed by District Implementing
Workers working with programmes related to interview Agency
HIV or Health or Livelihood promotion, adult literacy, The interview panel should have representation | District AIDS Prevention &
microfinance, health sector programmes not merely from District officers Control Unit District Nodal
Awareness activities. from District AIDS Prevention & Control Unit or | Officer on
Existing link workers who fulfill above criteria will be considered as | District Nodal Officer on HIV or AIDS
priority. HIV or AIDS or Block level Programme
Shall be based in the District for which applied. Shall be willing to | manager
travel in the District extensively.
Preference should be given to candidates having a vehicle for
travel.
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Position

Qualification and Experience

Recruitment Process

Agencies required

Monitoring and
Evaluation
officer cum
Accounts
Assistant

Bachelor in Commerce or Computer Application with atleast 1 year
experience in managing data, data entry,

creating analysis sheets from excel, preparing power

point presentations. Experience of managing accounts

for any Non-Governmental Organisation would be preferred.

Open advertisement followed by interview

The interview panel should have representation
from district officers from District AIDS Prevention
& Control Unit or District Nodal Officer on

HIV or AIDS or Block level Programme

manager

District Implementing Agency
District AIDS Prevention &
Control Unit District Nodal
Officer on HIV or AIDS

Annexure 10 (Human Resources) to be filled by District Resource Persons

Name of the District:

Category of staff

Reporting Month: Year:

Total no. Total Total no. No. of staff No. of staff Write down the topics or areas trained
of staff during | no. of staff of staff Completed training | Completed training by so far
last month joined available at the | by Non- State Training and

during end of Governmental Resource Centres or State

reporting reporting Organisation AIDS Control Societies or

month month any other agencies

S A S S A S A S A 1 2 3 1

District Resource
Persons

Zonal Supervisor

Zonal Supervisor

Monitoring and
Evaluation cum
Accounts
Assistant

Cluster Link
Workers

S = Sanctioned, A = Available
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Annexure 11 (Monthly Reporting Format)
The soft copies of these formats would be available with State AIDS Control Societies

National AIDS Control Organisation
DISTRICT MONTLHY CONSOLIDATED REPORTING FORMAT FOR LINK WORKERS SCHEME UNDER TARGETED INTERVENTIONS DIVISION

Name of the District: State
Name & Designation of the Reporting Contact
Officer No.
Month: reporting month|Year:
Total no.of Blocks under implementation Total no. of Blocks reporting
No. of villages under implementation Block | Block Block Block Block | Block| Block| Block| Block| Block| Block| Block| Block| Block
1 2 3 4 5 6 7 8
during the month No. of villages under implementation in the Block No. of villages under implementation in the
during the month Block during the month

No. of estimated High Risk Groups
targeted during the start of the quarter
No. of High Risk Groups contacted during
the month

No. of High Risk Groups provided
commodities during the month

No. of High Risk Groups underwent HIV
testing and counselling during the
Month

No. of vulnerable population underwent
HIV testing and counselling

No. of High Risk Groups and vulnerable
pop. Tested positive during the month
No. of High Risk Groups and vulnerable
pop. linked to pre-Antiretroviral
Treatment or Antiretroviral

Treatment programme

Total no. of Sexually Transmitted
Infections cases treated

during the month
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Number of activities conducted and different target population reached with services
No. of oneto |No. of one to No. of mid- No. of health No. of Village No. of persons tested No. of persons TOFal no. of
one sessions group sessions  |media camps Health and in the nearest treated at the | unique
conducted conducted campaigns organised Nutrition Day Integrated Counselling | nearest irr:iicvri]:l;a\:\fith
held meetings and Testing Centre/ Sexually T
attended by Prevention of Parent to| Transmitted heInonth
implementation | Child Transmission Infections
on team centres providers
write the no. of activities performed in these rows
Total no. of AN mothers write the no. of persons reached through these activities
Total no. of Tuberculosis Bacili patients write the no. of persons reached through these activities
Total no. Female Sex Workers (high and medium vol.) write the no. of persons reached through these activities
Total no. of Men Who Have Sex with Men or Male Sex write the no. of persons reached through these activities
Workers
Total no. of Injecting Drug Users write the no. of persons reached through these activities
Total no. of migrants write the no. of persons reached through these activities
Total no. of truckers write the no. of persons reached through these activities
Total no. of spouses of High Risk Groups write the no. of persons reached through these activities
Total no. of spouses of migrants write the no. of persons reached through these activities
Total no. of spouses of truckers write the no. of persons reached through these activities
Total no. of People Living with HIV/People Living with AIDS  |write the no. of persons reached through these activities
Total no. of Children Living with HIV write the no. of persons reached through these activities
TOTAL persons reached 0 0 0 0 0 [0)
A. Human Resource:
Category of the staff (as applicable in the budget) No. of man No. of Trained Cumulative No. of No. of meetings
during with other stake
power manpower in the month | Trained during days of visits holder s held
approved place the year made during
the month
District Resource Person 1
Zonal Supervisor 2
Monitoring and Evaluation cum Accounts Assistant 1
Cluster Link Workers 20
Service Delivery:
1. Commodities and Materials
a. No. of social |b. Uptake of c. Uptake of | d. No. of e. No. of f. No. of Information, g. No. of
marketing condoms by condoms needles/syringes |needles/syringes |Education and Behaviour
condom social marketing through distributed collected and sent| Communication Change
depots free for safe disposal | materials distributed Communication
established distribution materials
distributed
2. Involvement of Volunteers
No. in Trained Cumulative
place Trained
Identification of volunteers
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3. Linkages and utilisation of services

Total new
identified
during the
month

Total referred
during the month

Tested / Treated
during
the month

Cumulative
accessing

services till
the month

a. Tuberculosis Bacili referrals (DMC center)

b. Only for High Risk Group population

c. People Living with AIDS network

d. No. identified positive

e. Sexually Transmitted Infections/ Reproductive Tract
Infections cases

e. Antiretroviral Treatment referral

4. Outreach activites:

Total no. Cumulative no. Date Objectives Key Outcomes No. of person
participated

a. Advocacy meeting with District level stakholders
b. Meetings with other village functionaries
(Panchayat/Nehru Aadarsh Kendra Sangathan etc)
c. Community events and meetings organised with
Self Help Group/Youth clubs
d. Others (Specify)

Budget Approved for the FY Expenditure made till reporting month SOE submitted till date

5. Financial Status

6. Major Highlights (if any)- annex the detail reports of the events

7. Activities planned for next month:
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Reporting Requirements:

As per the requirement of the Link Workers Scheme, the following reporting requirements are
mandatory. The backup of various information below will follow National AIDS Control Organisation’s
and Government of India’s Intellectual Property Rights. Nome of these information can be used for
purposes otherwise agreed in the contract. Upon requirement, all these information shall be shared

with State AIDS Control Societies.

each Supervisor

Name of the report Soft Copy and Back up Hard Copy
Line listing cum service Yes Yes
tracking format except for

migrants

Line listing of migrants Yes Yes
Referral and Linkage register |No Yes
Referral and linkage| No Yes
monitoring format

Stock and Issue Yes Yes
Stock and Issue at District Yes Yes
level

Field visit report No Yes
Meeting register No Yes
Recruitment Process No Yes
Human Resources Yes Yes
Accounts and Finance Yes Yes
Monthly report Yes Yes
Monthly analysis report for] Yes Yes

Data definitions:

Item: Monthly Reporting format
Who fills: Monitoring and Evaluation cum Accounts

Frequency: Monthly

Purpose of the report:

e To report the key indicators of the programme implemented by the District during the

last reporting month.
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Explanations:

Name

Explanation

Source of collection

Name of the District

District in which the programme is
being implemented

Self explanatory

Contact number

Self explanatory

Name & Designation of the
reporting officer

Person reporting on behalf of the
implementing Non-Governmental
Organisation

Self explanatory

Month Last month of implementation
Year Current year of implementation
State State in which the programme is

being implemented

No. of Blocks under
Implementation

This may differ from the no. of Blocks
reporting as some Blocks might have not
been included for activities during last
month

No. of Blocks reporting

No. of Blocks reporting during
the last reporting month

No. of villages under
implementation during the
month

Write the no. of villages
implemented the programme in

each Block during last month

Cluster Link Workers and
supervisor daily report

No. of estimated High Risk
Groups targeted during the
start of the quarter

No. of High Risk Groups
contacted during the month

Write the no. of estimated High Risk Groups
targeted in the villages during start of the
guarter — this may be the Situation Need
Assessment information, may be the

line listed figures available with each
Cluster Link Worker

Write the no. of High Risk Groups contacted
during the month

Situation Need
Assessment information
Line listed minus drop
outs for each Cluster Link
Worker

Cluster Link Worker’s
Interpersonal
Communication contact
information and the No.
of Interpersonal
Communication sheets
submitted by Cluster
Link Workers

No. of High Risk Groups
provided commodities
during the month

Write the no. of High Risk Groups provided
condoms or needles and syringes — as in the
line listing sheet reported during last month

Cluster Link Workers line
listing sheet indicating
no. of condoms or
needles and Syringes
distributed
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Name

Explanation

Source of collection

No. of High Risk Groups
underwent HIV testing and
counselling during the month

No. of vulnerable population

Write the no. of High Risk Groups
who underwent HIV testing during
the last reporting month

Write the No. of vulnerable

Line listing information sheet
and referral slips signed by
concerned Integrated
Counselling and Testing Centre
staff

Line-listing information sheet
and

underwent HIV testing and
counselling

No. of High Risk Groups and
vulnerable population tested
positive during

the month

No. of High Risk Groups and
vulnerable population inked to
pre-Antiretroviral Treatment or
Antiretroviral Treatment
programme

Total no. of Sexually Transmitted
Infections cases treated during
the month

No. of activities conducted

population who underwent HIV
testing during the last reporting
month

Write the no. of new HIV positives
detected from amongst
the referred cases

Write the no. of new and old cases
(detected positives) were
linked to pre-Antiretroviral
Treatment or Antiretroviral
Treatment

Write the no. of new and old
Sexually Transmitted Infections
cases treated during the month
Write the no. of various
activities carried out during the
month and number of different
beneficiaries covered by these
activities

referral slips signed by
concerned Integrated
Counselling and Testing Centre
staff

Referral slips signed by
concerned Integrated
Counselling and Testing Centre
staff

Referral register verified by
Antiretroviral Treatment clinic
staffs

Line listing cum service record
of Cluster Link Workers

One to one, one to group, mid—
media, health camp, meeting
registers to be used to report
these activities. Use unique
individuals data to report from
various other registers.

Total no. of AN mothers received
any services

Total no. of Tuberculosis Bacili
patients received any services

The unique individual Antenatal
Care mothers receiving any of the
services — one Antenatal Care
mother may receive three services
— but the number has to be
reported for one service only

The unique individual Tuberculosis
Bacili patients receiving any of the
services — one client may receive
three services — but the number
has to be reported for one service
only

Line listing cum service record
of Cluster Link Workers

Line listing cum service record
of Cluster Link Workers

Total no. of Female Sex Workers
(high and medium volume)

The unique individual Female Sex
Workers receiving any of the
services — one client may receive
three services — but the number
has to be reported for one service
only

Line listing cum service record
of Cluster Link Workers

Total no. of Men Who Have Sex
with Men or Male Sex Workers

The unique individual Men Who
Have Sex with Men or Male Sex
Workers receiving any of the
services— one clients may receive
threeservices — but the number
has to be

reported for one service only

Line listing cum service record
of Cluster Link Workers
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Name

Explanation

Source of collection

Total no. of Injecting Drug Users

The unique individual Injecting
Drug Users receiving

any of the services — one client
may receive three services — but
the number has to be reported for
one service only

Line listing cum service record
of Cluster Link Workers

Total no. of migrants

The unique individual migrants
receiving any of the services — one
migrant may receive three
services —but the number has to
be reported for one service only

Line listing cum service record
of Cluster Link Workers

Total no. of truckers

The unique individual truckers
receiving any of the services —one
trucker may receive three services
— but the number has to be
reported for one service only

Line listing cum service record
of Cluster Link Workers

Total no. of spouses of vulnerable
population

The unique individuals receiving
any of the services — one may
receive three services — but the
number has to be reported for
one service only

Line listing cum service record
of Cluster Link Workers

Total no. of People Living with
HIV/People Living with AIDS
Total no. of Children Living with
Human Immunodeficiency Virus

The unique individuals receiving
anyof the services — one may
receive three services — but the
number has to be reported for
one service only

The unique individuals receiving
any of the services — one may
receive three services — but the
number has to be reported for
one service only

Line listing cum service record
of Cluster Link Workers
Line listing cum service record
of Cluster Link Workers

No. of one to one sessions

conducted

Number of sessions conducted by
the Cluster Link Workers

Cluster Link Workers
information

No. of one to group sessions

conducted

Number of sessions conducted by
the Cluster Link Workers

Cluster Link Workers
information

No. of mid-media campaigns held

Number of sessions conducted by
the Cluster Link Workers

Cluster Link Workers
information

No. of Village Health and
Nutrition Day meetings

Number of sessions conducted by
the Cluster Link Workers

Cluster Link Workers
information

attended by implementation
team

No. of persons treated for HIV
by different category

Referral register

Self explanatory

No. of Sexually Transmitted
Infections treated by different

category

Cluster Link Workers line listing
cum service records

Self explanatory
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Name

Explanation

Source of collection

Total no. of unique individuals
reached with any services

Unique individuals are individuals
from target population who have
been provided services as per the
Guidelines

Line listing format and service
tracking, referral and linkage
register.

No. of manpower approved

No. of staff approved in the
budget or contract

No. of manpower in place

No. of staffs in place during last
month

No. trained during the month

No. of available staff who are
trained during last month

Cumulative trained during the
year

No. of staff trained till the
reporting month

No. of days visit made during
the month by each staff

No. of days visit made by each
staff during the reporting month

Field visit reports and field
diaries to be cross checked

No. of meetings with other
stakeholders held

No. of meetings held by the
staff during the reporting month

Meeting reports to be cross
checked

No. of social marketing condom
depots established

No. of depots established till
the reporting month

Uptake of condoms by social
marketing

No. of condoms socially marketed
by the available condom outlets
during the reporting month

Uptake of condoms through free
distribution

No. of condoms distributed free
by the staff

Line listing and service tracking
format, stock and issue
registers

No. of needles/syringes
distributed

No. of needles or syringes
distributed by the staff during the
reporting month

Cluster Link Workers diary, linelisting

and service record of Cluster Link
Workers, stock and issue registers

No. of needles/syringes collected
and sent for safe disposal

Number of needles or syringes
collected from field by Cluster Link
Workers or supervisors and sent
for disposal

Biomedical waste management
register

No. of Information, Education
and Communication materials
distributed

No. of Information, Education and
Communication materials
distributed by the staff

Stock and issue registers and
Cluster Link Workers daily
diaries

No. of Behaviour Change
Communication materials
distributed

No. of Behaviour
Communication
distributed by the staff

Change
materials

Stock and issue registers and
Cluster Link Workers daily
diaries

Volunteers in place, trained and

cumulative trained

No. of volunteers contacted,
trained during the reporting
month

Individuals who received various

Total new identified services in I Tuberculosis Bacil(ij, and
Antiretrovira Treatment and| . .
Sexually Transmitted Infections linkage register
treatment first time by the
project.
This may also include High Risk
Groups, persons linked with

Line-listing register, referral
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People Living with AIDS network

Name

Explanation

Source of collection

Total referred during the month
or Tested or treated during the
month

Individuals who received various
services in Tuberculosis Bacili,
Antiretroviral Treatment and
Sexually Transmitted Infections
treatment first time by the
project. This may also include High
Risk Groups, persons

linked with People Living with
AIDS network

Line-listing register, referral
and linkage register

Cumulative accessing services till
the month

Cumulative of no. of tested or
treated till the month of reporting

Tuberculosis Bacili referrals or Only
for High Risk Group population or
People Living with AIDS network
or No. of identified positive or
Sexually Transmitted Infections or
Reproductive Tract Infections
cases or Antiretroviral Treatment

referral
Advocacy meeting with District
level stakeholders

Self explanatory

Meeting with stakeholders

Meeting register

Meeting with other village
functionaries (Panchayat or
Nehru Aadarsh Kendra Sangathan
etc.)

Meeting with these functionaries

Meeting register

Community events and meetings
with Self Help Group or Youth
clubs

Self  explanatory (community
events with any group of target
population  during  Behaviour
Change Communication sessions
or health camps). Meetings with
Self Help Group or Youth clubs self
explanatory

Meeting register

Total no. or cumulative or date

Self explanatory, cumulative
indicates the cumulative number
of different activities carried out
till the reporting month

Meeting register

Objectives or Key Outcomes or
number of person participated
Financial Status (Budget
approved

for the FY)

Objectives of the meeting or
community events carried out, key
outcomes including decisions and
action outlines. Number of
participated in the meeting or
community events Budget
approved for the FY in the

project proposal

Meeting register
Contract document and budget

sheet

Financial Status (Expenditure
made till the reporting month)

Cumulative figure from the
Statement of Expenditure till the
reporting month during the FY

Statement of Expenditure

Statement of Expenditure
submitted till the date

Statement of Expenditure figure
submitted till the date

Statement of Expenditure

Major Highlights

Describe major achievements

Activities planned for next month

Describe major activities for next
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month

Item: Format for line listing Who fills: Cluster Link Worker

Purpose of the line listing:

(i)
accessed.
(i)

villages.

(iii)

Frequency: As and when

To identify households by risk category, update their service requirements and service

To monitor the progress of Cluster Link Workers scheme by villages and cluster of

To understand workload for a village or cluster of villages and help in optimising the

requirements of Cluster Link Workers in a District irrespective of work load.

(iv)

nearby village or nearby Targeted Interventions.

Explanations:

To minimise duplication of services for High Risk Groups who are also line listed in a

Name Explanation Source of collection

District The name of the District for which | Project Proposal of the Link
the particular format is being filled| Workers Scheme

Block The name of the Block for which | Project Proposal of the Link

the particular format is being filled

Workers Scheme

Name of the Cluster Link Worker

The name of the person who is
responsible for filling the format

Self Explanatory

Village Name

The name of the village for which
the particular format is being filled

Project proposal of the Link
Workers Scheme

Household number

Household number as per the
village

Self explanatory

records for which the format is
filled

Name of the person

The name of the person who is
line
listed

Self explanatory

Age

The age of the person

Self explanatory

Marital Status

The marital status of the person

Self explanatory

Category (Female Sex Workers,
Men Who Have Sex with Men,
Injecting Drug User, Migrants,
Truckers, Tuberculosis Bacili
patient, Pregnant mother, People
Living with HIV, Children Living
with HIV, Spouses of high risk
groups or Bridge Population,
youth, any other)

The category for which the person
belongs to

As per the definition in the
Guidelines

Date of registration as per the
Guidelines

Date when the person is first time
registered with the programme,
also in case registered after
dropping out

As per the definition in the
Guidelines
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Date when services provided or
accessed (Integrated Counselling
and Testing Centre testing,
Sexually Transmitted Infections
treatment, Condoms provided)

Date when the person accessed
services and reported in the
respective formats

As per the definition in the
Guidelines

Name

Explanation

Source of collection

Date when dropped out due to
migration or services are
completed

as per the Guidelines

Date when the person could not
be traced for services or was
confirmed

to have migrated or does not
require services as per the
Guidelines

As per the definition in the
Guidelines

Services for which referral made

Report services for which referral
was made with the service centres

As per the definition in the
Guidelines

Referral Services accessed (yes or
no)

Report services have been
accessed for which referral was
made

As per the definition in the
Guidelines

Whether the same person is
receiving services from a
Targeted Interventions or any
other Cluster Link Worker village

Report only cases where the same
person has been recorded and
receiving services from a nearest
Targeted Interventions

or Cluster Link Worker village

As per the definition in the
Guidelines

Item: Format for outreach
planning
Purpose of outreach planning:

Who fills: Cluster Link Worker Frequency: As and when

To use field level data related to availability of target population by their location and
convenient timing for outreach activities.

Explanations:

Name Explanation

Source of collection

Location

and/or services

The place where an individual or a group of
individuals from the target population can be met
as per their convenience to provide information

Individuals or group of
individuals as per their
discussion during last meeting

Number of target

The number of target population who have

Individuals or group of

population expressed their convenience for next meeting  [individuals
Timings .
& The time noted by individual or group of !ng!v!jua:s or group of
individuals for meeting or sharing information or | 'NdiViauals
providing Services
Day

Convenience

The day when meeting is planned as per the

Individuals or group of
individuals

Item: Format for stock and issue Who fills: Cluster Link Worker Frequency: Once a month

Purpose of documenting stock and issue of various items:
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(i)

To use data from stock and issue of various items handled by the Cluster Link Worker for
improving the distribution of various commodities as per the need of target population

Explanations:

Name

Explanation

Source of collection

Name of the item

These items can be free or socially
marketed condoms, needles,
syringes,

Information, Education and
Communication or Behaviour
Change Communication materials

Self explanatory

Source from where
received

Mention from where the item has
been received — it may be from
Auxiliary Nurse and Midwifery,
from District or Block Medical
officer,

Cluster Link supervisor or District
Resource Persons

Self explanatory

Opening balance of the
item

The number of items available at
the start of every month or as per
the date decided by State AIDS
Control Societies or Non-
Governmental Organisation

Based on calculation of items
available at the start of the month
and sum of items distributed
during

the month

Total numbers received
during the month

The number of items received from
various sources during the month

Self explanatory

Total number of items
available at the start of
the

month

Sum of various items available at
the

start of the month plus the items
received during the month

Calculation of items available at the

start of the month and items
received during the month

Total numbers
distributed or socially
marketed during the
month

Sum of items distributed for various
target population as mentioned in
the line list. Sum of items socially
marketed.

Information about distribution as
per the line listing format and
information on social marketing
from the social marketing register

Closing balance of the
item

The number of items available on
the last day of the month or as per
the

date decided by State AIDS Control
Societies or Non-Governmental
Organisation

The calculation of total items
available at the start of the month
minus the sum of total items
distributed or socially marketed
during the month
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Item: Format for referral and linkage Who fills: Cluster Link Worker Frequency: As and when

Purpose of documenting referral and linkage activities:

(i)

Explanations:

To use data monitoring of referrals and services accessed by various target population

Name

Explanation

Source of collection

Category of persons

Various target population

Self explanatory

No. of persons reached
Integrated Counselling
and Testing Centre or
testing done during health
camps

No. of persons treated
with Sexually Transmitted
Infections (both govt. and
private)

No. of persons received

Total no. of persons as
mentioned in the line list
format who have
accessed

services at different
referral centres

No. of persons who got tested for HIV
amongst number of persons who were
referred for HIV testing

No. of persons who were treated for
Sexually Transmitted Infections among
those referred

No. of persons who were receiving

Prevention of Parent to
Child Transmission
services

No. of persons received
Antiretroviral Treatment
services

No. of persons linked with
People Living with HIV
network

No. of persons linked with
social benefits schemes

Prevention of Parent to Child Transmission
services among those referred

No. of persons who were receiving
Antiretroviral Treatment services among
those referred

Number of persons who were linked to
People Living with HIV network among
those referred

No. of persons who were linked to social
benefit schemes among those referred

Name

Explanation

Source of collection

Any other services linked

Any other services which
were provided by the
Non-Governmental
Organisation or State
AIDS Control Societies or
any other institutions and
the target population
were linked with services.

Self explanatory

Item: Format for documenting meetings Who fills: Member of Link Workers Scheme

Frequency: As and when

Purpose of documenting meeting activities:

(i)

To document and use the proceedings of the meetings for improving the outcomes
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Explanations: The items mentioned in this format are self explanatory and the information are
to be collected from the respective meetings.

Item: Format for referral and linkage monitoring Who fills: Zonal Supervisor
Frequency: Quarterly Once
Purpose of documenting referral and linkage monitoring activities:

(i) To use data monitoring of referrals and services accessed by various target population in each
village in a quarter and understanding the barriers so that these issues can be addressed during
stakeholder meetings.

Explanations: Self explanatory as mentioned in the format related to referral and linkage activities

Item: Format for Human Resources Who fills: Frequency: Monthly Once District Resource Persons
Purpose of documenting HR related activities:

(i) To document and use the data for understanding staff availability, trainings undergone and areas
of training by various agencies including by the Non-Governmental Organisation.

Explanations: Self explanatory as mentioned in the format related to Human Resources related
activities

Item: Format for Visit Report Who fills: District Resource Persons or Zonal Supervisor
Frequency: As and when

Purpose of documenting field visit related activities:

(i) To document and use the information for monitoring of purpose of visit, action taken during the
visit and future plans worked out — followed up following the visit

Explanations: Self explanatory as mentioned in the format related to field visit related activities

Item: Format for Stock and Issue register at District levelWho fills: District Resource Persons

Frequency: As and when

Purpose of documenting stock and issue register at District level:

(i) To document and use the information stock and issue of various items for monitoring the inflow
and out flow at District level.

(ii)  Ensure indenting at least when the stock level is less than three months for items

(iii)  Indenting format has been included to ensure smooth handling of supplies and maintain official
records of indenting

Explanations: Self explanatory as mentioned in the format related to field visit related activities.
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P
% faeefT, 3 SeE, 2020

FAT. 685.— hg TLHTT, TTTATIT (FH 3 THRIT TATSIAT 6 forw y=2rmT) e, 1976 % fFaw
10 % 37 99 4 & FqE0 § HEHd HATAT % FOq A aTel FrATAd, T A gy
gRug & defiaer e, aEtas FeEm T d@93-226024 SeH 80 Wiaad AT THE SAfaEw
St /A=TTRAT 7 fEaT &7 Frdaress J areq o €, F srfegt=a wdT g

g ATALAAT TSI | THTH il A & Tgcd g

[T. #. 13016/1/2019-TF4]
aaread [, dg qt=a

MINISTRY OF CULTURE

New Delhi, the 3rd July, 2020

S.0. 685.— In pursuance of Sub-rule (4) of Rule 10 of the Official Language (Use for official purposes
of the Union) Rules, 1976, the Central Govt. hereby notifies Regional Science city, Lucknow-226024 the unit of
National Council of Science Museums, under Ministry of Culture wherein 80% or more officers/staff have
acquired working knowledge of Hindi.

This notification shall come into force from the date of publication in the Official Gazette.

[F. No. 13016/1/2019-Hindi]

VEDANTAM GIRI, Jt. Secy.

YISl wThfds 49 §a«T
% faeett, 3 3FreEd, 2020

FLIT. 686 .—FvalT TLHY, TSIT AT G qEIATEd (H H START F SATeHTH
ST Stert=aH, 1962 (1962 FT 50) i &7 2 & @UE (F) & AT H 3T U ad Ta TTHidH
I HATAT, AT T & 1. . 101 &A% 17 S9a<r 2020, H AEF=ar & gered § 357
ATATTH o el ToTeAT ST & T o ¥ Reged ™ Yeiteraw wiqred forffes #7 gar
faedtl ITeaeTed, SMaT-ATarEard qEaared d AR -HHIL qRadrsd TRANEr & o qa39
TSN o AT AT Hagd Hd & (o7 S\ {q A aredTd, .T.UH., TSTEAT LT &l TTreehd
FAT g TS ATEAAT 0l aE H AN 2ram & |

[%FT. . 17-11025(15)/5/2019-332-1/5-30377]

o, AETHAR, a7 giua

MINISTRY OF PETROLEUM AND NATURAL GAS
New Delhi, 3rd August, 2020

S. O. 686.—In pursuance of clause (a) of section 2 of the Petroleum Minerals Pipelines (Acquisition of
Right of User in Land) Act, 1962 (50 of 1962) and in modification of Notification of the Government of India
in Ministry of Petroleum and Natural Gas S.O. No. 101 dated the 17" January 2020, the Central Government
hereby authorizes Smt. Neetu Barupal, RAS, Government of Rajasthan to perform the functions of Competent
Authority for HPCL’s Mundra Delhi Pipeline, Awa Salawas Pipeline and Rewari Kanpur Pipeline under the
said Act, within the territory of Rajasthan State. This is applicable from the date of notification.

[F. No. R-11025(15)/5/2019-OR-I/E-30377]
P. SOMAKUMAR, Under Secy.
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FIIAT AT
7% feeeft, 18 ared, 2020

T3, 687.—Fval™ TLHIL T T TAIT AT ¢ %, THH IUEG ATIAT § Sfeatea afeers
T g T H FIAT ATHATC 0T ST AT THTEAT 85

qq:, S AqgAT H afliq & H sqEte s ANAagd  gedr  THuReSHl/
HEA/HIS T/ §&qT 1, qrg 27 35, 2020, FT FIeA, 9 Agrad® ( @S T91), Hed
HTEA AT U BT s==ge ferfies, ieamr 4o, i O, TH= (AEE) & wrEad § a7
FAITAS AL/ AEIELF- O/ T agrad® (FRFdT), el 29 e Sadqqde Hee
ferfies, 294/1<T, 100 Hie e, ATEITEAT € UHFIE U, FF, ASFareT-521137, e T 1
FreT HoTF, 1, FISE g9 e, wreshrar - 700 001 F F1ATd § AT 5T Ferere, e e,
(FRTE ) & Ao § 3T ST aehar 2

qd: , A, FealT GLRTL, HIAAT ST &7 (A1 < farer) sfafazra, 1957 (1957 &7 20)
(P =HH =8 T9ATq SFq AT AT Fgl AT 8) i g7 4 0 IT-aM=T (1) T T&T Oiadi &7
ST T g0, 39 qIH H§ FHIIAA FT TAEAT FLA o S0 ST I GAAT < & |

IHT ATAT | AT G0 H RBaag #rg A, -

(i) YT g AT IHE FRET 9T AT UEHT g § A7 39 FO7 T AT F oS uw ey
T HAT ; AT

(i) S ATAATw FF a=T 4 T IT-T (3) F AT H T T FEART T g2 AT B
ATt AT T afa & forg stfarf=ae it gy 6 % stefiw wfase 1 mar 2 Jo;

EREN

(i) 3T sAferfaTe &t gy (13) HF IT-GTT (1) F T qEeA ATACAAT & THEGA 21 %
TEeg § AT IFq ATATHAH 6T 9T 13 FiT IT-GTT (4) F AT @A 9 TATGRIA g &
oI ITThe T ITaT AT T ST 36 3Fd ATSHAH I 1T 13 = 374 (1) F @ (i)
T @z (iv) # fAfafds a3t & araq swra sa @i syefda w0 F oo afa & d@«6tea
Tt A=A, FTE] ST 37 IEATaSll il TREc HT T,

= AT F oA § wEre it anre F Joo fam F oftaw, #wrdues Reers/magrTay-
/e AgTEg® (Fa), g <o e SaavHe wraeE e, 294/12%, 100 Hie T,
ATTETEAT € UHHTITE U, Y, [ASTaTeT-521137, e TR9T T ST HhT |
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AT
= ety weor AT SaaHe FgeE i

HITYT T3S HIIAT 1

qEHTE — TETSTLUET

AT FaT, TST IS

(TTSTEET HEAT THUHSTE/ AEA/H & 0/cT JedT 1, arir 27 39, 2020 )

® e
FH. | AHATATH | T okl | agid Kl & feroaforr
T TFATH
(FTTHT)
1. |9 44 TERPIAET | FILaT 57.707 T
2. | FawT 45 TERPIAUET | FHITaT 5.218 AT
SIS : 62.925 TFEAL (FIT) AT 155.488 UHE (FRTST)
(@) TorE a= A
FH, | AW ATATH | TedT okl | agaid INEQ e feeaforr
T TFATH
(FTTHT)
1. | =ram 44 TEISULST | LT 0.067 ST
2. | FaET 45 TERPUUET | FHITaT 145.675 AT
SIS : 145.742 TFEAL (FTT) AT 360.128 THE (FRTT)
(1) T S
FAH. | AT FTATH | TN ol | dgEid e & foeqforT
T TFATH
(FTTHT)
1. | =@ 44 TERBALUST | FHILaT 0.384 AT
2. | Fqur 45 TEISULST | I 0.162 ST

STTE : 0.546 TFEAL (FTHRT) AT 1.349 THE (FRTT)
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(=) a= qfa

FH. |G FAH | I THATT SE] feoaforT
THFAT H
(FTT)
1. | "ram Fras FEHTT 398.427 T
2. | FaET FaT FEHT 104.432 T
STTE : 502.859 ZFAT (FITH) AT 1242.565 THE (FRTHT)

FAIN : (F+ T+ T+ H): 712.072 gFIL (FTHT)

AT 1759.530 THE (FRTHT)
Har-aoi:

(1) T farg @A 6 7 8: Y@ favg HeaT 6 & YW BT §, FITAT sl 6 ITAL-T(A FIT
q 7 fagae qre § afeafad grd gu ag=di @ ST @ favg §edr 8 (St sai® &l
SAY-T4 BT §) ST TH §erq a9 SUEs  H§edT 41-372 3fiT 11-368 3 |

(2) @ favg dwear 8 7 10 : ¥ET favg €T 8 § W It §, FHIAAT soA1F & IA-qd BT
q S foEw arer § qiEAferd 21 gu agadl g oY Y@ fawg §ear 10 (S st i1
ZfAror-d T ) Y THH @Yiea a9 SuEE Hear 11-368 i 11-366 ¢ |

(3) YT favg HEAT 10 & YW Bt §, FHIAAT A% F I(R-IF B F 3 T I
SThT TEAT g Y fovg 5T 1 F S gU FAaT st w7 aferr-ufie gie g |
(4) @ favg 9T 1 § 6 : vET favg "1 1 | YA gl 8, AT sAl® & (e g o

SIY HITAT ST HAAT F Y Tgadl g Y {avg H&qT 6 | Z1d §U ST HIAAT (% T
IAC-TIHTE |

[®T. &. 43015/5/2020-TT TIL ATEAT]
HobeT, AT qi=a

MINISTRY OF COAL
New Delhi, the 18th August, 2020

S.0. 687.— Whereas, it appears to the Central Government that coal is likely to be obtained from the
land in the locality mentioned in the Schedule annexed to this notification ;

And, whereas, the plan bearing number APMDC/Madanpur/CBA/Plan No.1, dated the 27™ April,
2020, containing details of the area of land mentioned in the said Schedule may be inspected at the office of the
Chief General Manager (Exploration Division), Central Mine Planning and Design institute Limited, Gondwana
Place , Kanke Road, Ranchi (Jharkhand) or at office of the Executive Director/General Manager-Finance/Chief
General Manager (Coal), Andhra Pradesh Mineral Development Corporation Limited, 294/1D,100 Feet Road,
Tadigadapa to Enikepadu Road ,Kanur, Vijayawada — 521137, Andhra Pradesh or at the office of the Coal
Controller, 1, Council House Street, Kolkata-700001 or at the office of the District Collector, District Korba
(Chhattisgarh).

Now, therefore, in exercise of the powers conferred by sub-section (1) of section 4 of the Coal Bearing
Areas ( Acquisition and Development ) Act, 1957 (20 of 1957 ), ( hereinafter referred to as the said Act ), the
Central Government hereby gives notice of its intention to prospect for coal from the land described in the said
Schedule.

Any person interested in the land described in the said Schedule may, —
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(i) object to the acquisition of the whole or any part of the land or of any rights in or over such land; or

(ii) claim compensation under section 6 of the said Act for any damage caused or likely to be caused by
any action taken under sub-section (3) of section 4 of the said Act ; or

(iii) claim compensation under sub-section (1) of section 13 of the said Act in respect of prospecting
license ceasing to have effect or under sub-section (4) of section 13 of the said Act for mining lease
ceasing to have effect and deliver all maps, charts and other documents relating to the aforesaid
land to show the expenditure incurred in respect of items specified in clauses (i) to (iv) of sub-
section (1) of section 13 of the said Act,

to the office of the Executive Director/General Manager - Finance/ Chief General Manager (Coal), Andhra
Pradesh Mineral Development Corporation Limited, 294/1D,100 Feet Road, Tadigadapa to Enikepadu Road,
Kanur, Vijayawada — 521137, Andhra Pradesh within a period of ninety days from the date of publication of this
notification.

SCHEDULE
The Andhra Pradesh Mineral Development Corporation Limited
Madanpur South Coal Block
Tehsil — Podiuproda
District Korba, State Chhattisgarh

[ Plan bearing number APMDC/Madanpur/CBA/Plan No.1, dated the 27™ April, 2020 ]
(A) Private Land:

Sr. | Name of Patwari Tehsil District Area in hectares Remarks
Village Halka .

No. number (approximately)

I. Morga 44 Podiuproda Korba 57.707 Part

2. Ketma 45 Podiuproda Korba 5.218 Part

Total : 62.925 hectares(approximately) or 155.488 acres (approximately)

(B) Revenue Forest Land:

Sr. | Name of Patwari Tehsil District Area in hectares Remarks
Village Halka .

No. number (approximately)

1. Morga 44 Podiuproda Korba 0.067 Part

2. Ketma 45 Podiuproda Korba 145.675 Part

Total : 145.742 hectares(approximately) or 360.128 acres (approximately)

(C) Government Land:

Sr. | Name of Patwari Tehsil District Area in hectares Remarks
Village Halka .

No. number (approximately)

I. Morga 44 Podiuproda Korba 0.384 Part

2. Ketma 45 Podiuproda Korba 0.162 Part

Total : 0.546 hectares(approximately) or 1.349 acres (approximately)
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(D) Forest Land:
Sr. Name of Range Division Area in hectares Remarks
No. Forest (approximately)
1. Morga Kendai Katghora 398.427 Part
2. Ketma Kendai Katghora 104.432 Part
Total : 502.859 hectares(approximately)
or 1242.565 acres (approximately)

Grand Total (A+B+C+D): 712.072 hectares (approximately)
or 1759.530 acres (approximately)

Boundary Description:

(1)  Line from point no. 6 —8. The line start from point no. 6 in north west corner of the coal block and
follow the alignment all along Bisrar Nalah and reaches point no. 8 (north east corner of the
block) mainly intersect Protected Forest Compartment numbers P 372 and P 368.

(2)  Line from point no.8 to 10. The line start at point no. 8 in the north east corner and follow the
alignment all along Bisrar Nala and reaches point no. 10 (south east corner of the coal block) and
intersect Protected Forest Compartment no. P 368 and P 366.

(3)  Line from point no. 10 in the south east corner of the coal block and passing through the Morga
village and reaches point no. 1 which is south west corner of the coal block.

@) Line from point no. 1 to 6. The line starts from point no. 1 in the South west corner of the coal
block and passing through Morga and Ketma village and reached point no. 6 north west of the
coal block.

[F. No. 43015/5/2020-LA&IR]
MUKESH, Under Secy.

T T TSHIR HATAT
T2 faeett, 11 3rrEa, 2020
T3, 688.—3=NRIF fAaTe A==, 1947 (1947 =1 14) FT =T 17 F AT | Frxld
TEHR HEE AF. A & TGGqT % Ga5 HASHl AT 396 FHART & a9 ey § [fae
SRR faTE | SRR ST/ q AT, IeqYL & 94Te (989 §ea1 04/2015) F JHera
FIAT & ST ea 1T TR 1 05.08.2020 T ITH g3 &I

[¥. $=-16025/4/2020-5TE=m7(TH)]
u. . fig, s ata

MINISTRY OF LABOUR AND EMPLOYMENT
New Delhi, the 11th August, 2020

S. O. 688.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 04/2015) of the Industrial Tribunal/Labour Court, Udaipur
now as shown in the Annexure in the Industrial Dispute between the employers in relation to the management of
M/s R.K. Marble, and their workman, which was received by the Central Government on 05.08.2020.

[No. Z-16025/4/2020-IR(M)]
A. K. SINGH, Under Secy.
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e
e faare AR 16 s/ <, STagR
YU G&T 04 9 2015 L.T.R.(C)

14.12.2019

urefl g1 @ 7 AfSEar s gAY SErel g f[Auell gerd @ IR W A srEaRiE AR Ud
IR, HY AT 1 AieHe TN® T 7 U Ui uF Uv R faed fhar & ureff g fQueh @ 7
A JARTAT B W1 I IISIAMET B TAT & TAT ISIAMT & JJAR Uil &1 |9 el &R qeT 75000/ —
FYY 37T PR zg fAuell dIR & S IR fauell g AE H Sf@T ) W, I UP AE H Sad IR ofaT
B BT AT 12 YfA9d AT < BT | Sfery TSIl WdR fHar S g g=dell Bad HRIs o |

Sl el BT ISIAMT 9 PR Gl d FHSAT AT I QAL el T RIS FE BT DR
fobar | 37 oR ITSIAET aReled fdhar T4 |

T vel H i 81 O ¥ 31 Bl faare 99 FEY ¥eT 2|
I U3 Foli= UATaell 38 |

gafer™ $9 YU H No Dispute Award STIRY fasdm SITar 2 |

UgIe YBTeR HYfH WRAR Pl (AT ANGRI UG &I 9 YA {PeA} AR b UF
FHIB VoT—5(67)2014—TRYAAT &I 06 AT, 2014 & HH ) Woll I |

TFTael Hel YAR BIAR MG SRR B |
I FAR T, e

T2 faeett, 11 3rred, 2020

T3, 689 .—sf=nTTie faars At =T, 1947 (1947 FT 14) F &=T 17 F ATHLT | Fesi™d
TR HHH S, AET /e 910 forfiee & gyaeds & Hag M i 39 FHF1 & a9
aqgg # f[fRe sfenfs fBee # sfenfre sfgsoysw =mamed, SeaR & 990e
(Fa9 F=AT 03/2015) FT THTTAT FIAT & ST et T GEahT &l 05.08.2020 FT ITH g AT

[FT. Je-1 6025/4/2020-311%3“'{(@)]
U. . fig, sExata

New Delhi, the 11th August, 2020

S. O. 689.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 03/2015) of the Industrial Tribunal/Labour Court, Udaipur
now as shown in the Annexure in the Industrial Dispute between the employers in relation to the management of

M/s. J. K. Arora Marble Pvt. Ltd., and their workman, which was received by the Central Government on
05.08.2020.

[No. Z-16025/4/2020-IR(M)]
A. K. SINGH, Under Secy.
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g
e fare SIfRPROT TF 21 ITer, SSAYR RTSRT)
UIBRAN SIBRT —— 31 30T HAR §d

UHNOT HEIT 03 /2015 LT.R.(¢)

At ARIIUTATS T foraRm Sifa |rom
fra 99RY B AT Bl FRATdel

TeNilel Zuvad, foTell ey omeft

F9H O, @, IRIST A UL fo.
HART BT 39, Tedlel ’yqad, oTell ITagR fauet

AT 9o aRT 2 (A)(2)3enfre farg sfdfes

SufRerd —

it B AR T Pls SURYT el |
fauel @ sk ¥ =N R TH. g™, Afrgadn
S o
fadi® 29 STFaRI, 2020

urefl ARV §RT AU Jar o e qaued Rierad URFEr ux &30 579 e (i)
ISR & Igl faid 23.07.2014 B U fbar o, =i o ua i 15 Ry, 2014 §RT B
qral ufcdes The Secretary (Desk Officer) New Delhi B U o= &, <fdd dro! 99g edig 8 9 ©
qrace Wl IR WRHR & 579 fvnT 73 el | v o 9 89 ) Uil gRT 98 Jerd e fdhar 2
T TR RITAITe §RT YR g1 IoiveR fhar 1 vd fauelimor &1 sifed SRy fad 1|

il @ SR ¥ WA doF ® a2 Wew ¥ 39 yeR ® 5 uefl fQue o wew #
faT® 01.03.2007 & HRIRG © | Ureft Ud faueh & I8 SRRA o= 9ff® fa-id 23.01.2014 & 10 Hs, 2014
TP sedla R | &b 08 #g, 2014 BT W AfTH! Td SAADI BT YFAT & Hed Yeb GHSICT gaTl off
ST MR WR T S HBT T 04.07.2014 I AIH BH R S Bl g fBar| 316 04.07.2014 BT ureif
T B P B [0 @ W AT A1 I AT 31T HHDT BT B W o H $7BR IR AT 3R Par &
4 AN TSl BRd Bl gAioR gre B WR el Xl | Uil Bl a1 ge By S BT B BRI
TEI IR AT AT YIS [HI S F Yd I AlfeH A1 AfeE—v A8 &1 | weff 7 ar gusd | yd 9 99
B HaT gl PR ol o | Uil 7 gy 2007 W 2014 TP YD HelveR d¥ H 180 f&d W SUTGT HI HarR &l ¢ |
$ad dracg W weft B O B Ul MR JaT W gUe ax fiar ® S woiaar fOfy fieg ¥
sfer) AT 04.07.2014 BT BT Tg HaT G Pl e ST fbar Sird qem ueff &1 fJue & o 4
HAT B FR=IRAT g 3= o9 & A1 Y7 Har H g8rel fbd S+ b1 vare uikd fdbar o |

fquell @I Sare Bq P! AR &Y T, Wifeb fauell @1 SR | HIg STa16 U TS g, g
faIe 19.03.2019 @I fauel @1 Sfare g fhar T |

ureil UeT BT e UG PR g Py AAAR @A T, WA IHDT AR I Py AIeg UL el g8 |
fquel <1 Y IS ey Uer TE PR T8 |

T84 A Gl TS | UAES! BT AT Yddb ATl (AT 1T |

o UBNUT H 9 gl gRT I8 IfAfagiRa fear o 2 fe—aar ureft armaer fudr foreRm
Hom IRl F9ART &7 3R] Bl fquel 799 9d. IRIST Add Ul fol. gRT a9l 04.07.2014 &I FdT I
g T ST ST ud 9y & 2 gfe &, o unell @ /s U @1 SR § 2

greff F <rarer # SuRerd glex fquel & I8 drRikd X1 a1 fqueh g1 fedid 04.07.2014 BT
HaAT g Y S & AR § BT A6 AT Sardel U9 A8l faar ¥



[\ [I—49TE 3(ii)] HTXT T 19 3T 22, 2020/41a0 31, 1942 2161

T e & Ja H fauell gIRT Wi B IS 04.07.2014 B HaAT YAF fHA S BT T2F AR
T8 T | sHfery wreft fauelt | #1E M'd UM FT JAWHR L 7 |

Iad Ada9 & MR R YdaIe 59 YbR UIRd fhar orar g fb —

greft ARTIeT O foremRm™ o ARl Ry &1 SiaN B fauel 799 o, &, IRIST A un. fo.
ERT f&Hd 04.07.2014 BT AT F YA Y ST &1 J2F AIfdT T2l © |

1 greff ARIIOT Hom BrS I8 U BT ABRT T8 B |

Gare  gHRER Hged WRGR Bl AN sH Agdd  (P=id) SR @ UF HHAG  Uol.
5(108) / 2014—3TRUeRT fadid 15 RIGHR, 2014 & &H #) WO o4 |

YT FAR §d, UISTAI STIHRI

72 faeett, 11 3=, 2020

F.3T. 690.—3=NRIF fEaTe At ==am, 1947 (1947 =T 14) FT &=T 17 & T | Fexid
T 499 gy ArEa . [f6es & yagdT & 29 MASe oY 396 FHAR & T qqad |
Sy sienfe faE o st afeo/aq =y, ST & 94T (989 |9edT 41/2015) &
TRTTAT FTAT & ST e 1T LR AT 05.08.2020 T ITH g1 AT

[H. T=-28011/31/201 5-ATS AL (TH) ]
u. &, g, sExate

New Delhi, the 11th August, 2020

S. 0. 690.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 41/2015) of the Industrial Tribunal/Labour Court, Udaipur
now as shown in the Annexure in the Industrial Dispute between the employers in relation to the management of
M/s. Sidharth Marble Pvt. Ltd., and their workman, which was received by the Central Government on
05.08.2020.

[No. L-28011/31/2015-IR(M)]
A. K. SINGH, Under Secy.

e
e faare e~ U9 5 e, SSAYR ([Teiee)
ISR SIHNT —— 31 30T HAR g

USRI T 41 /2015 LT.R.(C)

sl 37ege, SESa W Aoigy 9,

HART DI 3f1a¥), dedlel kuwad, el SeayR oeft

8 HeorR, Rigred wde un. fon.
HART B AR, [T ISIR fauen
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SufRerd —

arff @ IR W N RN TRar, STfdgeR
fquell &1 IR 9§« &7 ASIGAR 3iR<Iard], Sfferaam

= UgIe o
fedi® 11 HRA, 2020

IRAd WHR & 5™ M @1 afdgam &wAe 128011/ 31/2015-IR{M}  New Delhi
fedid 22.06.2015 & gRT frifd faare 361 =aramery &1 srfaif~ofamet ufte fear T —

T A SIS @ AGIGR Y, TR @1 SN, Fyed el SR ERT SR & He ol
T fer=iferad w4 =IrAifa € ? afe 8 ar s fhe jed @ U & JAREN § 7

(1) 199 H 12 3T & geI— 26 TN, 15 IR, R&T 99, FBI Gehl=d, 8leil U 4 o, Aumgell w®
4 fad, 1 9 ¥ JERr W 12 &7 gedl <9 3R 12 gedl &1 ¥ 7,

(2)  sifdl BT BTSN BE T GH B AT UL IR,
(3) 250 BORI ¥R9 WR YILUA. /AU DI 18 Gec! &I 1 o 919 |
(@) 250 BRI WRY WX 12 yfoerd 999 fear 9,

)
)
)
(5) 9Y H 2 ST S, HUS I GRET B AT & S,
)
)

6) W& H SHT UAT g% BN TG FHI AISAI DI HHA B gRT FATIT M,

7) I gRT sfAeT @ forg 9d9 S @1 7T

. 9. P 5% 10 9§ P AT W (8 HS BT Ia)
1 e 700 B9
2 7 aifovex 700 B9
3 ERESIICI ENCE 600 BT
4 JURATE R 500 ST
5 AT 600 U
6 EISN 500 U
7 AP B AU 500 U
8 SR SEAX 400 BUY
9 LAY 3ifavex 400 BT
10 CIE NG ENCN 500 U
11 Uedl BIR 3TIRex 450 B9
12 ST JfTIRex 400 9
13 R w4 350 B
14 EIEICIN 300 ¥
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Jad AT BT GG T 8 TR AT §RT BT o {haT ST AT U&THRI Bl Afed
SN fhd T | o9 o uneft g @) IR W feAih 27.01.2017 B Foq fhar AT o dor faueh @Y IR |
fei 15.07.2019 &7 STaTg U fohar AT |

ureff gRT TR FoF @ 7F WeY H 39 UBR © fh— urefl gfmd vd fJueh & \mer fruw. @
S, Bfecdl qrad, BRI BIe SUAe BRIY S, WU, d9™F 3ff d1ad F9 U= @1 AT Sl AR 3=
B I gd Aaqul ofl, oifdT fque gRT 59 AR &1 AR 9§ SR &< faar| sife g gR1 ot
AR feAid 18.04.2013 B WHR IR ol T, dfhd SAD d1g H §° N 781 fhar mar| gaferdy siffe
Iqd HT U DI AN BT A [IAD 18.04.2013 F UK PR & ANPRI 2| SARR s IR I U
Y H aftfd AT U5 A 9 AgaR AN BRI S 91ad 0T aiRd SR S a1 aTei e & |

fquel 7 oo S H A% yde fHar 6 FRmgeR o= vd Ararte gedl & ol ®, wee
e SHenRAT BT NL.U% HIer ST 7, BRI W HHARAT BT gieedl g 94 3nfe Ue™ fHar S &,
G R YA fBAr S ©, e SEaRAl | e e 8 1 SIS 25 dHar) e 9
WHR g FiRd a7 309 & IfaR ae fear Srar € 1 saferd weff Ifae & ik & wRgd oo
B @RS fBY S &1 el @ |

ureff BT WIed B bs SfEWR UAH R T, ofd uneft @ iR ¥ B Ay uw 9 g3 | faued
BT AR | A IS Ay U T g8 |

S UETHRI B 989 el TS | TGSl BT i fhar T |
gt @1 IR | U FoH & |HH H BIS Hifge ud qxarden e Uer el gg |

g deT @ IR W PIS HiRge Td AN Wed U 7 BW W ¥g Wifed T8 gar g & greff
AT gRT fquell e | {8 A & W H Blg i UF AT AR Ul 7 S WieR T8 fhar
BN | [ eI & AT H g N Aifed & Brar 7 5 ureft g A favel WRem @ dwHer ARt Iorh @
3R fauell gRT IS¢ WPHR &l @I & |

S fdde & AER W Y8 AIdd 781 Bl & b Ul e g fquell | & wHe By
AT T BT 3R S fquell gR1 Wb el &1 81 | gAfer Ureil uer $Is X1ed U &l DRI e 2 |

A ART ARBHR RT UNT TR f&AIH 22.06.2015 BT IwNG BRI 8¢ U 39 YBR UIRT a1
ST & fh—

it I ST @ AR |E, AR @) e, Fuad gRT fauell TR & e dIs AT
IoTT ST g fquel R g1 S8 WIBR 8 fhd S\ & Pl d2d AIdd 78l gonl & |

31ct: urefi uel PIg JI8d UM BT AN el ¢ |
gare garerre AT WRER B AT S |
3V HAR §d, USRI ISR

¢ feett, 11 amrea, 2020
F.AT. 691.—s=N Fare stfafa, 1947 (1947 & 14) ¥ &=T 17 & AT § Fesid

AT §99 T T ATew U fOaen forftes & yaud= & dag Rt 3T 39+ F9a1 &

7 oy ¥ [fdy sfenf= FEr § shenfe sfasorss =, S8 e & 94Me
(¥ H=AT 08/2009) FT THTIAT FIAT g ST el T &l 05.08.2020 T TTH g3 4TI

[F. T=-29012/6/2009-3TE 3 (TH) |
U, . fig, sExata
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New Delhi, the 11th August, 2020

S. 0. 691.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 08/2009) of the Industrial Tribunal/Labour Court, Udaipur
now as shown in the Annexure in the Industrial Dispute between the employers in relation to the management of
M/s. Rajasthan State Mines and Minerals Ltd., and other, and their workman, which was received by the
Central Government on 05.08.2020.

[No. L-29012/6/2009-IR(M)]
A. K. SINGH, Under Secy.
gy
aNenfire faare SRR Td 5 <oy, ISR (RTSTRer)
YT SR — 7 30T AR gd
YN G108 /2009 L.T.R.(C)

A STRA Tbgl,
6 ®ihe AcIgR F9 ( 3Sh )
SR PICSl, ISR meft

2 TR SRRERR,
ORI FT Al UUs fiRed fol.
SATHRPICS] GaTH, SEGIYR fauen

it B SR W Si A 9L v, rferad
o o AT, Srferdd
feei® 29 FawR, 2019

IRA WWHR & M T @1 g wHid £29012/6/ 2009-1R {M}New Delhi &1 & 28.05.2009 &
gRT e foba faare s =amarera &1 et ufte fhar ar —

““Whether the action of Management of General Manager, (Personal & Administration), Rajasthan State
Mines and Minerals Ltd., Jhamar Kotda in imposing punishement by reducing the pay Scale of
Shri Raghunath Singh Sakla S/o Late Shri Gowardhan Singh Sakhla Sr. Assistant Gr.I Stag Workman
No. 16266 from 7400-200-9400-275-11600 to Rs. 6700-198-10660 vide their order dated 03/10/2007 is
just and legal? What relief the workman is entitled to and from which date?”

JFT ST BT T U B9 TR <Al gRT U0 ool e fhar T ud gwfid UefeR= &l
Hifeg SR 5y | 9 W® ureil &) 8k W FoiF 9 fauel & iR Siare U fhar |

refl el ERT WX ot & el Wed H 39 bR © fh— il g fquell wkem # orika sffel @
T AE gl g 2, o Igerafie digen |fva ue R EaR aRs Tar g | fauelt dvers § W Siear
el AAIST G 9T WH UG @il AoiqR H9 $1 o 3eqqd Ja o, o [Juel wRem= # qgaa 51T &1
Tl e BR A, g Uil T B YRTEDINGT BT YANST HR U1 Y9TT S S Savd F I9d gRT 3ol
Rrepract @1 18 SR fquell yavered gRT XgARIRGE BT 316 22.04.06 BT T fFeAl ARIT U5 fear fad 9 R I8
RIT RT f6—"3T0 30 3=y <A1l & |1y AR & ShReR 51 Sl WP AT THS Th FedpN
TRRAT BT TS BT, IABT Uoad FHRamr dn Saaq aifa grT fJueft W g faft= wiféat a1 fawa fod ara
BT AT TR R AGH AME & BRI B © TAT 3 A & =R $HAR) B} gY Ya=d B gd AT & a1
& I9d AT & TR Ud URIREY 99 9 adnfie TfafafEl # Hord 21 3Mudl Sad o RT 20 BT TR
IoeTed & ST b oTew | 21 U B IR GRIERYT AT AT & | 59 AfRad ol U Wl Rl & ajeua
21 & S I & T8d TR GRIERV @1 GRET H o ® ST fF ey W 22-T & d8d |veAd © | o W)
Af® 7 I IR P SRABR BRI §U [aTid 24.04.06 BT AT WRIGIV U fhar| fauel g1 Saa
RG] Pl FAToID Te] A gU AT T 100506 & gRT [ S &g &1 A&l o & S
ARPENT Fgaa fban, e o ) RUI gawe @1 @16 23.00.07 & Ugd o1 | O SR R fauell grr
#f¥es PT faTIP 03.10.2007 DI TCHM o I 7400—11600 ¥ =1 I S[GAT 6700—198—10660 H TaTaTd
(Demote) A ST T &0 YRTaa Hxal gU Alfed faar e #iffe 7 fasTd 09.10.2007 @1 TPk fam, Ry
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IFd TG BT ToR AR Bl §U YKIANAT T08 Pl HHH (53T | ST1a SrIarel § 9 feR 7 ifife = &
RIGTl B! Azl ®I, ARG BHBR DI 3T Fa1d BT JfAYad JaAR el (a1 | S BrRiarsl # B Y Tars
9 I8 T8 Pel b IR SR 7 $IE AfRNK o fbar 81 a1 Jaaide afafaffmi § e 8, $remR
e - Iaa AR H e dM fBar 8, AT &1 e A 2004 # AT WA o SR WA T Wi wd
RAUST 9 o9 S &g Mfder a1 o S gad & gaue &1 U3 QAP 24.03.04 §RT ARG IR 7 AT R
e o f& gReed 93 # SRRA o@1 #fAe 7 U WEdpN AT &1 Ted fdar & 9 I8 $rd AfkT a1 famn
Sa, 9 739 R ARG $HeR & TR 9fd g)ER 9 9 39 SWPel )R 4 ARG SRR & sWER 3,
R I 7 39 R B AT TR T8I AT | $9 ISR ARG o1He & fvg IRY yAIfa T8l o, R 1 o
W#aﬁﬁﬁr&ﬁé|ﬁm|m||m%ﬁq\ﬂqﬂ#ﬁq&ﬁaﬁwwdw|qumm%%ﬂﬁﬂﬁﬁﬂﬂéﬂﬁ
BT A 2g faue @1 fReTids 17.10.07 &1 @fed wu & e o & 9 91 #§ 11.03.08 @1 f 97 fear afe Saa

gvs oI frea 2 fhar ar| saferd urefAr @ § fF fueh & smewr fasie 10 /11 aER 2007 RT da9 @
7400—11600 ¥ 7+ I @l 6700—10660 H UG by S & SU€ Pl I Td e AN fpar S der
Sfes IgIRie digen B QAT 10,/11 3facaR 2007 W & Yd 99 @ H g9 fHAr o9 9 g R
e < |

el =1 aroe STaTe H Ig oifed fhar 2 & fAuel grT sife @1 IR S g AedS §dl & TR S
PRA W YR YA B W ARIY UF AR MR TR fear 7 o dn sifie gR1 faar W] dwudn |
W B IR AT | el B gHars &1 wai e e e oife ey gRT afite = & fagrar &
qof grer T @1 TS dT SUAel WIed, SRS e Rl W Wi Ruid & g ot | |fafa @1 e ureft 9 s
ol oM @ ford oo |l & fAear fvar 9 SH@T Uoiad oA | Sad AfAfd &7 69 2004 H B & T
B N TaAd BFT garn | fQuell gaee B 9 & Tem @ B gaer 98 @ 18 9 el @ uda smifta
PR §RT AT BT TS AT T 98 AiHd U8 W g099 § SRIRG © | quell gR1 39 727 &7 sRddR Bar
T {5 qUs guieaT Y& WS UIeT gRT AT YA BT AR BT R PR & Iq I fbar a1 81 | ureff uet @
AR W TP RGN Sd PRIGE] HRAI, JAR YOI BRIAE] SR, [Juell BT u= <1, AT U5 <47 AMfE BT ITeld
3Afpe fh | o ureil &1 dori WIS 5y S &1 UrRiAT &1 8 |

areff ueT BT 3R I A.W-1 IgTRIRiE 9 A.W-2 THTASRR & U U5 YA (b ==y fauelr arfereey
9 fSRe @1 vd fque @1 ok 4 NAW-1 i gfa e 3R 9 NAW-2  I91fee are o9 & 99 oF
TR gY o wreft siftraaar < foRE @ | ST vell @l SR W Hefd SIaS B US| aRmEr W |

I UETHRIE $I AIRIS 989 Jrl T | UAEel BT Te-dl Yddb faciid har 1T |

fagT stfraaar wrefl &1 d@ & & 39 geRor ¥ uefl @ fAuell @7 IR | $HH D R SRy B
AT T GRIERY Je 3fRMT UF SHR BN ST1d Bl g T Iqd AR WR I UEd & qUs I qfvsa bl
W\—rﬁwﬁ:aﬁaaa@%m%,wﬂ%aﬁgwﬁwﬁaﬁwﬁaﬂwﬁﬁmwﬁ%ﬁhﬁma%
ﬁi@r—cﬁa%ﬁq@m%‘ w&a%gwﬁﬁmﬁﬁmW|mmeaﬁq&ﬁmw
SIS AIed YA el gs, [l W SRATdST Bl TAT8 W AIfd T8 BT ], dicd Al e DI SR
D IR TR IR I (A feg W 1 Afed a9 form a1 | <rrerd 4 0 96 & SRE AR & G d
BE Teg e E g2 | fueht I ok I R 2 TaeE F7 e § uwga A mm, SWH ¥ Ue A gl ©
T SERT TA18 Ya=ed U o, S9! |ed 3 Al RIY |ifdd &1 8, 71 Iad AIRY & R 1R ureff & faeg
ST gus wIRd fhar T, a7 gofa: fafty faeg 8 O e faar o |

SRITT T BT @Ued Hvd g g sifdraaar faueh &1 9o 2 & 30 9 & weft & fovg oRu &
qE H g S Ay Aea @i | 1 T | Uil BT gAdrs BT qui IR US fhAr AT | STl el |
urfi & fdveg T T STRIY Yuic: TAIOM 8, $9e Sfelal <URed H AR & AW § Sl Aied 318 &, S Al
urfi & faveg T T SR YA 8 8, e R R Uil & g qveey wika fbar war a8 goia: fafer
FHT 2 | I Uil BT Ford @RS Y S BT Wi @ |

TE T&T BT IR I ol T ThT & MR TR 39 THR H IR § FeTH IRBR BT MR T U BT
o 59 ITem o I8 AR o1 & 5 w1 ueft & favg R T IRIT y\iidig § 9 S IR &
MR R fauel grr ureft &7 yeraad fd S &1 S sreer gilRd fear war o fafy g g ar 7@ ?

9 U0 W e WHR Bl AR A YH U B B UGB H GAals & SR f&AH 05.09.2012
BT 39 I R AT XX § JaMfd A O faare 9 8 & $ROT T AT §RT FiT UF W B
UG BF & Wolkawy aMl Uel B e & UvErd UHR H Xhvd § ol aiRa R S @ snew uee far
AT o AT I FE W QAT Ul DT AIET YR PR DT AT IR B WAT o |

YPRU & T B QR Bl [P 04.10.2019 P T TRTEI §RT Y # &6 03.10.2007 HT Teld

3T BT TN S TAT S Uell §RT Widd a2l & SR R TTHT 36 dord H e Senfed By S @1

FFART Y& R &6 03.10.2007 & I WR faAd 10 /11 FFHR, 2007 A ST & A< U™ by T |
A

mﬁmﬁvh?a%ﬂw‘ﬂﬁmaﬁaﬁaﬁ?ﬁﬁw&umﬂagé ureff A.W-1 Igeriis
AW-2 TATH. R A Uil & Ui uF @) gfic dxd Y I8 udc fHar B fh el @ oir @ ureff @

¥
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SR Pl UYGTAd BRT & Sl avs UIRA b1, S &g S g pRIAE! [quell o1 ofik | @1 g, I fquel o
Tafife = & gl @1 arer T80 @I, urRil I gAars &7 SEER ol a1, il @I 99rd § A URd ) 5g
I A qHY YA b1, Safd fuell o1 7 A8 &1 9 U fHar war or | o # fuell o1 ok | wRga
TATE 1 HIRIS Aed F BIg W ART YA T8l ol & TAT S & SR [Hl W SISl BT USRI T8l HRmm
AT | SIS Pl AEg H UK [HY TR B A SUERUT & R R SRY YA A gQ wredi @I afdsd
fopar war | oreff @1 SR & fAuel e & Rl el @ g @ik $1d R A T | gEer |9l & e
B TEGRT fAuel @7 o, IV THGN & gearg W ueff wr afafa # Wi om | T Adr | 39 ueR fqueht o
A9 Wigpfa affy & weff & 99 & a9a o, Sad ARl & g B d™ AfSia fear T gi-fauelt @1 ok |
TR e | I8 7 o Aifdd T8 2 | 301 Red & R R weft & fawe drfaEl @ g | Ry sruRa
fBY ST @1 T1RAT @1 T8 Tl SISl e & WU H US—1 oRIG UaRi—28 BT YSRId BRI MAT |

598 fauda fauel &7 ok 9 wxgd N.A.W-2 T1feie a1a I F A1 ool wred # ureff & foeg fafdr
ITAR ERQ o9 fBar SIET T F9K IRMY FHI0 IR SfF W S R SRel #9oR &1 gya fear S

IO e § 99T & | STdeil 9eg b Wy § fauell &1 3R ¥ ExM-1 oFraa ExM-12 &1 UeflRfa oRmar mam |

TET Tl BT IR W UKD A1ed @ UL 59 A H S 9 A IR 7, I fuel #Y 3R | urefi &l
oI 22.04.06 BT UGT—3 AR 95 YaE fhar wr, Rrad uefl & fGvg I8 IR o f& S8 fauell &= &
TITRAT 3T B GgRT 20 BT IJooied B AR M [T 21 & ia argess 21 (a) (i) (viii) (xii) (xxii) (xxiv)
Td (xxxiil) & TEd TR GRIERVT $I UGRETT F 1dT © iR 59 919d IR 9 U™ fhar /=1 |

59 W H Uil @ oiR | USe—4 AU S U fHAT| dowErd g9 A § el & fawg o
IRT & T H Sd BRIdTEl UR™T BT TS TAT 91 Siia ygei—5 ofrg R i et gRT fadie 23.09.2007
P TR BT T3, T urell & favg S # TR TR STRIY BT JHIO A1 T 3R 9 ded H Uil &l gaars
B AR 1 fquel gRT A1 T IR @ H I U M W ARy &G 10 /11 ECHR, 2007 DI VSR
qIRT B S USaAd & qvS W gfved fhar AT |

9 AMe ¥ fquell &7 IR ¥ R 9 ExM-12 URd g8 &, fodge wa | el & 3R & UM a7y
I8 gdhe fhar w1 & axvg g H SW JAdl P WA AR T8l A don G4t g & gl o sfaged
BT 9T AT | 39 argd wreft @) iR W I N Ude fhar war 5 v wg H fauel @ 7 W @1 sraw faam
T, Safes weff @Y oI oreu Srafyy Wew g Ua @ Y |

U TR H S W1eg U 8% © S9H AW-1 JgARIRiE T |Imrerd # &) 8 el A H ke H I8
wWeR a1 & fb g8 91 & & oy o9 H S e U BRI B o &1 AR U by o, fo Sa a7
qled U BR <1 oY | o urefl @l Hied ¥ s quia: «ied siar © b SHel SR W uRg S| # =g H STl
AR & TR bR ar AT | Uil BT SR A PIS AIed WK bR | S dfed fbar 1 81, I8 a7 Uil 31 3iR
W Yebe Tl har AT & | 7 T AHGl ¥ Wed W ¥g QI Aifed Biar § b 've St # urefl @l gAarg a1
qITe 3R UeT fhar T e

el & fawg Bvg offa  SUS fd%g Sl 3R Ueei—3 & d8d oMl T 9 S 3RMY 77 JhR I & —

(1) 21(a) (ii) —
A & FqAR U4 FHRT B ARl A7 GRITS] AT SAD T H PIg dSAMT BReAT |

2) 21 (a )(viii) -
T B 3 qd Wil & AR Bl uRIERl H Py AR Al FGAd AT, fTH BN B Al
8% IO URHAT Bl SHl HRAT AT fefdhel &1 a1 ferar I8 o)l JaR &, fhdl axg & aud
31T AR TP 9T Fal WIS UG 9 8g JaR HRAT |

3) 21 (a) (xii) -
I & G B T g3 PR ARG HRAT J1dT &I B BT GIT BIAT AT AR B 3
FART AT TRAH & YTEDT DI T B SRR HIAT T &I B BT TA PRAT |

@ 21 (a) (xxii) -
PIS VAT B BT ol fb dor & Rl & fAudid 81 31rdm R oiRdE), Sigd BRI =T ol ek
af ugd rerar ugEs @ W9TEAT 8 |

(5) 21 (a) (xxiv) —
ARARI e ETRM sierar o= fhdl s srerar o=y Ml sferar S91a et a1 §Q Su—+1adl
fordT g AT TR BT S 3T PR SeeTdd BT |
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IFd IRMN & T H TG i H Sl Ta18 UG gU & SaH bl Al a8 T o Aigd | H S
IR B g T8l @ 5, 39 T H B Wi Ueei—12 & IRME g JGR 4 el $ e MR W)
I o # fepy foprer B, fhd i <warast @ ey § 2vsx Tl fhar, 7 &) yefdid exrr wmar | R Y e
J AiRge e # S99 TXdraSl bl UERid J8l fhar iR A1 8 <vsR fhuT | 39 Il Ry | e’ & R
el @1 iR A Ul BRg e H U BT o1 TrarE Bl a1 AT S ARG SIRY & AR H Sl Bl
JRTEd H USRI By, 39 R § [quell @1 ik 9 Sl JiRee A TR g8, SO fAuell @l 3k |4 NLAW-2
I ST o o <IRTe H < S e e § ORe # I8 e fhar € fhome 31 ik 9 o #
TS B YERiT T8 BT | 3 o R # a8 ff WieR fear f weft & fawg 5 fY a5 9iRes
e H FETER 99d el gardn | s 9 ueff & g 9§ gerR arfdd gor o |

Safs saa fArda fueh o ¢k 3 NAWI S gFa Riz e o g0 & o e_g offg & ueff &
foeg o ufdHfd o, 9 o e # I8 WieR fear 2 f& ora uea e ueft & fovg y=mr &
AR | &1 Ui | AIRY 75 yezi—3 # urefi & fIwg o T IRY 99 drdarel § ueff & fawg aftras
fafaferl § Ao e aed P HAiRge ed Ue T 8% & | Sdrdoll 9ied # S el U gU B, Sdl
AT B S o BIS Tars ST H Uer 21 g3 | 59 Ware 7 {u OiRE H ¥8 N udbe fHar & a5 981 © &
eofiere et R Rierad & o, 9 g wied 2g goran 141 o, dfed 98 IuRed w8l g | 39 UBKR
ST HRAE! # XAl d SUIRUT & IR 1R Uil IR ol Iad IRIY & - 4 I <l ’ifa fdar 7 o,
Ig 7 fquell &1 A1 & udhe BT B |

il & [I%g Sa AR & W § AR H Sl e A 8% © o9d Uil g fquell @1 ok ¥
HIRg Td SISl A1ed U gg, forad Uil & favg 9i wU 9 I8 AIRM © b ureil 7 fquel wRem= 4 Frafia
PR & U § PP & SRME [Auell WM @7 Al & [ Rl ey & [Aui dgenl Qi w1 v
Ul &R & SQd | oA fHar aor o Ui far, 6T Uit BRI doiT Uoiide BRId 9T Golidgd &l JSArT
Uadh Ted AT &1 qAT W Bl fAuell TR H Al B & 92 B gURT AT A1 g fJuel Heers & uReR
BT el A gAY & IRIR & ST H) fAue & gy a wnfa & afd ugard |

SURIGT 3TRMT U ¥ YIb—Yoidh 3RY I Sfid BRIAE] H IRINUT PR Sfia ARSRT 1 | SIRIT BT ATfd
AT o, S SURIGT fA%el¥or & I8 Udhc BIAT © (& Sad IRl & T # 7 a1 {6 ff 7arg 1 Aifgs Ay
AT TAT S SO e UK 8g ©, 98 (A AR QAT 81 8Y, Sad IR & G H e 9 Sl
Sl vl BT SR W Aeg udd gs, S Uil gRT AepR! AT @ oA @ ford |AfAfd @ usiige gq URdd Jfded
U3 Uei—11 g, [ A1 GgaR) Affd & AaRil @ 99 ©, S 98¥—12 7, S9H $H GdT 3 R uefl & 9 &1
Iooid B, 398 39 a2 &1 9uiF Al © 6 Ul e axar g | 9T @ T &1 Sqw 9 S i @ 9rad
oM yeei—13 &, o aff & @R &3 37 avF 2 3R 39 927 &1 Sooid © [P FeaRI A & I Ial
% o1 SPT PR AN AP ITH UK BRAT © | 39 Sqvd ¥ FedRI IAd & Aa™l & o™ & Iqed A TeA
far ST U BT ©

UE—11, 12 T 13 & AP I IJ§ UHC Bl © (& AAT S doiige &g Sl 3ded U3 Uoiad & I8
TR T T o, S Wedl & AW, UdT 9 A e BT Ao ©, fhell ded @1 gurdl \El Tl 8, g
MR TR Ui &Y 3R A S Jaror o5 ExM-11 SRy fosar 1, Ry {1 24.03.2004 &7 AAfT &7 dofia=
far ST U BT € | 39 I H Ul @& fIwg wmit amew 21 (a) (xxiv) @ TR H ST ARG o T,
o2 arfed 21 fauel = 791 8, 39 919 98 Sood & & ureft 1 afafy @ od @ 9g Su IR Fgan
AT ISR BT IR H G TR I8 TSN SUA el BRI b Urfae AT & Hed Gd aTeprr [queft
P B BHARI & I A8l ? Sidih 59 TR H Uil B R A URgd gS¥—11, 12 9 YSU—13 F I§ Yoick |
BT ® b urefl &1 3R I eI AT & T8 B AR H IU AGRER Bl Sl ATIGT U3 UK (bl o, I
fafy TR Wewi & AW, U, FaEH IS & TSN &1 ol | 39 J19d IORGR BT BIs TIIBROT A1 o ar
T8 AR W YT B DT AT | SURIGRT SXATol § Ig 920 W) AIfad B & & faueh dvems § orka afed €
Iqd AT & WER B AHd o TAT A 9 I AIfed el g © 5 i & uoiem & g SU IRRER @1
ureft gRT SR # g B USRI BT AT

S TRV H YA WIe ¥ I8 Wigd e G R © {6 uneft 7 fauelt TR # &1 "okt & W
AR FEHRI AT BT oA AT o 3R SHST USigd f31d 24.03.2004 BT FRIAT | USRI FRM A g Sl
USRI R ®1 UhAT g AT ST 3MTded UF YA [hAT AT o1, & R H Blg Al qd JgAG ASPRI AT D
oA & ford ureil 1 oIk ¥ fauel & €1 o S o | 39 Awrg H Uil @1 3R 9§ U8 Ude ha W § b faAie
24.03.2004 BT fauell HH1 & YRS & |HeT Uil @1 iR A yavi—14 arded o WRd fbar o, ey fqueh
S BT SN | g8 q2F 3 A7 o b wrefl S ol sHvaR sfie Sl WEeNl A’ @1 | § | Sad
AT & TS Bg USHHRY PI HRIATE! Affad ©, Sad U3 fald 24.03.2004 H fAuell &1 TSR # T yazi—14
{ e € T ExM-11 USiias 9&mr o3 9 I8 Aifed Bar © b e 24.03.2004 ST AedRl AfAfd &1 167
BT, 9 UBR I AT B Tod & ud BIg rgAfa weft gr fRAued & forar s wnfad =& g 8, <ifes Toq @
e, Saa AT & oA BN @ IR el @1 M yeei—14 | Aifed § | fauelt @ ok 9§ uexi—15 Uz ureff
P FEHR AHT & o I IR B WGV a8 T, o T 4 ureff @1 ok 9 e usei-16 TR
far T 2 | 39 WA U @ delied W I8 gof wuvr wifdd B ® f fauel @1 weer 9ffa & e den
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it & |fa M @ gof SHeR off, sHa wErq ff faue @ iR | el @1 S g 9§ T et T, e
oreff @) SR | WA § 9 e & w § fQuel 9 99 el 9 e |@fid 2

ﬁmﬁmﬁhﬁwﬁraﬁw@ﬁuﬁﬁmﬁﬁﬂﬁﬁrfﬁwéwwwaﬁhﬁm 39 qHT
H A A1 ST SRR & GHY SR 7 & AT H 8% PIRIAR] & AR Pl ded el @1 3R | Ugd g3 | o7
w&aa%aﬂﬁﬁwmua%ﬂﬁmﬁagawwﬁﬁﬁm%ﬁ?maﬁ#WWEEWQ#W
PR A 3T fhar B |

sﬂzﬁmmsﬁa?ﬁwa%ﬂﬁmu%%wmﬁvﬁﬁwwmzﬁqﬁwﬁw
BT U By T IRER BT qa1 HR TR [Juef a%ajﬂﬁfzﬁ 1 & IFET & Tfha & wU H STAT BRI
TSI BT Sooi b AT | 39 FF F Ui B iR I Uevi—11 TN Ay @ uoid & oy ufd smae
73 # FEeR Affa &1 S uar aftia fear g, 98 fqueh sl &1 ReR 81 |ifed 8, U8 d92F 39 WO H Ude
éwéﬁ?wwmﬂﬁﬁrwsﬁwqﬁwzﬁwwﬁmm IaH fauell @1 srAfd & a@R faued
A & URER H Reyd IFRM & i BT 9T T B, Afh $9 9IRIU & W W BRQ offd ¥ 9 e
Ul plg Wl fauel ol R | Ugd el g8, Oy I8 Aifed 81 b Sad uReR &1 Sud |l & derer e
grefi 57 b &1, e o wrare 7 ol HiRasd ey # Saa AT BT fAuell de & uRIR H awry g dared
5 ST 919 TE IR B, 7 8 e § e & SRE fAuell @ iR | W B8 ded UK a8 |

T Sl Ul B IR F TR eI I 39 AW | Ul & g TR T oIk & W 6 oA it |
el wvere @ qd Al ford a9k Saa Afafr @1 oA fa, Afee e & T & fueh o Seery # ureft @t
AR 9§ AT & Mo & Ry H A © 4 oY, S U Al fAuel @1 iR W 9 & Ted & ded @I
UeRTSl T8l o ran, foRy fauell el &1 |afiifd & 69 qred A9 Widfa 8T e § 9 S92 99 U
3 RIY & 919d Ul & faeg IRN e & Seodd 916d IR UF &7 A1 2 | AEhN Al & ST )
et W IR B BIg A9 ST fHAT B 9 919d F A S @ SR, T 8 e H 9ed @ SR Ul IS
AeT UK B, o g A1fed Bl {6 il 4 Aednl affd & Argd 9 i $R A Jifoid AT B | 39D
arerar fauell @ uRER # TN IRl & gRT e BT Farad fhar 8, I8 d2u fl 9eg & ¥a § |1fdd e
BT |

gAD Ml g9 UHR0T #§ Uil @l 3R | FHe @) wnfa § fq uga 979d otRig Y |ifdd /e T4 2,
QIfh 9 TRIY & | H 7 A1 O d & 993 3R 9 & el § 916 & SRM dls 916’ Ud gg, oy I8
AIfed &ar &1 6 wrel o wnfd @ Sad Ay o e ax weff 7 aft ugar |

Boldwy SWRIFT fageivor ¥ fauel ol grT Uil & fawg SN 3RIY U9 Uesi—3 § oMy T 3R
AIfIT T8 81 3, A Iad AR & MR W fAuell gR7 IR Svereer faid 10 /11 @R, 2007 US¥—8 wika
forar Tar a8 SfRrd vd T8 B |

fouel gRT SN ey Uevi—8 Iy B, sdfery Ul Sad [ifyr & ST e darel |9l o uTed &R BT
IfRBRT BT |

T WRA WRBR §RT UNT UHT &% 28 /05 /2009 BT ITNT BRI 8d UAIC 39 UHR IR {HAT STl

g fb—

“fquell STRE HTOR, VORI We Aie YU fARed folo sReIcst gRT uieil RgAmeifdE  fuar
MaEARiE argen RFRR IRRCT U$—1 IHHT T/ 16266 BT 7400—11600 X 6700—10660 H Uara«d (Demote)
PR BT ST Y yaei-8 fAiw 10 /11 3facRR, 2007 AT 7T 98 MGUd U9 Y © |

SfoR) Sa U e SR B W g4 ureff O 99 SjRael 3§ 909 Ut BR ]@T o, I Id9 s@e
# G U B BT ARWBRY B FAT SH AGHY A1 A aRe BT &, 9 Al uRem U w #1 siderY B 9
A BT TN FRS AR R BT [Juell dore ypre ¥ 90 &7 31 sr@fdy # wreft &1 qudE R, e Iaq @ty
@ U Sad IHTIT IR WR 7 Ufrerd A &) A TSl <F BT |

TTe YHrered qRd WRGR Bl AT S |
3V FAR Td, UIoRIA SIEHR

T3 faeett, 11 e, 2020

T3, 692 —3=TRIT foars Atz 1947 (1947 F1 14) F¥ =T 17 F ATEL § Fweaid
LR #0990 SSHIRIT T 7 5 TG40 & Ga5 ATl AT 3T FHAR 6 a9 a9
fAfee sienfie fAere § =i TR =t afgsm ud 96 e, qadaay & 949
(V3T HEAT 76/2016) Tl THRTIAT FHLAT & ST e 1T TR HT 05.08.2020 T STH g3 AT

[|. Sr=-16025/4/2020-3T<7(TH)]
u. . fig, sExata
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New Delhi, the 11th August, 2020

S. 0. 692.—1In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 76/2016) of the Central Government Industrial
Tribunal/Labour Court, Bhubaneswar now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Piyush Engineering and other, and their workman, which was
received by the Central Government on 05.08.2020.

[No. Z-16025/4/2020-IR(M)]
A. K. SINGH, Under Secy.
ANNEXURE

IN THE COURT OF THE PRESIDING OFFICER, C.G.L.T-CUM-LABOUR COURT,
BHUBANESWAR

INDUSTRIAL DISPUTE CASE NO. 76 OF 2016
Dated Bhubaneswar, the 28 August, 2019

Present:

Shri B.C. Rath

Presiding Officer,
C.G.I.T.-cum-Labour Court,
Bhubaneswar.

Between:

1. M/s. Piyush Engineering (Contrator),
C/oM/s. Runguta Mines Limited,
Jajang Iron & Mn. Mines, At/P.O. Jajang,
Via — Joda, P.S. Bamebari,
Dist. Keonjhar, Odisha.

2. M/s. Runguta Mines Limited,
Jajang Iron & Mn. Mines, At/P.O. Jajang,
Via: Joda, P.s: Bamebari,

District - Keonjhar, Odisha. ...First Party managements
AND
Sri Fakir Mohan Majhi,
Jagannathpur, P.O: Belda, Via: Joda,
P.S: Bamebari, Dist: Keonjhar, Odisha ...Second Party workman
Appearances:
Shri J.P. Chourasia . For first party management No. 1
Shri B.R. Das : For first party management No. 2
NONE : For second party workman
ORDER

Authorised representatives of the managements are present. None appears on behalf of the second party
workman on repeated calls. It is submitted by the learned counsel for the management that the applicant
workman is not taking any step since long and as such, the case shall be dismissed for default of the applicant
workman. Perused the case record. It is found that the applicant workman is not taking steps for last eight
adjournments inspite of specific direction for his personal attendance. After filing of statement of claim, he
seems to be absent in all dates of adjournments. No award can be passed without evidence of the applicant
workman and as such, I am constrained to dismiss the case instituted directly resorting to the provisions of
Section 2-A (2) of the Industrial Disputes Act.

Dictated & corrected by me.
B. C. RATH, Presiding Officer
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T2 faeett, 11 e, 2020
F.A1.693.—3r=Rrs frare stferfaam, 1947 (1947 &1 14) Y 9=T 17 F AqEe0 § Feaiq
TLHR JHH 00 TeATIF AT U HAIAIST ATEH U 37T % TG0 & Hag AT Y 36
FHEHIT & a1 dqay § Ay denfrs Gae § =T awwe i=2nis gm0 ug aw =,
TAT9AT & GATe (Had AT 33/2017) T THTAT FAT 8 ST Fea T TR FT 05.08.2020 FT 9TH
T AT
[|. Sr=-16025/4/2020-3T< 7 (TH)]

U, . fig, sExata

New Delhi, the 11th August, 2020
S. 0. 693.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 33/2017) of the Central Government Industrial
Tribunal/Labour Court, Bhubaneswar now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Indrani Pattanaik Iron & Manganese Mines and other, and their

workman, which was received by the Central Government on 05.08.2020.
[No. Z-16025/4/2020-IR(M)]
A. K. SINGH, Under Secy.

ANNEXURE

IN THE COURT OF THE PRESIDING OFFICER CENTRAL GOVERNMENT INDUSTRIAL
TRIBUNAL-CUM-LABOUR COURT, BHUBANESWAR

L.D. Case No.33 of 2017

1. The Managing Director,
M/s. Indrani Pattanaik Iron & Manganese Mines,
At- Unchabali, PO — Bamebari,
Dist: Keonjhar, Odisha, Pin — 758086 ...1% Party Management

2. The Manager,
M/s. Triveni Earthmovers Pvt. Ltd.
At- Unchabali, PO — Bamebari,
Dist: Keonjhar, Odisha, Pin — 758086 ...Contractor
-Versus-
Sri Batua Munda
At — Tadapani (B Plot), P.S. — Bamebari,
Via- Balada, Dist: Keonjhar, Odisha. ..o Party Workman

1.D. Case No.33 of 2017

16) 24-06-2019 The  applicant workman Batua Munda is present so also the authorized
representative of the 1% Party Management. A petition for with drawal of the case along
with a memorandum of settlement singed by the applicant and the 1* Party Management is
filed wherein and whereby it has been mentioned that the parties have arrived at a
settlement by which the 2™ Party workman has received a demand draft of Rs. 1,50,000/-
on 21-06-2019 for a settlement with the Management that he would not prosecute the
proceeding and with draw the dispute in the event of the settlement. He will not claim any
back wages, compensation terminal benefits, service benefits in any nature and he would
file application for with drawal of the case. On being asked the applicant volunteered that
the petition for with drawal of the case along with the settlement is filed on his own
volition. He was aware of the contents of the petition and settlement since it was read over
the explained to him. He was signed the petition and the settlement understanding the
contents and knowing the consequence of the case. Be that as it may, the claim statement
filed in shape of an application under sub section 2 and 3 of Section -2(A) of the I.D. Act
stand withdrawn with an award as per term and condition of the settlement filed by the
parties. The settlement becomes a part of the award.

The award be notified as per the provisions of law.

Dictated & corrected by me.

B. C. RATH, Presiding Officer
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T fawett, 11 3rea, 2020

T3, 694, —3=NRIF fEaTe Afa= =, 1947 (1947 =1 14) FT &7 17 F AT | el
TLHRT HAE UH.ST. AT A00T AT A5 & TagaT & gag (HareFi T 3% FHAE & a9
sy # [Afae sfenfer e § F a9 sienfis afsawo ua a0 =y, qadeas & 94are
(V3T §EAT 32/2004) T THRTIAT FHLAT & ST e 1 TLR1E T 05.08.2020 T STH g3 AT

[H. T-26011/3/2004-3<A7(TH) |
U, . fig, sExata

New Delhi, the 11th August, 2020

S. 0. 694.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 32/2004) of the Central Government Industrial
Tribunal/Labour Court, Bhubaneswar now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. S.D. Sharma Naogaon Iron Mines, and their workman, which
was received by the Central Government on 05.08.2020.

[No. L-26011/3/2004-IR(M)]
A. K. SINGH, Under Secy.
ANNEXURE
LD Case No. 32 of 2004

Shri S.D. Sharma,
Proprietor M/s. S.D.Sharma Naogaon Iron Mines,

At/P.O. Barbil,Dist-Keonjhar(Orissa) ...1* Party Management
-Versus-
The General Secretary,North Orissa Workers Union,
At/P/O.Barbil, Dist. Keonjhar (Orissa). ...2" Party Union
67) 13.08.2019 Authorised Representatives of the parties are present. Authorised Representative of

the 2™ Party Union submits that the disputant workmen are unable to attend the Tribunal
at Bhubaneswar due to their financial hardship. Unless the case is heard either in Camp
Court at Keonjhar or at Rourkela they are not in a position to attend and adduce their
evidence. On perusal of the order sheets it is found that on the submission of the 2™ Party
the case was posted earlier at Rourkela camp on different occasions. But, the 2™ Party
took adjournments on those occasions. The record further reveals that this is a reference
case of the year 2004 and after filing of statements by the parties and settlement of
issues the case is  protracting for last 10 years to take evidence of the disputant
workmen. The parties to the case are found to have been playing hide and sick on the
day of hearing either by remaining absent k or taking adjournments for some plea. The
case has already suffered more than 70 adjournments after its institution and the 2™
Party is yet to adduce evidence despite the case was fixed for hearing in camp court at
Keonjhar as well as at Rourkela . In the above back drops it cannot be ruled out that the
2" Party Workmen might have lost their interest to prosecute their dispute.

2. The Workmen seems to have challenged their dismissal on a contention that the
same was illegal due to non-compliance of the requirement of Sec.25-f of the 1.D.
Act.

Such a dispute cannot be adjudicated and award cannot be passed as defined
U/s.2-(b) of t he Act in absence of any evidence from the side of the workmen.

3. It is pertinent to mention here that until adjudication of the dispute referred to by
the authority concerned, an award cannot be made within the meaning of the
award as defined under section 2(b) of the Act. There is also no provision in the
Act to pass a no-dispute award or a nil award in case the disputant fails to make
appearance and prosecute its claim. In that view of the matter passing of a no-
dispute award or nil award for absence of the disputant/parties would be a
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misconception and the above position has been settled by the Hon’ble High Court
of Orissa in the case between M/s.IDL Chemicals Limited —Versus- P.O, Labour
Court, Sambalpur reported in 72(1991)CLT 73 and in the decision of the Callcutta
High Court in the case of B.R.Bermen and Mohatta (India)Pvt. Ltd., -Versus-
Seventh Industrial Tribunal, West Bengal and others (short noted in 1977 Lab. 1.C
(NOC)13 (CAL). It has been also held by the Hon’ble Courts that so long as the
dispute remains unsettled and the proceeding came to an end without adjudication
of the dispute between the parties, there is no bar under the Act whereby the
Government is precluded from referring the dispute over again so that there may
be an industrial adjudication as contemplated by the Act.

4. Having regard to the above facts and circumstances as well as settled principles
I am constrained to dismiss the case registered on the reference of the dispute
without any award and accordingly the reference is disposed of. A copy of this
order be sent to the Government of India, Ministry of Labour for necessary action
at their end.

Dictated and corrected by me.

B. C. RATH, Presiding Officer

T faeeft, 11 37, 2020

1.3, 695.—=ir=r faare iy, 1947 (1947 #1 14) ¥ 9=7 17 F S@wor § F=41
TEEHR HE9H AT 988 & Yagas & Hag (MASEl T 390 HHHRE & 449 ey H [k
AR fTam § FT aE ST AigEe U 9H AWy, qadeay & udre
(&gt HEAT 15/2001) T THTIOTT FLAT & ST hee 17 HLHTL T 05.08.2020 T ITH g 9T

[€. TA-29011/35/1995-3E ¥ (TH)]
u. &, g, sExate

New Delhi, the 11th August, 2020

S. 0. 695.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 15/2001) of the Central Government Industrial
Tribunal/Labour Court, Bhubaneswar now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Agarwal Brothers, and their workman, which was received by
the Central Government on 05.08.2020.

[No. L-29011/35/1995-IR(M)]
A. K. SINGH, Under Secy.
ANNEXURE
CENTRAL GOVT. INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT, BHUBANESWAR
Industrial Dispute Case No. 15 of 2001

Beteen:

M/s. Agarwal Brothers,
At- Dhanigadia,
P.O. & District-Bhadrak-756100 ...1*" Party- Management

-Versus-
The General Secretary,
Chrome Zone Employees Union,
At/P.O. Saso,District-Keonjhar-756115 ...2" Party Workman/Union

141) 19.8.2019 None appears on repeated calls from either sides i.e for the 2™ Party Union as well as for
the 1% Party Management. Perusal of the record reveals that neither the 2™ Party Union
nor the Management are taking any steps though the Reference No. L-29011/35/95-
IR(Misc.) relates to the year 1996. Initially the reference case was registered in the State
Industrial Tribunal, Bhubaneswar and in the event of functioning of this Tribunal i.e
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CGIT, Bhubaneswar the case was received on transferred in this Tribunal. Further
hearing/proceeding of the Tribunal is stayed by the Hon’ble High Court in OJC.
No0.10229/2000. In the mean while the said O.J.C is disposed of by the Hon’ble High
Court and the Tribunal is directed to dispose of the reference case as expeditiously as
possible. Thereafter, the 2™ Party Union appeared before this Tribunal. But the
Management fails to appear inspite of service of notice through ALC, Bhubaneswar . In
the mean while the 2" Party Union also failed to take steps in the matter. The case cannot
be allowed to linger for an indefinite period, keeping in view the direction of the
Hon’ble High Court passed in the O.J.C. and the fact that the reference relates to the year
1996. The record further reveals that no evidence was adduced before issue of stay of the
Hon’ble High Court. Non-appearance of the 2™ Party Union leads to an inference that it
might have lost its interest to prosecute the dispute arose in the year 1996. The dispute
relates to alleged illegal termination of services of 18 workmen. Such dispute cannot be
adjudicated without evidence from the side of the 2™ Party Union. As such no award in
term as defined U/s.2-(b) of the Act can be passed.

It is pertinent to mention here that until adjudication of the dispute referred to by
the authority concerned, an award cannot be made within the meaning of the award as
defined under section 2(b) of the Act. There is also no provision in the Act to pass a no-
dispute award or a nil award in case the disputant fails to make appearance and
prosecute its claim. In that view of the matter passing of a no-dispute award or nil
award for absence of the disputant/parties would be a misconception and the above
position has been settled by the Hon’ble High Court of Orissa in the case between
M/s.IDL Chemicals Limited —Versus- P.O, Labour Court, Sambalpur reported in
72(1991)CLT 73 and in the decision of the Callcutta High Court in the case of
B.R.Bermen and Mohatta (India)Pvt. Ltd., -Versus- Seventh Industrial Tribunal, West
Bengal and others (short noted in 1977 Lab. I.C (NOC)13 (CAL). It has been also held by
the Hon’ble Courts that so long as the dispute remains unsettled and the proceeding
came to an end without adjudication of the dispute between the parties, there is no bar
under the Act whereby the Government is precluded from referring the dispute over
again so that there may be an industrial adjudication as contemplated by the Act.

Having regard to the above facts and circumstances as well as settled principles
I am constrained to dismiss the case registered on the reference of the dispute without
any award and accordingly the reference is disposed of. A copy of this order be sent to
the Government of India, Ministry of Labour for necessary action at their end.

Dictated and corrected by me.

B. C. RATH, Presiding Officer

T2 faeett, 11 3rrEa, 2020

T3, 696. =i faars sAferfaaw, 1947 (1947 FT 14) & =T 17 F ATELT | sl
qEHT 799 e Hided frfies ua o & qaadq & g9 It o7 396 FHART 6 o= Aqae
¥ [Afee sienfe A § e aewr sienfes Sfesr ud 98 =aed, gedars & 9=b0e
(V3T HEAT 8/2017) T THRTIAT FIAT & ST e 1 T Al 06.08.2020 Tl ST g3 AT

[&. TA-29012/32/2016-3T (7))
u. . fig, sExata

New Delhi, the 11th August, 2020

S. 0. 696.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 8/2017) of the Central Government Industrial
Tribunal/Labour Court, Hyderabad now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Andhra Cements Limited and other, and their workman, which
was received by the Central Government on 06.08.2020.

[No. L-29012/32/2016-IR(M)]
A. K. SINGH, Under Secy.
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ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 12™ day of March, 2020

INDUSTRIAL DISPUTE No. 8/2017
Between:

Sri Palla Demudu Babu,

S/o Yerrinaidu,

Gullepalli (V),

Sabbavaram (M),

Distt. Visakhapatnam (A.P.)-531035 ...Petitioner
AND

1. The Senior Vice President & Plant Head,
Andhra Cements Limited, Jaypee Group,
Visakha Cement Works, Porlupalem (Village),
Post — Durganagar, Visakhapatnam (A.P.) — 530 029.

2. M/s. Aztech Services,
Manpower Contractors,
F-3, Sair Krishna Towers, Road No. 3,
Jagannadha Raju Nagar, Venkojipalem,

Visakhapatnam -530 022. ...Respondents
Appearances:
For the Petitioner : M/s. P.V. Giridhar, B.S. Chalam & B. Ramu, Advocates
For the Respondent  : M/s. Saibaba & Srinivas, Advocates
AWARD

The Government of India, Ministry of Labour by its order No. L-29012/32/2016-IR(M) dated
21.3.2017 referred the following dispute under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this
Tribunal between the management of Andhra Cements Limited, Visakhapatnam and their workman. The
reference is,

SCHEDULE

“Whether the action of the management of Andhra Cements Limited, Visakha Cement Limited,
Visakha Cement Works, Jaypee Group of Company in not considering Sri Palla Demudu Babu,
S/o Yerninaidu, workman in service in contravention of Section 25 F of the Industrial Disputes Act,
1947, of else in not paying legal benefits for the past service rendered to Andhra Cement Company is
legal and justified? If not, what relief the concerned workman is entitled to?”

The reference is numbered in this Tribunal as I.D. No. 8/2017 and notices were issued to the parties
concerned.

2. The case stands posted for filing of claim statement by the Petitioner.

3. Inspite of repeated calls, the Petitioner did not turn up. Several opportunities have been given to the
Petitioner Workman to attend the court to prosecute his case. But the Petitioner workman failed to attend this
Tribunal which clearly indicates that perhaps the dispute of the Petitioner workman has already been settled and
the Petitioner has no claim to raise against the Respondent. Hence, the case of the Petitioner workman is closed
and a ‘No dispute’ award is passed.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant, corrected by me on this the 12" day
of March, 2020.

MURALIDHAR PRADHAN, Presiding Officer
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Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner

NIL
Documents marked for the Respondent

NIL

T faeeft, 11 37, 2020

F.T. 697. ==t Fare afefaaw, 1947 (1947 FT 14) & =T 17 F 80T | el
LA A A HHeq Tfies F Jaegds % daag AT o 376 FHarRl & a9 daqad § e
dgetes Fam # w9 et Jfgwer Ud oq9 ST, geddE & Udle
(V3T H&AT 29/2016) T THRTIAT HLAT & ST e 1T TLRTL T 06.08.2020 T STH g3 ATI

[&. TA-29012/18/2016-3r< A% (TH)]
u. &, g, sExateE

New Delhi, the 11th August, 2020

S. 0. 697.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 29/2016) of the Central Government Industrial
Tribunal/Labour Court, Hyderabad now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Andhra Cements Limited, and their workman, which was
received by the Central Government on 06.08.2020.

[No. L-29012/18/2016-IR(M)]
A. K. SINGH, Under Secy.
ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 3™ day of July, 2020
INDUSTRIAL DISPUTE No. 29/2016
Between:

Sri  Karaka Eswara Rao,

S/0 Sh. Ramulu,

Village-Moglipuram,

Sabbavaram (M),

Distt. Visakhapatnam (A.P.) ...Petitioner
AND

The Senior Vice President & Plant Head,

Andhra Cements Limited, Jaypee Group,

Visakha Cement Works, Porlupalem (Village),

Post — Durganagar, Visakhapatnam (A.P.) — 530 029 ...Respondent
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Appearances:
For the Petitioner : M/s. P.V. Giridhar, P.V.P.A. Harakumar & P. Annapoorna, Advocates
For the Respondent  : M/s. Saibaba & Srinivas, Advocates

AWARD

The Government of India, Ministry of Labour by its order No. L-29012/ 18/2016-IR(M) dated
29.3.2016 referred the following dispute under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this
Tribunal between the management of Andhra Cements Limited and their workman. The reference is,

SCHEDULE

“Whether the action of the management of Andhra Cements Limited, Visakha Cement Works,
Visakhapatnam, Jaypee Group of Company in not considering Sri Karaka Eswara Rao, S/o Ramulu, in
services or else in not paying legal/ terminal benefits for the past services rendered to Andhra Cement
Company, Visakhapatnam is legal and justified? If not, to what relief the concerned workman is
entitled?”

The reference is numbered in this Tribunal as I.D. No. 29/2016 and notices were issued to the parties
concerned.

2. The case stands posted for filing of claim statement by the Petitioner.

3. Inspite of repeated calls, the Petitioner did not turn up. Several opportunities have been given to the
Petitioner Workman to attend the court to prosecute his case. But the Petitioner workman failed to attend this
Tribunal which clearly indicates that perhaps the dispute of the Petitioner workman has already been settled and
the Petitioner has no claim to raise against the Respondent. Hence, the case of the Petitioner workman is closed
and a ‘No dispute’ award is passed.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant, corrected by me on this the 3™ day
of March, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner

NIL
Documents marked for the Respondent

NIL

T fawett, 11 srea, 2020

T3, 698.—3=NRIF faaTe A==, 1947 (1947 =T 14) F &7 17 F AT | sl
LR T A HIH e AT & Y40 & 9a5 MATSTHl ST 3 FHEHRT & 9 Tqad H MHieg
dgentes fTam # FsT G SEite Jigwer Ud oW e, gaUdiE & udle
(¥ H=AT 30/2016) T THTIAT FIAT & ST el FLhTE 1 06.08.2020 T TTH g3l 4TI

[&. TA-29012/19/2016-3TSM(TH)]
U, . fig, sExata
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New Delhi, the 11th August, 2020

S. 0. 698.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 30/2016) of the Central Government Industrial
Tribunal/Labour Court, Hyderabad now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Andhra Cements Limited, and their workman, which was
received by the Central Government on 06.08.2020.

[No. L-29012/19/2016-IR(M)]
A. K. SINGH, Under Secy.
ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 4™ day of March, 2020
INDUSTRIAL DISPUTE No. 30/2016
Between:

Sri  Guri Satyanaryana,

S/o Sh. Ramu,
Village-Moglipuram,
Sabbavaram (M),
Distt. Visakhapatnam (A.P.)-531035. ...Petitioner
AND
The Senior Vice President & Plant Head,
Andhra Cements Limited, Jaypee Group,
Visakha Cement Works, Porlupalem (Village),
Post — Durganagar, Visakhapatnam (A.P.) — 530 029. ...Respondent
Appearances:
For the Petitioner : M/s. P.V. Giridhar, P.V.P.A. Harakumar & P. Annapoorna, Advocates
For the Respondent  : M/s. Saibaba & Srinivas, Advocates
AWARD

The Government of India, Ministry of Labour by its order No. L-29012/ 19/2016-IR(M) dated
29.3.2016 referred the following dispute under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this
Tribunal between the management of Andhra Cements Limited and their workman. The reference is,

SCHEDULE

“Whether the action of the management of Andhra Cements Limited, Visakha Cement Works,
Visakhapatnam, Jaypee Group of Company in not considering Sri Guri Satyanarayana, S/o Ramu, in
services or else in not paying legal/ terminal benefits for the past services rendered to Andhra Cement
Company, Visakhapatnam is legal and justified? If not, to what relief the concerned workman is
entitled?”

The reference is numbered in this Tribunal as .D. No. 30/2016 and notices were issued to the parties
concerned.

2. The case stands posted for filing of claim statement by the Petitioner.

3. Inspite of repeated calls, the Petitioner did not turn up. Several opportunities have been given to the
Petitioner Workman to attend the court to prosecute his case. But the Petitioner workman failed to attend this
Tribunal which clearly indicates that perhaps the dispute of the Petitioner workman has already been settled and
the Petitioner has no claim to raise against the Respondent. Hence, the case of the Petitioner workman is closed
and a ‘No dispute’ award is passed.

Award is passed accordingly. Transmit.
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Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant, corrected by me on this the 4™ day
of March, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner

NIL
Documents marked for the Respondent

NIL

T faeeft, 11 37, 2020

F.T. 699.—3i=NRIF fEaTe A==, 1947 (1947 =1 14) FT &=T 17 F AT | sl T
LR HEH AL HTHEH [SIHEE & TG & Hag A1 3T 36 FHH 6 919 dqad 7 [Hfae
dEnfRs fFam § Fg R sfEiE Jfgay ud oW AETed, gRdE & 9dre
(V3T §&AT 31/2016) T THRTIAT HLAT & ST Fex 1T GR1E I 06.08.2020 T STH g3 AT

[&. TA-29012/20/2016-3r<A%(TH)]
U, . fig, sEwata

New Delhi, the 11th August, 2020

S. 0. 699.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the award (Ref. No. 31/2016) of the Central Government Industrial
Tribunal/Labour Court, Hyderabad now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. Andhra Cements Limited, and their workman, which was
received by the Central Government on 06.08.2020.

[No. L-29012/20/2016-IR(M)]
A. K. SINGH, Under Secy.
ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD
Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 12™ day of March, 2020

INDUSTRIAL DISPUTE No. 31/2016
Between:

Sri Kolli Ramu Naidu,

S/o Sh. Yerri Naidu,

Village-Moglipuram,

Sabbavaram (M),

Distt. Visakhapatnam (A.P.)-531035. ...Petitioner
AND

The Senior Vice President & Plant Head,

Andhra Cements Limited, Jaypee Group,

Visakha Cement Works, Porlupalem (Village),

Post — Durganagar, Visakhapatnam (A.P.) — 530 029. ...Respondent
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Appearances:
For the Petitioner : M/s. P.V. Giridhar, P.V.P.A. Harakumar & P. Annapoorna, Advocates
For the Respondent  : M/s. Saibaba & Srinivas, Advocates

AWARD

The Government of India, Ministry of Labour by its order No. L-29012/ 20/2016-IR(M) dated
29.3.2016 referred the following dispute under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this
Tribunal between the management of Andhra Cements Limited, Visakhapatnam and their workman. The
reference is,

SCHEDULE

“Whether the action of the management of Andhra Cements Limited, Visakha Cement Works, Jaypee
Group of Company in not considering Sri Kolli Ramu Naidu, S/o Yerri Naidu, in services in
contravention of Section 25 F of the Industrial Disputes Act, 1947, or else in not paying legal benefits
for the past services rendered to Andhra Cement Company is legal and justified? If not, to what relief
the concerned workman is entitled?”

The reference is numbered in this Tribunal as I.D. No. 31/2016 and notices were issued to the parties
concerned.

2. The case stands posted for filing of claim statement by the Petitioner.

3. Inspite of repeated calls, the Petitioner did not turn up. Several opportunities have been given to the
Petitioner Workman to attend the court to prosecute his case. But the Petitioner workman failed to attend this
Tribunal which clearly indicates that perhaps the dispute of the Petitioner workman has already been settled and
the Petitioner has no claim to raise against the Respondent. Hence, the case of the Petitioner workman is closed
and a ‘No dispute’ award is passed.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant, corrected by me on this the 12" day
of March, 2020.
MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner

NIL
Documents marked for the Respondent

NIL

T fawett, 11 srea, 2020

F.AT.700.—3=IRE foars stterfaae, 1947 (1947 &1 14) Y 9T 17 % AqELT § el T
ALARTT HEH SUGATSHT FETATA TS T o TGS o TG AT 3T ITF FHER F 919 A8
¥ [Afde sienfie fAare & g avae sienfe fesor ug 99 <Aaed-2, SR8 & 99e
(Va9 HEAT 5/2019) FT THIIAT FIAT & ST el T T AT 05.08.2020 T TTH g3 4TI

[F. TeT-15012/4/2019-3<3M=(TH) |
U, . fig, sExata
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New Delhi, the 11th August, 2020

S.0. 700.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 5/2019) of the Central Government Industrial
Tribunal/Labour Court-2, Chandigarh now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. ESIC Hospital and other, and their workman, which was
received by the Central Government on 05.08.2020.

[No. L-15012/4/2019-IR(M)]
A. K. SINGH, Under Secy.

ANNEXURE
IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT-II,
CHANDIGARH
Present: Sh. A.K. Singh, Presiding Officer
ID No. 5/2019
Registered on:-02.04.2019
Swantantar Kumar, C/o Near Gurdwara, Teli Basti,
Bari Brahmana, Jammu (J&K)-181133. ...Workman
Versus
1. The Medical Superintendent, ESIC Hospital, Bari Brahmana, District-Samba (J&K).
2. Col. Bhupinder Singh Samyal, House No.G-60,
Sainik Colony, Jammy (J&K). ...Respondents/Managements

AWARD
Passed on:-02.03.2020

Central Government vide Notification No. L-15012/4/2019-IR(M) Dated 25.02.2019, under clause (d)
of sub-section (1) and sub-section (2A) of Section 10 of the Industrial Disputes Act, 1947(hereinafter called the
Act), has referred the following Industrial dispute for adjudication to this Tribunal:-

“Whether the action of Col. Bhupinder Singh Samyal, House No.G-60, Sainik Colony,
Jammu(J&K) as contractor under ESIC Hospital, Bari Brahmana, District Samba (J&K) in
terminating the services of Shri Swantantar Kumar w.e.f. 10.05.2018 is proper, legal and
justified? If not, to what relief the disputant is entitled to and from which date?”’

1. On the receipt of the above reference, notice was sent to the workman as well as the
managements/respondents. The postal article sent to the workman, referred above, is duly delivered to the
workman. Workman is given sufficient opportunity to file claim statement but none turned up in spite of the
opportunity afforded to file claim statement, which shows that the workman is not interested in adjudication of
the matter on merit.

2. Since the workman has neither put his appearance nor has he led any evidence so as to prove his cause
against the managements/respondents, as such, this Tribunal is left with no choice, except to pass a ‘No Dispute
Award/No Claim Award’. It is also clarified that passing of the no dispute award/no claim award would not bar
the workman from approaching the Appropriate Government/this Tribunal for adjudication of this case on
merits or filing any fresh claim. Let copy of this award be sent to the Appropriate Government as required under
Section 17 of the Act for publication.

A. K. SINGH, Presiding Officer

T3 faeett, 11 e, 2020

FLAT. 701.—3i=NRF f@arg dfa= g, 1947 (1947 F1 14) & &7 17 F AT | el T
LT HEH SUGATSHT FETATA U T o TGS o TG AT 3T ITF FHEH F 19 A8
T fAfde sientis fFare § F=0a g =i srfesr va om0 =rEmea-2, 591 & 9491 (59
TEAT 7/2019) T THITAT AT g ST hea 17 TR AT 05.08.2020 FT STH g3 ATI

[F. T=-15012/5/2019-3TE3M=(TH) |
U, . fig, sExata
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New Delhi, the 11th August, 2020

S. O. 701.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 7/2019) of the Central Government Industrial
Tribunal/Labour Court-2, Chandigarh now as shown in the Annexure in the Industrial Dispute between the
employers in relation to the management of M/s. ESIC Hospital and other, and their workman, which was
received by the Central Government on 05.08.2020.

[No. L-15012/5/2019-IR(M)]
A. K. SINGH, Under Secy.

ANNEXURE
IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT-II,
CHANDIGARH
Present: Sh. A K. Singh, Presiding Officer
ID No.7/2019
Registered on:-02.04.2019
Mohinder Prakash, Ex-Sobidar, R/o Indra Nagar,
Post Office Miran Sahib, Tehsil R.S. Pura, Jammu(J&K). ...Workman
Versus
1. The Medical Superintendent, ESIC Hospital, Bari Brahmana, District-Samba (J&K).
2. Col. Bhupinder Singh Samyal, House No.G-60,
Sainin Colony, Jammy(J&K). ...Respondents/Managements

AWARD
Passed on:-02.03.2020

Central Government vide Notification No. L-15012/5/2019-IR(M) Dated 25.02.2019, under clause (d)
of sub-section (1) and sub-section (2A) of Section 10 of the Industrial Disputes Act, 1947(hereinafter called the
Act), has referred the following Industrial dispute for adjudication to this Tribunal:-

“Whether the action of Col. Bhupinder Singh Samyal, House No0.G-60, Sainik Colony,
Jammu(J&K), contractor under the Management of ESIC Hospital, Bari Brahmana, District
Samba(J&K) in terminating the services of Shri Mohinder Prakash w.e.f. 31.03.2018 in
reference to Routine Transfer letter dated 16.03.2018 is legal, proper and justified? If not, to
what relief the disputed is entitled to and from which date?”’

1. On the receipt of the above reference, notice was sent to the workman as well as the
managements/respondents. The postal article sent to the workman, referred above, is duly delivered to the
workman. Workman is given sufficient opportunity to file claim statement but none turned up in spite of the
opportunity afforded to file claim statement, which shows that the workman is not interested in adjudication of
the matter on merit.

2. Since the workman has neither put his appearance nor has he led any evidence so as to prove his cause
against the managements/respondents, as such, this Tribunal is left with no choice, except to pass a ‘No Dispute
Award/No Claim Award’. It is also clarified that passing of the no dispute award/no claim award would not bar
the workman from approaching the Appropriate Government/this Tribunal for adjudication of this case on
merits or filing any fresh claim. Let copy of this award be sent to the Appropriate Government as required under
Section 17 of the Act for publication.

A. K. SINGH, Presiding Officer
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T2 faeett, 11 3rrea, 2020

FAT. 702. =i fare srferfaam, 1947 (1947 F7 14) & =T 17 F S8 § Fesl T
ave Fad vo Y, qrEfHT v 3R ui. ffiee ud g ¥ ydudaT F wag R«
S FHAT F S srqay # [y sienfs fFee & sienfe steorsw s, $ioEmsT
T=TE (HEH AT 9/2018) AT WHTTAT FeclT § ST st d AT T 04.08.2020 T ITH 3T ATI

[H. ST=-16025/4/2020-3T<7(TH)]
u. . fig, sExata

New Delhi, the 11th August, 2020

S. O. 702.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 9/2018) of the Industrial Tribunal/Labour Court, Bhilwara
now as shown in the Annexure in the Industrial Dispute between the employers in relation to the management of
M/s. A.A.C. Mining Executer India Pvt. Ltd. and other, and their workman, which was received by the Central
Government on 04.08.2020.

[No. Z-16025/4/2020-IR(M)]
A. K. SINGH, Under Secy.
IS
9 Ty, Hiddrst
FordT AR &7 onlid AR BR, RSLTH. (STl =Jrameiier |a)
YT AT : 9 G+ 2018

5 feer HAR Tt g &N Sveal e,
- ™ 9—gzel, fSer— ¥iefars | oeft

T
1. U§UdH,UUHL AT teaeRer sfear unfd,

RMHYRI— AT @, fSTel— HierarsT |

2. udy®,fRegrar S fof, myR—amiEr @,
ISEISICCIS ..faefTor

SufRera
S AR o ufffe—umef @ efR |
5 U HAR agdar ufaf—fauel o e @ iR ¥ |
s SR 3A zrarof, Srfergaa— fauelt o <1 @Y 3R A |

i |

&A% : 6.3.2020

1. Uil s 9 fquell & fawg AT gHaRoT ard Ul fddre Yol ANeRl Ud Werd 9 A
(@=13), IR & \Hel UY fhar, el 45 foF & amafy § w18 |wshar 98 89 © sRor ueff |

Jienfire faare srfafm 1947 (R daTe # T <ifdo 1047 9 WHIRIG fham SIRAT) & aRT 2 (T) &
Ted I8 fddre =T & |HeT U9 fehar|

2 arfl @1 AR A For UIAT um H Iz Sifdd far war 2 6 S0 fquel o va 7 i 12.9.2014
P SIS TR & Ug IR AIfTa fhar | S e @rfdo 1947 &1 ORT 25— & asd ~afad
RIS @1 dRI% # ATaT 2 | JdTdrdd H gfed geer faie 20.12.2014 & IUAR H ¢ &I & fdai &7
YA fqUeiiTor gR1 aR— IR a9 &) R A1 81 fbar Tar| wqd o qifd a8 e 18.5.2016 I
P W IURYT goT a1 I a1 bl foaRaa o & wasmRes & Uiy AR agaal 1 &M R o 9
SPR B AT | SHBT AT YIHaRYT a7del & | urefl 4 W da9 aRami |fed g7 dar 4 Frfsa axam
&1 e |
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3. fquell |, Uep @1 3R | ST U PR YRS Ufd & WU H SR fhar war B greil @ dar
geres e1 fohar T € S1fUg 98 @Y & SISl W SFJuReId V&1 & | SwRaldl &, & Il & dgd dfe S
{aT 9IS a1 Sar © A1 98 30 a7 @1 o/@f¥ # omiidic AR & |HeT MU UK PR Ahdl © |
Screrar fauell €. &1 & g AfeeR & wu # iR | ueft & guRed B W SHa WM W I
DI B TR IGAT GST qAT S IMASH BT A W B gL wue B o w1 g8 | fagar
STaTd URgd dRd U Sifex fbar wan & el 99 I8 WARG o, I Wb K I BT 1A
IR BT 2 | wrdi BT 99 2014 # 650 . RIS fAfhedm wear &1 I far Siar o g9a draeig W
greff BT WSSl & GRM WRME BF W SUG A [Sid SRUAId 9 Il SqdTe Mierdrel H
PRI TAT AT §ATSl H U R BT YA SRadT gRT &1 fbar war | wreff &1 fRfecss gr s 27.
12014 BT YIS & forg A aifya foar o, o urefl &1 ®IS aord qarm =8l 2| weft & S Jar &
geres T8l fhdT AT, o 98 SYCI W SUR B ® U Wad o, difb 98 W €SP WR SURed
TE B3N | SEHT I Wl | ARl & aRAATT & St § ey g1 dord WA U @WIiRY aRA @Y
TTRIAT Y TS |

4. fouell . <1 @ 3R | ST U wR Wfex fhar - ureft o ol ScRerdr &1 dHaRy T8l
BT 2| 39 A A STRETIT BT BIg Gl 2] & | Foid WfAr o5 WIS &= & wref=r & 78 |

5. areff B R | e H U § 1 AT FAR TN @ T0ud R 9 &9 R T JAT 9k
TolE AIed URY 1 YRRl SNATd @ SUEAR g, uedt 2 ueff gRT SueR # gU e @ Afy @
I & Hag H fauell Ho vep &1 forar o i 5.2.2015, Ueel 3 Uil g1 SUAR H gU I Bl M
& A & dag ¥ fquell o v @I forar u3 fA® 1042015, Uswl 4 RS g¥dicd &1 ISUaR ol
fai® 17.5.2016, US¥ 5 el Eica & gaqIa faid 18.5.2016, Ul 6 el efica @I <fid
RIS f&Ai® 18.5.2016, Uael 7 Uil §RT WaT H o & Hag ¥ faar A1 U5 3% 6.6.2016, Uzl 8 Ureif
ERT |aT § o & wdy # A T ux R 23.6.2016 B UeRIA ST T

6. fagell &7 IR & 96y § U9 U § 1 SiAd f3der 9 U9 U § 2 3ifhd SRl & 9319 9 99 WR g9l
PRI T TJAT USY TH 1 9§ USY UH 3 fquell BT B0 A VA 2016 ¥ SA 2016, USE UH 4 I
TATT ATE As 2016, U9 TH 5 9 ¥cHe, U TH 6, 7 8 14T Uil &l Uef¥d exarm 1ar|

7. B AQUT UATael B e fhar| fier | | faareiy fag swfalad &

7 g1l  fauelmor & "9 sifie— eie & 94y @ 87 afe 8 O |1 S fedid 18.5.2016
 fauell = srdy dR R a1 A gUS PR fQAr? I B, A 98 R AT U B B AN 8 TG
ureff, fauelt & fafecar 9 & dis Al ff urd w9 &7 IOARY 2

8. qreg | ureil faoer {uR Tl | g el WRed w9 uF H 3ifed fhar § 1P [dueh | v ©
TN AT TadReR sfear uife. &1 fegea e fof. o1 @99 & &1 ST < 3@ 2| 98 fauelt wo
U & 3 fAEd f9RT H SR 8ok & Ug WR faHid 12.9.2014 T Fgad fhar =1, 98 IqD!
JaTg PRI wU A Ferch & | FaTdbId B SRM QB 20.12.2014 P g8 GHSATRK g3l AR $H BRI
fai 20.12.2014 | 21.1.2015 TP GHAT JABIY WR @], R [&Id 27.1.2015 BT AaT o & forg fquel
@ el IUReIT gaTl, offl fafbcEdl & FEemgaRr SU godl SR 8l A7 M1 R yadd &
PRATIT ST BT | I SUAR BT Tl W1 el (AT 7T | Harblel & QIRF Y 16.5.2016 Bl a8 Ugell Urell
H B B AT S U g fAfeearerd i R # oWl R iR R eronR Rerd i
grdicel # Sa gq YR PR AT AT SifEl § gU @9 BT A A S 8l fBar 1Ar| 98 SuER 49
I IR U B BT ATBRI 2 | 98 fad 18.5.2016 PI HaT o« 2g SURT gar o fauell =7 I dyar #
[ oy foar | 399 Gy ST IUd YA fhY, <ifhd S aunNe d¥ie 9 HdT W dfud war ofrdn
3R I DTS FEHHAT BT FA ol STl R8T | g8 Qb 18.5.2016 ¥ &1 Yol Iai=T,aRIdT vd FHL
aml AT g geRefid 81 @l Af¥er) 8| RiRe § Tars &1 $UF 2 b I' wel © F g9 e
% oI AT WM § ST TSdl o | SIS & 99T 931 12,700 . g ] TIRSH 28,700 %5, AIND
frerar o | el 1 IeReEl Rifheare &1 2, S8l 931 dul & §RT Aol 1T o | IMAETe] oy
200 %, & 4 & o, O ad A BUl 7 500 . G DU &Y &, qrebl Pl AR &1 e o
' [ HIREl

%

G

14

a3

ﬂ/ﬁb
P

'

2 # o &1 IR 9 i & FaR BT Soorg 7R 2| U 3 H N e
8 foar or| # faTie 1852016 & 918 Ufdfes dida W SIS & forg SuRerq
B ¥ QAR 3§ 4ol 1| I8 Wel © & f&Ad 1852016 & a1 W IURAT Tof =&l

Ye del fb # a1 gl W SuRerd 8T I87 A1 I8 Wl & & g3 Wad # yaw & fog e v
qE

5p
S

ig
e}
&
$p
i
:
2
i
4
3
4
&
El
=
4

g

S
%
S

% .
“w,
@%%ﬁ :

% Sfediicd =g 9 9a Heeh g1 o +ff ae gem a8 491 faueh | &
A YR A G w1 fdare fauel Ho v @ Ay g
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9. 9% e fauell & wTare v g © 1 ogd el 7 ged u)ieror ey uud H ifdd fhar @
b a8 fauell 4. vop QoL AT # 99 2013 ¥ PRI & R TOHM H IUYIYH, AR, & I WR BRI
PR BT €| 98 HHAIRIl B wahl, FIF I+ IR, e 999 gfq, uarfd, sreaacid BrRidre! ud
3 frare Sdedl Rl |uifed R ET © | e |AR e, weft o1 & vdue gRT gfed T8l fdar
T 8 SO [T5g I HRIAE A H A8 T3 931 98 Qe 2752016 & SUNA SISl W
SURerT &1 g3t | Bl Har) @1 Al S & SR goed 8 Il 8 d SR &fayfd Afdo & ded
I gfgfcd @1 YA fear s gRRed fear S § 1 e 20.12.2014 B BRI & SRM @€ o W
SHF! UBd fegwH [Nid fo. & Rifecaeert a iR fiearsr Rerd Imere! fRifdheared § SuaR SRar
7| fauelt Ho UH 7 SUAR & We" H U WA Wdi Bl dgd fhar| fadie 17.52016 1 6 Rid
BICd & FRIGATISRI BT Fhad gl & oY FRamm o, dfdh & & IR A5~ § e &
B TEl B P BRI HUAT Bl 50 Rfhcdr SUIR P THAR & 2| RoRg § a1 &1 ®oF § 6 I8
FHEAT Tod & & f3A1F 20122014 BT a1 @& IR Ui HT PIT YARAeC 3N B I G el b ureff
JRERRT AT o 3R I8 SHIRAT 8 AT o7 | fa7id 16.5.12016 &I 1 UIff ®& & SRM UK: 7.15 W

JEIY BT 81 <l g31 SHHRI 81 & | ¥ 7 9 8 U3 &4 UK =18l gor | 89 Urefl @l b R SURerd &
% fou @15 v T8l foram ot ga del b gAR A= Ufbar & SgaR B d1fHe & srquRerd 8
Wsﬂasﬁf?ﬁr TG ot & | IR SRTdTe # et 8 W fafheasd w1 ureft @ gedm wri 3 g FET @
Al S AEGR TR 7| 98 HEl Tad ® 6 fafecie 9 S dde @ dasE g 9w IR e
21 3R §9 BRI 98 INTYF <1 BT Aol 53T &1 3ol Y& del b g9 I8l a1 &l fawra & © | faued
Ho 3T @ aﬂ'\fﬁa%‘rﬂémﬁmmmmé%%w%%ﬁﬁmﬁwaﬂ@mmwm
# forg &1 R MR T U A AT fauel Ho ua 9 T |

10. faue & wTare vF v € 2 sifdha it 71 qeem wierr Wy wueE H Qi fhar € fF a7 faueh
o TH & FEl 9§ 2012 W BRRT ¥ IR TAAR. favrr § wrf wrar 21 4 @ § SR ') S dre
FHHAIRAT §RT YT WM U R I IR & g1 A a9 I8 W 37 WR I IbR A ol I
gTe fhar ST &1 e g’ g1 W fAfgs & d8d W S drel B —AT § SHarRdl & @ H S
Td A0 AT B A BT SIS (AT Sl § AT BHATRAT DI UTell JJAR IURATT DI FAT TR
T ¥ frcrarg S & | urft @1 SuReIf sift IR fadid 27.5.2016 @1 U< 8 | WU & 918 SS9 7
2016 & SURRT & &=l &1 A FroagaR &= & 1| R # 7ar8 &1 $2 ¢ fb ueei e 9 7 &4
e el o |

11. 989 @ o= ureft ufafafsr 3 urefr o= # SooiRad dedi &7 qrexrn iR falad 959 ) uwr @ |
faueh o v @& gl = I8 ®u= fhar f& wedt 9 fare= ue=Ha @ SRy Sore @d & gar
RIRT @1 AT BT €, S 98 $F YR § UIK] el B FohdT | §9 AT I AW 87 SA HHAN &fayfel i,
& TEd PIIAEl B AMRY o | el IF Y HaT YABHRYT HT UL ©, ST I8 el I8! © b W
il ¥ fRFid 2752016 TF fauell & el o fHar 8, 3 S R 9a) T T el Jal &, $9 BRI
39 o # At 9P 7 WeRr Iy T8 2| faueh Yo ve @ iR ¥ ot fifga 989 vwr & S (faueh
o T B 3R I UE <ol 1 TS b I g urefl & ey Fasie—afie & Jey 787 e uell 99
DTS ATAT U B BT ARS8 T |

12, B YT UFTael Bl 3fedde fHAT iR qMI el Pl AT vd faerR B |

13. W reft =¥ o1 For AT um # g qifehd fhar B 6 a8 Queh 9. e & T s iRRE
TOR @ US W faA® 12.9.2014 B e fham wam o | 39 Heae 3 fquell 6. b o7 oY o+ Siare # wrefi
BT IAD A HIRT BMT AR YA BT I A AT B BFT VDR [BAT § | 59 UPR I8 W &
5 et &1 fauel < va = & fyaee # fon dor e ft 7 & x| Qe 9 ve 7 gER wme
AP R faueh & a1 ® wey Mwnfed dfaer & ufy off o9 @1 ®, R a8 we @ 5 fQueh & <1 9
fquell 4. v o1 YT SR =g odT fauT| wWY Wed ¥ ¥' W ¢ {6 ureff 9 uel 9. ve & "
SAH— frRoTd & Faer @ 2|

14, urff 9 o Fgfad faie 12.9.2014 @1 BT qarn 2, Ry fueh 7 ) WeR fhar €1 5w
arg fadi® 20.12.2014 @I Ui &1 RIS & SRM GHCSARRG /AICy 8 &l Sl w2 uiefl o1 far &,
Y fauell Ho T 7 W WIdR fbar 8| Il vell & sifael g |eg ¥ I8 Udbe 83Nl & b 39 guedl &
Heer H gY Sl & @I Bl ax fl ST vl & ey faare fQeme 2 e iR o't el &1 g wee ®
1%5Wwwwm@ﬁﬁﬁmaﬁwmﬁq&ﬁﬁwaﬂm%ﬁﬁw@waéwwﬁ
ﬁusd SHd oI & 7rend 9 RNfe Rifhadrer T 3R R Merarst Rera wmeel fafecaraa #

a%wwaﬂwﬁwwaw el fbcarerd § gU gl W9 o IR0 5720 . BT YA
ﬂﬁﬁzﬁmﬁv‘mmmww&ﬁmmﬁﬁﬁq@aﬁﬁﬁﬂwﬁﬁgww%@|o1<9| ST 8T
2 3R g7 Al @1 uferat uest 2 9 3 W AR W U @Y B, oMfh 39 uA 7 fuel & Rrvw gt fea
YR IR ST 8, SHBT Bl Soold 8l &30 Uil & Aed 9 I8 W 8l 8 Ul %61 © & faid
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20.12.2014 @ SUAR P fhar wfdr fAueh grr fear Sir smféd 2.81d: 39 99d dis HeiRor fear s=n
T 8T B

15. 39 U3 I8 ¢ fb @ faueh 3 ureft &1 o5t 1852016 & & WX =& forar Td o SS9 3rdy
AR IR W1 gUH PR feAT?

16. 39 ey § ey | el 7 g sifed fhar g f 98 fRAd 16.52016 &1 B & SR YUH UTell
H U BRI 7.15 GO SBIN B TAT AT O9 I [qUTor 5 uTel | FAfboarery # Wl HRardn o, Siel |9
I 3R Rerd fice Bfdicd 3§ i - 8g YW R QAT AT | 39 Hay H faue Ho v & wars
SIIT Al & 9uA & URT G, 6 H UfIRad b fhar AT 8—

"gE [ S RF FHN TEH ERT [eWd 17.52016 B V&G [Gid &N IEYRSYET @I
fAfSTIEIBRT B ST ABIT IATTE JGaTT & 77 BT T P & GINIT TIST Vdlee
P Bolvgwy FIC oTTT BT P T8 817 & BT Bl §9% BT SUTN dRT Big AITHIe
TE 81"
17. IdT b F I Ydbe BT & fb Uil g1 e 17.5.2016 B RNih IRUdTed H Jgad-T & forv
U THIMT BRIY S b a2 $ fquell &I IEeRT a1 2,lfhd SH®T I8 ®ear & &b il 71 ¥ o=
AEA H FHCAT & HoRawy dIc o & SR A6l dxdls ofl, 31d: fauell Sul & 39 fafdca Sw=aR &
BIS TGN T8l 8| i 1w 17.5.2016 BT §S A &I I SO (HaIo & Fafdq &l g1 9a1 2 €,
Ifb=T SaT @ e & 2 fb ureft & aRaver 89 & e dr fauelt o1 off €

18. e 18.5.2016 BT SH ST W Tl o &1 Sl HAF el o1 fhar &, a1 fdueh 7 I8 Ped g
e frar 2 5 wd ureft & 39 fafy @1 o w SuRerd & smar o | S ureft @1 & Jar g
eI fpar| afe fauell &1 59 qeited &1 Fe1 7 a1 A1 arguiRerd @1 Rerfer # fque & Iz smferd o fb 9
grefl B U SN R SURYMT Tg HeEd AT FRAR suRerfa & Refd ¥ I9a fdvg =xe S driare]
& | fquel 1 ¢ar o T8 fHar| su) 98 yse Bl € fh Fftad € uefl a1 fAueh 9 & o w T8
forar |

19. A, STadq IEATed $ Aol Uh Uel 3R 1993 (67) S1&.aTqd 991 SL.UAY Se¥grol Ul 111
(9 \e=i die) 4 Jg ufquiied fear war © 6 fdlt #1ffie & RIS &1 3fd & ¥ Ugdl S9
GAPR ©Xe] Sd BRIAE B S Afed | Al U T8l fhar S 8 d g8 e b PSRl BT TR
B9 2| S oM BT fauTed 39 UBR 28—

Termiantion-Termiantion of service-Absence from duty-Standing Order Cl. 13(2) (iv) provides for
automatice loss of lien-Service terminated-Without any enquiry and opportunity of hearing-Principles of natural
justice violated-Requirement of Article 14 must be fulfilled before depriving one of livelihood-Order of
termiantion liable to be set aside-Constitution of India 1950-Articles 14 and 21.

20. o Rerfer 3 el g1 eRe 9 fd e a1 gores fan o fafdy |=ia ucia =781 v |

21. fquelt &1 I8 FET B 6 urll &A@ 2752016 B SYLET W IURT g3 o7 | AR GHeT fauell =
urif B 7S 2016 B BTN HI fdaror Ul fhar 8, forges agaR a8 @8 AE ¥ 7 fQgd o R SuRerd
B3N AT IADT 3 BRI fGad f3HId 2752016 1| 30 Hee ¥ I gRI Sl [daxvT U fHAT M7 2,
ID IR d8 WE e H 1234, 12, 16 9 27 ARG I IJuRerd o1 | g yreft +ff 17 dk@ 9@ @
SURUTT T TNHR PR &T 8, oifhd BT I8 Hel & b 39 91 99 fodid 18.5.2016 I BRI TR =&l
forr | gAY R # urelt &1 wed fegw g | fquel 1 f3i® 27.5.2016 @1 unell @ SuRefd & Hey
H S gIoNl UHe U fhar 8, S W Uil & #El swier 7€l §1 o g8 faAie 27.5.2016 B BRI W
YR 3T 81, VAT Udhe el 8l Uh dR Bl dd @ (oY 89 I8 A1 A of & faAi® 1852016 ¥ W
greff €1 BRI uR SuRerd 1 gorm o a1 Ff¥Ed & Wi Refa 4 fauehl 9 5 spfera o 6 9 Ay 9=
e | BN, Wi IR oe H A | §d SeoilRad Aok & ulRbesr § 391 Sifg Srdare fd 9 dar
goreh AT e AT TE A ST bl |

22. ureft &1 TS fauelt & I8t fedid 12.9.2014 & 1752016 Td o AT W8T & €, 59 ey H
fquel 5 @1 srven Rofa =€ 9a1E & 9”9 39 <@fd &1 faom WeR fhar g1 ora: weft &1 e
fauel & ¥t Fuafia Ao R8T 81 Ude 8iaT 2 | 98y fadas @ uRuey # &9 I8 ud 2 {6 S9 feqie
1852016 | 3FAY TR UR HAT YAH fbar 17 |

23. g Y9 I8 © b ureil w1 gay T R Bl ARBRI 87 Tl Uell b Afgel g |eg § I
foeme we 2 & il fadie 12.92014 & &7 1752016 T& & RS &1 H AP 20.12.2014 BT
T I TR gEEART goN | 3@ qrg weft f3did  16.5.2016 @1 i ¥ @1 MR BT 9 <@ € |
fuel @& e 9 U S 1 WEd 3 gRT wvudm # R T efed ¥ I8 Ude BT o7 fd
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faiap 17.5.2016 ®I 1 Uil 9 JIGoaT & SR RATGABR DI fe@mn o | grdifes [quell o1 a8 Fe
2 & 39 RIfY &1 1 & SR g8 gCH A SISdHR 8l Q@ ol Fohdl, oifhd AR gRReIfoi I qar
RE ®
gea

f& %ﬁmmﬂ%’@r&qwﬁwluaruﬂmmaﬁwwwﬁlmmaﬁﬁﬁqﬁﬁiﬁag
e & fafdcdd @1 Folle & qravig S9 9N 1 QA1 7 @1 €1 3 I8 Udhce el © b urefi
T@Wﬁ?ﬂ@ﬁ?ﬁ I B AT & TrEar| 59 day H fauel &1 I8 dear g fb S Il

& IR B B 2| fauel @1 ok ¥ S fqueh W, ve 9 &1 & Wy g3 dfaer @ ufy uw @

A A I8 e B & fH [ueh 9. v o1 g & 9 8 @e deel e faan
A g A Ul S R 91 R8T B, 99D IR @ SHd! [Auell & I8l BRI B Dl

I8 9 U IRING RAfT & HROT Wad § 19 SR &R 8 WI B FHAR AT
e U1 X8 & A S YAAIG BT AR <A1 Ifed &1 8 | ANy aRRfAl b1 <d 87 99 a7dy
[T Jfad @ vas # ghged afayfd iy e S sfa 7

24, wrfi 9 fauell & I8 U 99 A1 7% B T BRI fBAT T o/ SW USHIA &fagfd IR 40,000 %.
fAemy I ST 21 S 39 Ydbad H @9 g 1T 10,000 %, 1 I <1 SRIT 21 ora: wreff, fueh
o TP | Fe AR 50,000 . UK PR HT ATHN 2 |

::3‘-|'|ﬁ‘QT::

urff 2N famrer AR vl A s Geare T 9 fAuell | U QU "M & w9ed sifie—
faTe & Hey I § 91 S9dT e fquell |, e @ ggt fafia e R 21 S oy dR W
AT YAF fHAT AT, 3 9T AU WAl YAHHIUT & VAol H UHHd &gt IR 40,000 . T HEH B
G & ®Y § 10,000 F. Fl 50,000 (TATH TOR) . UK BT Bl IMASRI & | Weff 1 dare yamiid am
3 fAfr | 31 A8 9 Iaa AR B &I B TR, g7 Iad AR W 6 Gfawrd a1fie a1 &% 9 ol W
< B |

fquell 4. a1 feg RN o1, & f[awg I8 Uarv @RS fhar S & |
UEe B U B TRBR DI GHIRER ol S |

ol |AR R, =grameier

5 faeell, 13 WA, 2020

PIIAT. 703.—3fH fAarg AfRM, 1947 (1947 FT 14) B ORT 17 & JIFART H Hwd

R AT 96 & Yaedd & dag Dl AR 96 dHGRI & 419 ey H Fiae e fdarg 4
DT WRER NNAD AfTAROT / 5H AR, I+ & Ude (Fed 9. 7,/2017) BT YHIT Bl & S
D=II TRDR B 13.08.2020 DI UG AT o7 |

[¥. Uet-39025 /01 /2020-3T$3TR (d1-11)]
AT §9e, IITANT  3TEBR

New Delhi, the 13th August, 2020

S. O. 703.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 7/2017) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Chennai as shown in the Annexure, in the industrial dispute between the management of Andhra Bank,
and their workmen, received by the Central Government on 13.08.2020.

[No. L-39025/01/2020-IR(B-II)]
SEEMA BANSAL, Section Officer
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ANNEXURE

BEFORE THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT
CHENNAI

ID No. 7/2017
Present: DIPTI MOHAPATRA, LL.M., PRESIDING OFFICER
Date: 24.06.2020

Sri R. Dilli
S/o0 Ramachandran ...1° Party/Petitioner

AND

1.  M/s. Andhra Bank
Regional Office
Rep. by its Senior Manager
No. 168, Lingi Chetty Street
Chennai-600001 ...2™ Party/1* Management

2. M/s. Andhra Bank
Rep. by its Branch Manager
Senthil Nagar Branch
No. 15A, Rajaji Salai, Senthilnagar
Tirumullaivoyal
Chennai-600062 ...2" Party/2™ Management

Appearance:
For the 1% Party/Petitioner : M/s. N. Ganesh, K. Manavalan

For the 2™ Party/1* & 2" Respondent : M/s. Aiyar & Dolia
AWARD
This is an Application under 2A(2) of the Industrial Disputes Act, 1947.

The case of the Applicant in a nutshell is that being appointed as Contractual Gold Appraiser by the
First Respondent vide its letter No. LR. 680/16/GJA/382 dtd. 27.01.2007 joined the Second Respondent, the
Branch Manager, Senthil Nagar Branch and rendered unblemished service for 9 years. He was terminated from
his job without any prior notice, by the Second Respondent on dated 06.10.2015 being victimized due to his
complaint before the Authority, regarding illegal demand of Rs. 3.00 lakhs by the then Branch Manager viz.
K. Karunanidhi. The issuance of termination letter on dtd. 06.10.2015, is perverse and not in accordance to the
principles of natural justice. The Applicant seeks for consequential reliefs as deems fit by setting aside the
termination order.

3. Both the Respondents entered appearance by filing a Common Written Statement. The appointment of
petitioner as Contractual Jewel Appraiser while was admitted the Respondents strongly denied the claim of the
petitioner as he joined as per the terms and conditions of an agreement executed in between him and the
Respondents. The Counter Statement filed by the Respondents, denying the allegation of victimization of the
petitioner and contended justifying the order of termination of the petitioner as an outcome of sheer violation of
the terms and condition of the agreement as agreed upon by the petitioner. The allegation of demand of Rs. 3.00
lakhs by the then Branch Manager for any obvious purpose was turned down as false and baseless.

4. The following issues emerged in the pleadings of the parties.
(i) Ifthe petitioner is a “Workman” within the purview of the definition of the Act?
(i) If his termination without any prior notice is legal and perverse?
(iii) If so, to what relief he is entitled to?

5. Both the parties adduced oral as well as documentary evidence. The petitioner himself examined as
WW1 and produced and marked 13 number of documents from Ext.W1 to Ext.W13. The Respondents
preferred to adduce evidence through one of their witness, the Branch Manager, Avadi Branch, Chennai. Only
two documents are relied on under Ext.M1 and Ext.M2. In order to avoid confusion it needs mention that both
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parties relied on the same document i.e. agreement marked as Ext.W4 on behalf of the petitioner and Ext.M1 on
behalf of the Respondent. Thus, it would be hereinafter be referred as “Ext.M1” and not Ext.W4.

6. Since both the issues are interlinked inter-alia, so far the fact and law are concerned, taken up together
for a convenient discussion. The Admitted undisputed fact remains on being appointed by the First Respondent
and vide its letter No. LR.680/16/GJA/382 dtd. 27.01.2007, the petitioner entered into an Agreement vide no.
21490 dtd. 29.11.2006 (Ext.M1) and joined under the Second Respondent, the Branch Manager, Andhra Bank,
Senthil Nagar Branch as Contractual Jewel Appraiser. The Petitioner (WW1) adduced evidence in support of
the contentions averred in his 2A Application. The petitioner is stated to have rendered unblemished service for
9 years to the best of his sincerity and satisfaction of the Authority resulting recommendation and engagement
for additional charge at Sathyamoorthy Nagar Branch Chennai in the same capacity in the year 2011. He was
served with a letter by MW1 for discontinuation of his service as Gold Appraiser vide no. 1277/19/114 dtd.
06.10.2015 (Ext.W5). It was believed by the petitioner that he was victimized, due to his complaint against the
then Branch Manager, K. Karunanidhi regarding demand of Rs. 3.00 lakhs for payment of the same to his close
acquaintance, one E. Venkatesh. On being pressurized and with a false assurance to get the job secured, the
petitioner though could not manage to collect Rs. 3.00 lakhs but could collect only Rs. 2,80,000/- incurring lo
Rs. 2,89,000/- in the account no. 11291029390020 of the petitioner vide two separate cheques. The petitioner
was shocked to know that out of the deposited amount, Karunanidhi withdrew Rs. 10,000/- without his
knowledge. The Branch Manager turn down the request of petitioner to repay the said amount, on the other
hand left for Bengaluru Branch on transfer. The petitioner however lodged complaint before the First
Respondent, which was never attended. He once again lodged complaint to the Vigilance Cell of the First
Respondent. No action was taken by the Second Respondent on his Complaint. On the other hand he was issued
with a letter of discontinuation of service dtd. 06.10.2015 by MW1 basing on the observation made by the
Vigilance Department. It is further contended, that the order of discontinuation was the outcome of an
unilateral decision of the First Respondent and implemented by the Second Respondent, without affording any
opportunity to the Petitioner to represent his case.

7. The Second Respondent, Sri P.S. Nandakumar (the then Branch Manager of Senthil Nagar Branch) has
been examined on behalf of the Respondent. In support of the Counter Statement filed by the Respondent he
advanced his evidence that the Jewel Appraiser’s role is restricted only to check the quality of the jewels of the
customers who intend to incur loan from the Bank by pledging the jewels. Besides, when the petitioner joined
as per the terms and conditions of the Agreement, he cannot claim his service to be a regular one. That apart, the
Employer has every authority to terminate the job, if any deviation is noticed.

In view of the discussion held in preceding paragraphs it is to be seen if the petitioner is a workman
within the purview of the Act and his discontinuation from service is not legal and justified. The Learned
Counsel on behalf of the Respondent drew attention on the relevant documents i.e. the Approval of
Appointment Letter (Ext.W3), the Agreement between the parties (Ext.M1). It is contended that admittedly the
appointment of the petitioner was made by the First Respondent on contractual basis. It is also an admitted fact
that the petitioner joined as per the terms and conditions of Ext.M1. As such, it is further urged that the
petitioner, Contractual Appraiser is not a workman within the purview of Section (2) of the Industrial Disputes
Act, 1947. Reliance is placed in the judicial verdict of the Supreme Court in the case of Indian Overseas Bank
Vs. All India Indian Overseas Bank Employees Union 2006-2-LLJ-253 (SC)

8. In view of the evidence adduced by MW1 it reveals the Jewel Appraisers were restricted to appraisal
of jewels. Accordingly, he is required to furnish certificate in individual cases. The commission for professional
service of Jewel Appraisers are borne by the customers and not by the Bank. It is further stated that the Jewel
Appraisers are at liberty to carry on private business outside the premises. Since the Appraisers are required to
appraise the jewel as and when required looking into the customers’ demand, they are not supposed to remain in
the Bank for the whole working hours. The Witness being the Branch Manager while stated about the
procedural aspect of the job of the concerned Jewel Appraisers, denied the relief sought for by the petitioner.
While emphasizes about the contract executed in between the parties the Witness also justifies the letter
(Ext.W5) issued by him. At the outset the Learned Counsel also focussed on the other relevant documents. It is
stated the Head Office issued necessary instruction vide Ext.M2 (the letter from Vigilance Department to Zonal
Office) to discontinue the service of the petitioner as some serious irregularities in appraisal of gold / jewellery
was detected by the Internal Vigilance Department for the relevant period when the petitioner and his Wife,
D. Revathy (Petitioner in ID 8/2007) were appointed as Contractual Jewel Appraiser in the Senthil Nagar and
Sathyamoorthy Nagar Branch. On further perusal of the Ext.M2, it reveals that in a routine manner the Internal
Vigilance Department of the First Respondent re-appraised 20% of gold jewels in random of the above two
Branches for the relevant period when the Petitioner and his Wife were appointed. The Appraisers are required
to give the report of the net weight of gold and the certificate regarding the quality of the gold. Accordingly, the
Gold Appraisers are under obligation to deduct the weight of stones, beads and plastics, if any found in the
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jewellery placed for appraisal by the customers. After the deduction of such weight, the Appraiser is to place the
report of net weight. On such report of net weight and assessed quality of gold necessary loan is sanctioned by
the Bank in favour of the borrower. As such the report of the Jewel Appraiser plays a vital role in assisting the
Bank in such field. Ext.M2 discloses in the instant random re-appraisal of 20% of gold ornaments of both the
Branches viz. Senthil Nagar and Sathyamoorthy Nagar Branch, the Internal Vigilance Department noticed
severe discrepancies as the appraisal of gold jewellery was not held properly. Both the petitioner and his wife,
D. Revathy were appointed as Contractual Gold Jewel Appraisers for the respective branches for the relevant
period and found negligent in discharging their bonafide duties. While appraising the net weight of gold, both of
them were found to have failed to deduct the weight of stones, beads and plastics from the concerned jewellery
but shown the net weight as such. Accordingly, it is contended that the petitioner deviated from the terms and
conditions of the contract causing monetary loss to the Bank. Ext.M1 in this regard is taken into account.
Admittedly, Ext.M1 in a clear and unequivocal terms speaks that the Appraiser shall faithfully and diligently do
or perform the work or the duties assigned by the Respondent’s Bank. It was also observed by the Internal
Vigilance Department that for the obvious cause of personal gain the Petitioner and his Wife promoted
illegitimate monetary relation with the staff members of the Branch so also wilfully frustrated the terms and
conditions of the Agreement. The report was submitted before the First Respondent for taking appropriate
action at their end. The First Respondent directed the Second Respondent to terminate the Petitioner and his
Wife from job. Pursuant to the letter of the Head Office, the Second Respondent implemented the instruction
by issuing the letter of discontinuation (Ext.W3). The allegations against the then Branch Manager by the
petitioner was an afterthought and without any basis.

9. In view of the submission of Learned Counsels of both parties and the discussion held in preceding
paragraphs it reveals that the appointment of the Petitioner was in accordance to the terms and conditions of
Agreement (Ext.M1). When the Petitioner is one of the party to the Agreement it is well presumed that he has
been well aware of the terms and conditions contemplated in the Agreement. One of such condition says that
the Appraiser shall be liable if any mistake, omission, neglect or misconduct made or committed by him in the
performance of his duties. As such when Internal Vigilance Department observed there was serious negligence
attributed by the Jewel Appraisers causing loss to the Bank, the then Assistant Manager, Vigilance moved the
Competent Authority, the Senior Manager, Zonal Office vide his letter (enclosed with the details of the random
checklist) to the Zonal Office, Chennai. The Competent Authority, the First Respondent looking into the gravity
and seriousness advised the Second Respondent to discontinue the service of the Gold Appraiser i.e. the
Petitioner and his Wife, D. Revathy (Petitioner in ID 8/2007). The Learned Counsel for the Respondent while
justifies the letter under Ext.M2 (letter from Vigilance to Zonal Office) and Ext.W5 (letter of termination)
draws attention to the very relevant Clause-18 of the Agreement of Ext.M1.

The Clause 18 of Ext.M1 reads as follows -

“that any loss or damage if caused to the Bank due to the negligence, carelessness of the Appraiser
or his Authorized Deputy during the performance of his responsibilities or if the Appraiser or his
Authorized Deputy has committed fraud or practised dishonesty or has committed gross misconduct
or breach of terms and conditions of this Agreement, it shall be lawful for the Bank to put an end to
the Agreement forthwith by giving the Appraiser and the Guarantor written notice of its intention
forthwith and whether or not the circumstances in any particular case justify the Bank in summarily
putting to an end to this Agreement shall be decided solemnly by the Bank .

10. Accordingly, in view of the discussion held in preceding paragraphs it is apparent from the letter
Ext.M2 that the Competent Authority, the First Respondent, the Senior Manager of Zonal Office was fully
convinced with the report and observation of the Internal Vigilance Department that there was serious deviation
to the terms and condition of the Agreement, wilful negligence on the part of the then Jewel Appraiser in
appraisal of jewellery and arriving at incorrect net weight causing severe loss to the Bank. It is held by the
Authority that the service of the respective Jewel Appraisers were no more required in the given fact and
circumstance and directed the Second Respondent to terminate the petitioner from service. It is highlighted by
the Learned Counsel for the Respondent so also from the materials borne out of documents on record that the
Petitioner has never challenged the direction of the First Respondent in any competent Forum. Thus, the
direction of the First Respondent holds good till issuance of letter of termination by the Second Respondent.
Besides, it further appears in view of the terms and conditions of Clause-18, the First Respondent was
competent enough to decide summarily and solemnly to put to an end to the agreement (Ext.M1). Thus in this
scenario it is crystal clear that the Second Respondent had no role to play in the decision taken by the First
Respondent. On the other hand, the Second Respondent being the Subordinate Officer was left with no option
other than to comply with the direction of the higher Authority, the First Respondent. The Second Respondent
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simply complied the order of the higher authority, the First Respondent, the Senior Manager, Zonal Office. The
Second Respondent implemented the direction by issuing Ext.M2.

In view of the discussion held supra, the decision taken by the First Respondent to terminate the
Petitioner from job cannot said to be improper and illegal so also the issuance of letter of termination of the
petitioner from job by the Second Respondent is held legal and justified and warrants no interference. In the
result, the Petitioner, R. Dilli is not entitled to any relief as sought for.

In the result the reference is answered against the petitioner. The Industrial Dispute stands dismissed.
An Award is passed accordingly.

DIPTI MOHAPATRA, Presiding Officer

Witnesses Examined :

For the 1* Party/Petitioner : WW1, Sh. R.Dilli
For the 2™ Party/Respondent : MW]1, Sri P.S. Nandakumar

Documents Marked:-

On the petitioners side

Ex. No. Date Description

Ex. W1 - Identity Card Issued by Gold Silver Appraiser
Society

Ex.W2 23.04.2004 Certificate Issued by SISI (GOI)

Ex.W3 27.01.2007 Approval of Appointment letter

Ex.W4 - Agreement between petitioner and Respondent

Ex. W5 06.10.2015 Discontinuation of service letter

Ex. W6 07.04.2016 Tamilnadu State Legal Service Authority Call
Letter

Ex. W7 17.06.2016 Statement of Objection filed by the R2

Ex.W8 30.08.2016 District Legal Service Authority Letter to High
Court Legal Service Committee

Ex.W9 06.09.2016 High Court Legal Service to Advocate
Mr. T. Saravanan

Ex.W10 21.09.2016 Legal Opinion of Advocate Mr. T.Saravanan

Ex.W1l1 17.10.2016 Petition to Dy. CLC (C).

Ex. W12 12.12.2016 Respondent Comments to Dy. CLC (C).

Ex. W13 31.01.2017 Certificate issued by Dy. CLC (C)

(No Settlement Reached ).

On the Respondent side

Ex.No. Date Description
Ex.M1 29.11.2006 Appraiser Agreement of Mr. R. Dilli
Ex.M2 19.09.2015 Letter from Vigilance Department to Zonal

Office
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T faeell, 13 WA, 2020

P 704.—3Med fJare =M, 1947 (1947 HT 14) BT ORI 17 & RO H B

HRPR MM 96 & Jdgasd & g FRedl AR 96 dHARI & dra ey d ffds ofienfe faars 4
Pl TRGR MG ARBRT /31 Ty, a8 & udre (Fed 9. 8,/2017) BT YHIRT Bl & o
P ARBR Bl 13.08.2020 BT UTKT FaAT T |

[¥. Te-39025 /01 / 2020-3T83TR (d1- 11)]
AT I, AT BRI
New Delhi, the 13th August, 2020

S. O. 704.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 8/2017) of the Cent. Govt. Indus.Tribunal-cum-Labour
Court, Chennai as shown in the Annexure, in the industrial dispute between the management of Andhra Bank,
and their workmen, received by the Central Government on 13.08.2020.

[No. L-39025/01/2020-IR(B-II)]
SEEMA BANSAL, Section Officer
ANNEXURE

BEFORE THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT
CHENNAI

ID No. 8/2017
Present: DIPTI MOHAPATRA, LL.M., PRESIDING OFFICER
Date: 24.06.2020

Sri D. Revathy
W/o Sri R. Dilli ...1% Party/Petitioner
AND
1.  M/s. Andhra Bank
Zonal Office
Rep. by its Senior Manager
No. 168, Lingi Chetty Street
Chennai-600001 ...2" Party/1* Management

2. M/s. Andhra Bank
Rep. by its Branch Manager
Sathyamoorthy Nagar Branch
No. 1, Solambedu Road
Tirumullaivoyal
Chennai-600062 ...2" Party/2™ Management

Appearance:
For the 1* Party/Petitioner : M/s. N. Ganesh, K. Manavalan

For the 2™ Party/1* & 2" Respondent : M/s. Aiyar & Dolia

AWARD
This is an Application under 2A(2) of the Industrial Dispute Act, 1947.

2. The case of the Applicant in a nutshell is that being appointed as Contractual Gold Appraiser by the
First Respondent vide its letter no. LR.0680/19/GI55/129 dtd. 09.01.2013 joined the Second Respondent, the
Branch Manager, Sathyamoorthy Nagar Branch and rendered unblemished service throughout the tenure. She
was terminated from her job without any prior notice by the Second Respondent on dated 06.10.2015. It is
understood that basing on the observation made by the Vigilance Department she was victimized and terminated
from service. The issuance of termination letter on dtd. 06.10.2015 is accordingly challenged as illegal. The
Petitioner sought for her reinstatement and at the same time demanded compensation of Rs. 10,000/- per month
with Rs. 10,000/- as litigation expenses from the Respondent.



2192 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART II—SEC. 3(ii)]

3. Both the Respondents entered appearance by filing a Common Written Statement. The appointment of
petitioner as Contractual Jewel Appraiser while was admitted, the Respondents strongly denied the claim of the
petitioner. It is added that since the Petitioner joined pursuant to the agreement executed in between her and the
Respondent is not under payroll of the Respondents. Therefore is not liable for the reliefs as sought for. The
Respondents accordingly denied the allegation of victimization of the petitioner but made the submission
justifying the order of termination of the petitioner as an outcome of sheer violation of the terms and condition
of the Agreement as agreed upon by the petitioner.

4. The following issues emerged in the pleadings of the parties.
(i) If'the petitioner is a “Workman” within the purview of the definition of the Act?
(i) If her termination without any prior notice is legal and perverse?
(iii) If so, to what relief she is entitled to?

5. Both the parties adduced oral as well as documentary evidence. The petitioner herself examined as
WW1 and produced a bunch of documents from Ext.W1 to Ext. W11 which includes the I-Card, Appointment
Letter and also the Termination Letter. All other documents from Ext.WS5 to Ext.W11 relates to the matter
before the Tamil Nadu S.L.S.A. and DLC.

6. The Branch Manager, Sri P.S. Nanda Kumar, Avadi Branch, Chennai was examined as MW1 and
produced two documents viz. the Agreement dtd. 05.01.2014 and the letter from Vigilance Department of Zonal
Office dtd. 19.09.2015 marked as Ext.M1 and Ext.M2 respectively.

Issue (i) & (ii)

7. Since both the issues are interlinked inter-alia, so far the fact and law are concerned, taken up together
for a convenient discussion. The Admitted undisputed fact remains that on being appointed by the First
Respondent and vide its letter No. LR.0680/19/GI55/129 dtd. 09.01.2013, the petitioner entered into an
Agreement vide Ext.M1 and joined as Contractual Jewel Appraiser under the Second Respondent, the Branch
Manager, Andhra Bank, Sathyamoorthy Nagar Branch. The Petitioner (WW1) adduced evidence in support of
the contentions averred in her 2A application. The petitioner is stated to have rendered unblemished service
throughout her tenure to the best of her ability and to the satisfaction of the Authority. But to her utter surprise,
she was served with a letter by the Second Respondent for discontinuation of her service as Gold Appraiser vide
letter dtd. 06.10.2015 (Ext.W4). She was never been afforded with any opportunity to represent her case but
without any prior notice ,was terminated from her job. It was believed by the petitioner that she was victimized
and terminated simply pursuant to the observation of the Vigilance Department. She approached different
forums such as the State Legal services Authorities and the Dy. Labour Commissioner for redressal of her
greivance but in vain. She moved the Tribunal in the instant case seeking her reinstatement and other
consequential reliefs.

8. Sri P.S. Nandakumar, the Second Respondent, the then Branch Manager (MW1) was examined on
behalf of the Respondent. In support of the Counter Statement filed by the Respondent he advanced his evidence
that the Jewel Appraiser’s role is restricted only to check the quality of the jewels of the customers who intend
to incur loan from the Bank by pledging the jewels. Besides, when the petitioner joined as per the terms and
conditions of the Agreement, she cannot claim her service to be a regular one. That apart, the Employer has
every authority to terminate the job, if any deviation to the terms and conditions of the Agreement is noticed.

9. In view of the discussion held in preceding paragraphs it is to be seen, if the petitioner is a workman
within the purview of the Act and her discontinuation from service is not legal and justified? The Learned
Counsel on behalf of the Respondent drew attention on the relevant documents i.e. the Approval of
Appointment Letter (Ext.W3), the Agreement between the parties (Ext.M1). It is contended that admittedly the
appointment of the petitioner was made by the First Respondent on contractual basis. It is also an admitted fact
that the petitioner joined as per the terms and conditions of Ext.M1. As such, it is further urged that the
petitioner, Contractual Appraiser is not a workman within the purview of Section (2) of the Industrial Disputes
Act, 1947. Reliance is placed in the judicial verdict of the Supreme Court in the case of Indian Overseas Bank
Vs. All India Indian Overseas Bank Employees Union 2006-2-LLJ-253 (SC)

10. In view of the evidence adduced by MW 1 it reveals the Jewel Appraisers were restricted to appraisal of
jewels. Accordingly, they are required to furnish certificate in individual cases. The commission for professional
service of Jewel Appraisers are borne by the customers and not by the Bank. It is further stated that the Jewel
Appraisers are at liberty to carry on private business outside the premises. Since the Appraisers are required to
appraise the jewel as and when required looking into the customers’ demand, they are not supposed to remain in
the Bank for the whole day (working hours). The Witness being the Branch Manager while stated about the
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procedural aspect of the job of the concerned Jewel Appraisers, denied the relief sought for by the petitioner.
While emphasizes about the contract executed in between the parties the witness also justifies the letter
(Ext.W4) issued by him. At the outset the Learned Counsel also focussed on the other relevant documents. It is
stated the Head Office issued necessary instruction vide Ext.M2 (the letter from Vigilance Department to Zonal
Office) to discontinue the service of the petitioner as some serious irregularities in appraisal of gold / jewellery
was detected by the Internal Vigilance Department for the relevant period when the Petitioner’s husband R.
Dilli (Petitioner in ID 7/2007) was appointed as Contractual Jewel Appraiser in the Senthil Nagar was also
appointed for some time to other Branches including Sathyamoorthy Nagar Branch, where the petitioner was
appointed. On further perusal of the Ext.M2, it further reveals that in a routine manner the Internal Vigilance
Department of the First Respondent, re-appraised 20% of gold jewels in random of the above two Branches of
the relevant period when the Petitioner and her Husband were appointed. The Appraisers are required to give the
report of the net weight of gold and the certificate regarding the quality of the gold. Accordingly, the Gold
Appraisers are under obligation to deduct the weight of stones, beads and plastics, if any found in the jewellery
placed for appraisal by the customers. After the deduction of such weight, the Appraiser is to place the report of
net weight. On such report of net weight and assessed quality of gold, necessary loan is sanctioned by the Bank
in favour of the Borrower. As such the report of the Jewel Appraiser plays a vital role in assisting the Bank in
such field. Ext.M2 discloses that in the instant random re-appraisal of 20% of gold ornaments of both the
Branches viz. Senthil Nagar and Sathyamoorthy Nagar Branch, the Vigilance Department noticed severe
discrepancies. The appraisal of gold jewellery was not held properly by the respective Jewel appraisers. Both the
petitioner and her Husband R. Dilli were appointed as Contractual Gold Jewel Appraisers for the respective
branches for the relevant period and found negligent in discharging their bonafide duties. While appraising the
net weight of gold, both of them were found to have failed to deduct the weight of stones, beads and plastics
from the concerned jewellery but shown the net weight as such. Accordingly, it is contended that the petitioner
deviated from the terms and conditions of the contract causing monetary loss to the Bank. Ext.M1 in this regard
is taken into account. Admittedly, Ext.M1 (The Agreement) in a clear and unequivocal terms speaks that the
Appraiser shall faithfully and diligently do or perform the work or the duties assigned by the Respondent’s
Bank. It was also observed by the Internal Vigilance Department that for the obvious cause of personal gain,
the petitioner and her Husband promoted illegitimate monetary relation with the staff members of the Branch so
also wilfully frustrated the terms and conditions of the agreement. The report was submitted before the First
Respondent for taking appropriate action at their end. The First Respondent directed the Second Respondent to
terminate the Petitioner and her Husband from job. Pursuant to the letter of the Head Office, the Second
Respondent implemented the instruction by issuing the letter of discontinuation (Ext.W3). It is further
contended that the allegations against the then Branch Manager by the Petitioner was an afterthought and
without any basis.

11. In view of the submission of Learned Counsel for both parties and the discussion held in preceding
paragraphs, it reveals that the appointment of the Petitioner was in accordance to the terms and conditions of
Agreement (Ext.M1). When the Petitioner is one of the party to the Agreement it is well presumed that she has
been well aware of the terms and conditions contemplated in the Agreement. One of such condition says that
the Appraiser shall be liable if any mistake, omission, neglect or misconduct made or committed by her in the
performance of her duties. As such when Internal Vigilance Department observed that there was serious
negligence attributed by the Jewel Appraisers causing loss to the Bank, the then Assistant General Manager,
Vigilance moved the Competent Authority, the Senior Manager, Zonal Office vide his letter (enclosed with the
details of the random checklist) to the Zonal Office, Chennai. The Competent Authority, the First Respondent
looking into the gravity and seriousness, advised to the Second Respondent to discontinue the service of Gold
Appraisers i.e. the Petitioner, R. Revathy and her Husband, R. Dilli (Petitioner in ID 7/2007). The Learned
Counsel for the Respondent while justifies the letter under Ext.M2 (letter from Vigilance Zonal Office) and
Ext.W4 (letter of termination) draws attention to the very relevant Clause (18) of the Agreement (Ext.M1).

The Clause 18 of Ext.M1 reads as follows -

“that any loss or damage if caused to the Bank due to the negligence, carelessness of the Appraiser
or his Authorized Deputy during the performance of his responsibilities or if the Appraiser or his
Authorized Deputy has committed fraud or practised dishonesty or has committed gross misconduct
or breach of terms and conditions of this Agreement, it shall be lawful for the Bank to put an end to
the Agreement forthwith by giving the Appraiser and the Guarantor written notice of its intention
forthwith and whether or not the circumstances in any particular case justify the Bank in summarily
putting to an end to this Agreement shall be decided solemnly by the Bank .

12. Accordingly, in view of the discussion held in preceding paragraphs it is apparent from the letter
Ext.M2 that the Competent Authority, the First Respondent, the Senior Manager of Zonal office, was fully
convinced with the report and observation of the Internal Vigilance Department, that there was serious deviation
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to the terms and conditions of the Agreement, wilful negligence on the part of the then Jewel Appraiser in
appraisal of jewellery and arriving at incorrect net weight causing severe loss to the Bank. It is held by the
Authority that the service of the respective Jewel Appraisers were no more required in the given facts and
circumstance and directed the Second Respondent to terminate the Petitioner from the service. It is also
highlighted by the Learned Counsel for the Respondent so also reveal from the materials borne out of
documents on record that the Petitioner has never challenged the direction of the First Respondent in any
competent Forum. Thus, the direction of the First Respondent holds good, till the issuance of letter of
termination by the Second Respondent. Besides, it further appears in view of the terms and conditions of
Clause-18 of Ext.M1, the First Respondent, the Senior Manager, Zonal Office was competent enough to decide
summarily and solemnly to put to an end to the agreement (Ext.M1). Thus, in this scenario it is crystal clear that
the Second Respondent had no role to pay in the decision taken by the First Respondent. On the other hand, the
Second Respondent being the Subordinate Officer was left with no option other than to comply with the
direction of the higher Authority, First Respondent. The Second Respondent simply complied the order of the
higher Authority, First Respondent, the Senior Manager, Zonal Office. The Second Respondent implemented
direction.

13. In view of the discussions held supra, the decision taken by the First Respondent to terminate the
petitioner from job cannot said to be improper and illegal so also the issuance of letter of termination of
Petitioner from her job, by the Second Respondent is held legal and justified, warrants no interference. In the
result, the Petitioner, D. Revathi is not entitled to any relief as sought for.

The reference is answered against the petitioner. The Industrial Dispute case stands dismissed.
An Award is passed accordingly.
DIPTI MOHAPATRA, Presiding Officer

(Dictated and transcribed by PA and
corrected and pronounced in the open
court on this day the 24.06.2020)

Witnesses Examined :
For the 1* Party/Petitioner : WW1, Smt.D.Revathy
For the 2™ Party/1 & 2" Respondent ~ : MW]1, Sh. P.S.Nandakumar

Documents Marked:-
On the petitioners side

Ex.No. Date Description

Ex. W1 - Identity Card Issued by Gold Silver Appraiser
Society

Ex.W2 29.08.2013 Certificate Issued by BSS Skill School

Ex. W3 27.01.2007 Appointment letter of the Petitioner

Ex.W4 06.10.2015 Termination of service of the Petitioner

Ex.W5 15.07.2016 Tamilnadu State Legal Service Authority Call
Letter

Ex.W6 30.08.2016 District Legal Service Authority Letter Chennai

Ex.W7 06.09.2016 High Court Legal Service to Advocate
Mr.T.Saravanan

Ex. W8 21.09.2016 Legal Opinion of Advocate Mr. T.Saravanan

Ex.W9 17.10.2016 Petition to Dy. CLC (C).

Ex.WI10 12.12.2016 2" Respondent‘s reply to Petitioner’s
Complaint before Dy. CLC (C).

Ex.W11 31.01.2017 Certificate issued by Dy. CLC (C)

(No Settlement Reached ).
On the Respondent_side

Ex.No. Date Description
Ex.M1 05.01.2014 Appraiser Agreement of Mrs. D. Revathy
Ex.M2 19.09.2015 Letter from Vigilance Department to Zonal

Office
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New Delhi, the 14th August, 2020

S. 0. 705.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 5/2016) of the Cent.Govt.Indus.Tribunal-cum-Labour Court,
Hyderabad as shown in the Annexure, in the industrial dispute between the management of M/s. Singareni
Collieries Company Ltd., and their workmen, received by the Central Government on 07.07.2020.

[No. L-22012/93/2015-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 13™ day of March, 2020
INDUSTRIAL DISPUTE No. 5/2016

Between:

The President (Bandari Satyanarayana)

Rashtriya Colliery Mazdoor Sangh (INTUC),

Rajkumar Complex, Saibaba Temple Road,

Jaffar Nagar, Mancherial-504209. ...Petitioner
AND

The General Manager,

M/s. Singareni Collieries Company Ltd.,

Mandamarri Area, Mandamarri (P.O.)

Adilabad district —504 231. ...Respondent
Appearances:
For the Petitioner : Sri Sangars Bhagawanth Rao, Advocate
For the Respondent : M/s. P.A.V.V.S. Sarma & Vijaya Laxmi P., Advocates
AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment,
New Delhi vide order No.L-22012/93/ 2015 -IR(CM-II) dated 23.12.2015 whereunder this Tribunal is required
to adjudicate the dispute i.e.,

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Mandamarri
Area, Mandamarri, Adilabad Distt. in terminating the services of Sri Lingala Venkateshwarlu, Ex-
Coal Filler, Kasipeta Mine, SCCL, Mandamarri Area, with effect from 28.10.2004 is justified or not?
If not, to what relief the applicant is entitled for?”’

After receiving the above said reference this Tribunal registered the case as I D No. 5/2016 and issued
notices to both the parties and secured their presence.
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2. The Petitioner Union filed claim statement with the averments in brief as follows:

It is submitted in the representation of the Petitioner Union that, the workman Sri Lingala
Venkateshwarlu was initially appointed as a Badli Coal Filler on 9.6.1988. He was regular to his duties and
performing his duties upto the satisfaction of all his superiors. While so, during the year 2002, the workman
suffered ill-health as a result of which, he could not be regular to his duties during the year 2002. While the
matters stood thus, he was issued with a charge sheet alleging that the workman remained absent during the
year 2002, which amounts to misconduct under company’s Standing Order No. 25.25. Subsequently, one
enquiry was conducted and the Workman was not given any opportunity much less valid in nature to put forth
his grievances. Basing on such lopsided enquiry, the Enquiry Officer held the charges as proved, and basing on
the erroneous findings of the Enquiry Officer, the Workman was dismissed from service vide office order dated
25.4.2004. It is stated that the Workman has categorically stated about his inability to perform his duties
regularly during the year 2002, which was only on account of his ill-health and other family problems. But
without considering any of his submissions, the Workman was dismissed from service. It is also stated that the
action of the Respondent’s management in dismissing the Workman from service is wholly illegal, arbitrary,
violative of the principles of natural justice. The Workman has rendered 16 years of continuous service in the
Respondent’s management. The Workman approached the Respondent to consider his case sympathetically,
but the Respondent management did not pay any heed to it. Therefore, the Workman was constrained to
approach this Tribunal to declare the impugned order issued by the Respondent is illegal and arbitrary and to set
aside the same and consequently to direct the Respondent to reinstate the Workman into service duly granting
all other attendant benefits such as continuity of service, and back wages etc..

3. Respondent filed counter with the averments in brief as follows:

In the counter the Respondent while admitting some of the factual aspects to be true, stated that the
Workman was appointed in the Respondent’s organization on 9.8.1988 as a Badli Filler and later promoted as a
Coal Filler. He was dismissed from service on proved charges of absenteeism, after conducting a detailed
domestic enquiry duly following the principles of natural justice. The Workman attended the enquiry, which
was conducted purely following the principles of natural justice. It is stated that basing on the evidence
adduced before the Enquiry Officer, the Enquiry Officer submitted his report holding the charges levelled
against the Workman was proved for his unauthorized absence in the year 2001 but not for the year 2002 as per
the averments made in the claim statement by the Petitioner. A copy of the enquiry report and the enquiry
proceeding was sent to the Workman by way of show cause notice giving him an opportunity to make
representation against the findings of the enquiry report; since the charge levelled against the Workman is
proved and it was serious in nature, punishment warranted was dismissal from service. The Disciplinary
Authority has gone through the enquiry proceeding and his past record and found that there was no extenuating
circumstances to take a lenient view, and lastly, the Respondent was constrained to dismiss the Workman from
service. It is stated that in fact the Workman was irregular to his duties and he did not improve his attendance
even after issuing charge sheet to him, and after receiving the show cause notice. It is further stated that the
punishment imposed on the Workman is justified and legal and as such the claim petition is liable to be
dismissed in limini.

4. In view of the memo filed by the Learned Counsel for the Petitioner conceding the validity of the
domestic enquiry conducted by the Respondent, the domestic enquiry conducted by the Respondent is held
legal and valid vide order dated 9.9.2019.

5. Both the parties have advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947,
in support of their claim.

6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing the
punishment of dismissal from service to Sri Lingala Venkateshwarlu is legal and justified?

II.  Whether the Workman is entitled for reinstatement into service?
III.  If not, to what other relief he is entitled?

7. Point No.I: During the course of argument, the Learned Counsel appearing on behalf of the
Workman argued that, during the year 2001/2002, the workman suffered ill-health. Even in his show cause the
Workman has mentioned the above fact, but it has not been considered during the course of the enquiry and on
account of absenteeism capital punishment of dismissal from service was imposed on the workman. When the
Workman has taken a stand that due to his illness and other family problems he could not be able to attend his
duties regularly and remained absent, the authority should have considered his case while imposing capital
punishment. But, the authority has not considered any of the submissions of the Workman, and has given
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capital punishment to the Workman when several modes of punishment are enumerated in the company’s
Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Workman was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to the ill-health of the workman and other family problems, the Workman could not be able to regular in his
duty, the Workman has remained absent in his duties and a proceeding was initiated against him for his
absenteeism followed by an enquiry. In the enquiry, the charges levelled against the Workman were proved.
For this, capital punishment was imposed on the workman. After dismissal of service, the Workman has
become jobless and unable to provide a square meal to his family members. He has already realised his mistake
and has taken shelter in the court at the age of 47 years, he is now aged about 52 years and is searching ways
and means to provide bread and butter to his family members. When the Workman being an able bodied and
energetic man and has already realised his mistake and is coming forward to work under the Respondent,
atleast one chance should be given to him for his reinstatement into service at the end of his service period.
Admittedly several modes of punishment are enumerated in company’s Standing Orders. Though the Workman
is a first offender and has worked for about 16 years under the Respondent, while imposing capital punishment
to his employees, the management should think of the condition of the workers as well as his family members.
In this case, the punishment imposed by the Respondent management for dismissal of service is too harsh.
Therefore, it can safely be stated that the action taken by the management in imposing the punishment of
dismissal from service to Sri Lingala Venkateshwarlu is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. II & I1II: In Point No.I, it has already been discussed that the punishment of dismissal from
service to Sri Lingala Venkateshwarlu is not legal and justified. After dismissal of service as stated earlier,
when the Workman has already realised his mistake and has come to the court with a prayer for reinstatement
into service he should be given a chance to serve for his family members. After dismissal of service the
Workman has become jobless and he being the sole bread earner of his family, is unable to provide a square
meal to his family members. In such a circumstances atleast the Workman should be given a chance to
maintain his livelihood and to work under the Respondent’s management. But in this case, the Workman has
not come to the court soon after his dismissal of service. Therefore, in the opinion of this Tribunal the
Workman is not entitled to get all the relief as claimed in his claim petition. But he is only entitled to be given a
chance to work in the Respondent’s management.

Thus, Point Nos. II & III are answered accordingly.
RESULT:

In the result, the action of the Chief General Manager, M/s. Singareni Collieries Company Ltd.,
Mandamarri Area, Adilabad Dist., in terminating the services of Sri Lingala Venkateshwarlu, Ex-Coal Filler,
Kasipeta Mine, SCCL, Mandamarri Area, with effect from 28.10.2004 is not justified and is hereby set aside.
It is ordered that the workman be taken into service as a fresh employee i.e., Badli filler in Cat.I, on initial basic
pay without back wages and continuity of service, subject to medical fitness by company Medical Board and the
workman be kept under probation for a period of one year. The management is also directed to take an
undertaking of good behaviour from the workman at the time of his posting.

The Workman cannot claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman shall not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry and in the event of completion of one year of probation
satisfactorily, the workman is to continue in service till the age of attaining superannuation. The management
shall consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for his appointment afresh and as such the
reference is answered accordingly. So also the, award is passed accordingly. Transmit.
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Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
13" day of March, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL

Documents marked for the Workman
NIL
Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S. 0. 706.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 36/2016) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of

M/s. Singareni Collieries Company Ltd., and their workmen, received by the Central Government on
07.07.2020.

[No. L-22012/32/2016-IR(CM-I1)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE
IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD
Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 13" day of March, 2020
INDUSTRIAL DISPUTE No. 36/2016

Between:

Sri Pasham Nageswara Rao,

H.No. 22-2-103, Subhashnagar,

Basthi, Bellampalli

Adilabad Distt.

Adilabad — 504251. ...Petitioner
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AND
The General Manager,
M/s. Singareni Collieries Company Ltd.,
Bhupalapalli Area, Bhupalapalli(P.O.)
Warangal district — 506 169 ...Respondent
Appearances:
For the Petitioner : M/s. A. Sarojana, K. Vasudeva Reddy & B. Kiran Kumar, Advocates
For the Respondent : M/s. P.A.V.V.S. Sarma, P. Vijaya Laxmi & Dasaradha Ramulu, Advocates
AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment,
New Delhi vide order No.L- 22012/32/2016-IR(CM-II) dated 15.7.2016 whereunder this Tribunal is required to
adjudicate the dispute i.e.,

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Mandamarii
Area, Warangal Distt., in terminating the services of Sri Pasham Nageswara Rao, Coal Filler, KTK-5
Inc., SCCL, Bhupalapalli Area with effect from 1.9.2006 is justified or not? If not, to what relief the
applicant is entitled for?”’

After receiving the above said reference this Tribunal registered the case as I D No. 36/2016 and issued
notices to both the parties and secured their presence.

2. The Petitioner filed claim statement with the averments in brief as follows:

The workman Sri Pasham Nageswara Rao was initially appointed on 3.1.1986 as a Badli Filler and
later he was promoted as Coal Filler. He was regular to his duties and performing his duties upto the
satisfaction of all his superiors. While so, he could not be regular to his duties during the year 2003, due to
death of his mother in the year 2003, demise of his father in the year 2004 and his brother in the year 2005, and
his ill-health as he suffered from nerves problems and speech problem. While the matters stood thus, a charge
sheet dated 12.7.2004 was issued to him by the Respondent alleging that the Workman absented for duty during
the year 2003, which amounts to misconduct under company’s Standing Order No.25.25. The workman could
not submit his explanation to the charge sheet nor participated in the enquiry, wherein the Workman was not
given any opportunity much less valid in nature to put forth his grievances. Basing on such lopsided enquiry,
the Enquiry Officer held the charges as proved, and basing on the erroneous findings of the Enquiry Officer, the
Workman was dismissed from service through proceeding dated 28/30.8.2006 with effect from 1.9.2006. It is
stated that during the course of the enquiry the Workman has categorically stated about his inability to perform
his duties regularly during the year 2003, which was only on account of the death of his parents and his brother,
his ill-health and other family problems. But without considering any of his submissions, the Workman was
dismissed from service. It is also stated that the action of the Respondent’s management in dismissing the
Workman from service is wholly illegal, arbitrary, violative of the principles of natural justice. The Workman
has rendered 20 years of continuous service in the Respondent’s management. The Workman approached the
Respondent to consider his case sympathetically, but the management did not pay any heed to it. Therefore, the
Workman was constrained to approach this Tribunal to declare the impugned order issued by the Respondent is
illegal and arbitrary and to set aside the same and consequently to direct the Respondent to reinstate the
Workman into service duly granting all other attendant benefits such as continuity of service, and back wages
etc..

3. Respondent filed counter with the averments in brief as follows:

In the counter the Respondent while admitting some of the factual aspects to be true, stated that the
Workman was appointed in the Respondent’s company as a Badli Filler on 10.2.1986. He was dismissed from
service on proved charges of absenteeism, after conducting a detailed domestic enquiry duly following the
principles of natural justice. The Workman did not participate in the enquiry, which was conducted purely
following the principles of natural justice. It is stated that basing on the evidence adduced before the Enquiry
Officer, the Enquiry Officer submitted his report holding the charges levelled against the Workman was proved.
A copy of the enquiry report and the enquiry proceeding was sent to the Workman by way of show cause notice
giving him an opportunity to make representation against the findings of the enquiry report; since the charge
levelled against the Workman is proved and it was serious in nature, punishment warranted was dismissal from
service. The Disciplinary Authority has gone through the enquiry proceeding and his past record and found that
there was no extenuating circumstances to take a lenient view and lastly, the Respondent was constrained to
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dismiss the Workman from service. It is stated that in fact the Workman was irregular to his duties and he did
not improve his attendance even after issuing charge sheet to him, and after receiving the show cause notice. It
is further stated that the punishment imposed on the Workman is justified and legal and as such the claim
petition is liable to be dismissed in limini.

4. In view of the memo filed by the Learned Counsel for the Petitioner stating therein that the Petitioner
is not interested to prosecute the issue of validity of domestic enquiry conducted by the Respondent, therefore
the validity of domestic enquiry is held as legal and valid vide order dated 3.1.2019.

5. Both the parties have advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947,
in support of their claim.
6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing

the punishment of dismissal from service to Sri Pasham Nageswara Rao is legal and justified?
II.  Whether the Workman is entitled for reinstatement into service?
III.  If not, to what other relief he is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Workman argued that due to death of his parents, his brother, his ill-health and other family problems, the
Workman could not be able to attend his duty sincerely. Even in his show cause the Workman has mentioned
the above fact, but it has not been considered during the course of the enquiry and on account of absenteeism
capital punishment of dismissal from service was imposed on the Workman. When the Workman has taken a
stand that due to his illness and other family problems he could not be able to attend his duties regularly and
remained absent, the authority should have considered his case while imposing capital punishment. The
authority has not considered any of the submissions of the Workman, and has given capital punishment to the
Workman when several modes of punishment are enumerated in the company’s Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Workman was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to the death of his mother in the year 2003, demise of his father in the year 2004 and his brother in the year
2005, and Petitioner’s ill-health who suffered from nerves problems and speech problem, he [the Workman]
could not be able to be regular in his duty, ultimately the Workman has remained absent in his duties and a
proceeding was initiated against him for his absenteeism followed by an enquiry. In the enquiry, the charges
levelled against the Workman were proved. For this, capital punishment was imposed on the workman. After
dismissal of service, the Workman has become jobless and unable to provide a square meal to his family
members. He has already realised his mistake and has taken shelter in the court at the age of 55 years, he is
now aged about 59 years and has already attained the age of superannuation, and at this age he is searching
ways and means to provide bread and butter to his family members. In such a circumstances, atleast one chance
should be given to him for his reinstatement into service in order to get all his terminal benefits. Admittedly
several modes of punishment are enumerated in company’s Standing Orders. But the management decided to
impose capital punishment. The Petitioner is a first offender and has worked for about twenty years under the
Respondent. ~ While imposing capital punishment to his employees, the management should think of the
condition of the workers as well as his family members. In this case, the punishment imposed by the
Respondents for dismissal of service is too harsh and is not proper. Therefore, it can safely be stated that the
action taken by the management in imposing the punishment of dismissal from service to Sri Pasham
Nageswara Rao is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. II & I1I: In Point No., it has already been discussed that the punishment of dismissal from
service to Sri Pasham Nageswara Rao is not legal and justified. After dismissal of service as stated earlier, when
the Petitioner has already realised his mistake and has come to the court with a prayer for reinstatement into
service he should be given a chance to serve for his family members. After dismissal of service the Petitioner
has become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his
family members. In such a circumstances, the Petitioner should be given a chance to maintain his livelihood
and to work under the Respondents’ management. But unfortunately, during the pendency of this case the
Petitioner has attained the age of superannuation. So, question of rendering any service to the Respondents is
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not expected from the Petitioner. But only he is to be reinstated into service to get all his service benefit and
also entitled to get 30% of back wages.

Thus, Point Nos. II & III are answered accordingly.
RESULT:

In the result, the action of the General Manager, M/s. Singareni Collieries Company Ltd., Mandamarii
Area, Adilabad Distt., in terminating the services of Sri Pasham Nageswara Rao, Coal Filler, KTK-5 Inc.,
SCCL, Bhupalapalli Area with effect from 1.9.2006 is not justified. Proceeding No. BHP/PER/20-D/3356 dated
28/30.8.2006 issued by the Respondent is declared as illegal and the same is hereby set aside. It is ordered that
the workman Sri Pasham Nageswara Rao be reinstated in service only to get all his terminal benefits. He is
entitled to get 30% of back wages. The Respondents are directed to give all the terminal benefits along with
30% of back wages to the Petitioner after four months of receipt of this order, failing which the Petitioner is at
liberty to recover the same through the process of law.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
13™ day of March, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL

Documents marked for the Workman
NIL

Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S. 0. 707.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 66/2015) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of

M/s. Singareni Collieries Company Ltd., and their workmen, received by the Central Government on
07.07.2020.

[No. L-22012/49/2015-IR(CM-11)]
RAJENDER SINGH, Desk Officer/Section Officer
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ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 24" day of February, 2020
INDUSTRIAL DISPUTE No. 66/2015

Between:
Sri Bogiri Mallian,
H.No. 2-4/1, Manthani (V) & (M)-505184
Karimnagar Dist. ...Petitioner
AND
The General Manager,
M/s. Singareni Collieries Company Ltd.,
Ramagundam-I Area, Godavarikhani-505 209. ...Respondent
Appearances:
For the Petitioner  : None
For the Respondent : M/s. Nandigam Krishna Rao, N.S. Pattabhi Rama Rao & N. Dasaradha Ramulu,
Advocates
AWARD

The Government of India, Ministry of Labour by its order No. L-22012/49/2015-IR(CM-II) dated
29.7.2015 referred the following dispute between the management of M/s. Singareni Collieries Company Ltd.,
and their workman under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this Tribunal. The reference
is,

SCHEDULE

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Ramagundam-I
Area, Godavarikhani, Karimnagar Dist., in terminating the services of Sri Bogiri Mallaiah, Ex- CF,
GDK-11A Inc., SCCL Ramagundam-I Area, Godavarikhani with effect from 10.9.2001 is justified or
not? If not, to what relief the applicant is entitled for?”

The reference is numbered in this Tribunal as I.D. No. 66/2015 and notices were issued to the parties
concerned.

2. The case was posted for filing of claim statement by the Petitioner but,  notices served on the
Petitioner returned unserved. Non appearance of the Petitioner and non taking of any steps to pursue his case
clearly indicates that perhaps the Petitioner is not interested to pursue his case. In the circumstances stated
above, it is not desirable to linger the case to date to date awaiting the appearance of the Petitioner. Hence, the
case of the Petitioner workman is closed and a ‘No dispute’ award is passed.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
24™ day of February, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL
Documents marked for the Petitioner
NIL

Documents marked for the Respondent
NIL
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New Delhi, the 14th August, 2020

S. 0. 708.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 37/2016) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of

M/s. Singareni Collieries Company Ltd., and their workmen, received by the Central Government on
07.07.2020.

[No. L-22012/31/2016-IR(CM-I1)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD
Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 6™ day of July, 2020

INDUSTRIAL DISPUTE No. 37/2016

Between:

Sri Mukkera Mallesh,
H.No.1-45,Batwanpalli,
P.0.& Mandal: Bellampalli

Adilabad Distt.
Adilabad — 504251 ...Petitioner
AND

The General Manager,

M/s. Singareni Collieries Company Ltd.,

Mandamarri Area, Mandamarri (P.O.)

Adilabad district — 504231. ... Respondent

Appearances:

For the Petitioner : M/s. A. Sarojana & K. Vasudeva Reddy, Advocates

For the Respondent : M/s. P. A.V.V.S. Sarma, P. Vijaya Laxmi & Dasaradha Ramulu, Advocates
AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment,
New Delhi vide order No.L- 22012/31/2016-IR(CM-II) dated 15.7.2016 whereunder this Tribunal is required to
adjudicate the dispute i.e.,

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Mandamarii
Area, Adilabad Distt., in terminating the services of Sri Mukkera Mallesh, Coal Filler, MK-4 Inc.,
SCCL, Mandamarri Area with effect from 12.2.2008 is justified or not? If not, to what relief the
applicant is entitled for?

After receiving the above said reference this Tribunal registered the case as I D No. 37/2016and issued
notices to both the parties and secured their presence.
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2. The Petitioner filed claim statement with the averments in brief as follows:

The workman Sri Mukkera Mallesh was initially appointed in the year 1986 as Badli Filler and later he
was promoted as Coal Filler. He was regular to his duties and performing his duties upto the satisfaction of all
his superiors. While so, he could not be regular to his duties during the year 2005 due to his ill-health, death of
his parents in the year 2004 and other family problems. While the matters stood thus, a charge sheet dated
25.2.2006 was issued to him by the Respondent alleging that the Workman absented for duty during the year
2004, which amounts to misconduct under company’s Standing Order No.25.25. The workman submitted
explanation to the charge sheet and participated in the enquiry, wherein the Workman was not given any
opportunity much less valid in nature to put forth his grievances. Basing on such lopsided enquiry, the Enquiry
Officer held the charges as proved, and basing on the erroneous findings of the Enquiry Officer, the Workman
was dismissed from service through proceeding dated 6.2.2008 with effect from 12.2.2008. It is stated that
during the course of the enquiry the Workman has categorically stated about his inability to perform his duties
regularly during the year 2005, which was only on account of death of his parents, his ill-health and other
family problems. But without considering any of his submissions, the Workman was dismissed from service. It
is also stated that the action of the Respondent’s management in dismissing the Workman from service is wholly
illegal, arbitrary, violative of the principles of natural justice. The Workman has rendered 19 years of
continuous service in the Respondent’s management. The Workman approached the Respondent to consider his
case sympathetically, but the management did not pay any heed to it. Therefore, the Workman was constrained
to approach this Tribunal to declare the impugned order issued by the Respondent is illegal and arbitrary and to
set aside the same and consequently to direct the Respondent to reinstate the Workman into service duly
granting all other attendant benefits such as continuity of service, and back wages etc..

3. Respondent filed counter with the averments in brief as follows:

In the counter the Respondent while admitting some of the factual aspects to be true, stated that the
Workman was appointed in the Respondent’s company as a Badli Filler. He was dismissed from service on
proved charges of absenteeism, after conducting a detailed domestic enquiry duly following the principles of
natural justice. The Workman participated in the enquiry, which was conducted purely following the principles
of natural justice. It is stated that basing on the evidence adduced before the Enquiry Officer, the Enquiry
Officer submitted his report holding the charges levelled against the Workman was proved. A copy of the
enquiry report and the enquiry proceeding was sent to the Workman by way of show cause notice giving him an
opportunity to make representation against the findings of the enquiry report; since the charge levelled against
the Workman is proved and it was serious in nature, punishment warranted was dismissal from service. The
Disciplinary Authority has gone through the enquiry proceeding and his past record and found that there was no
extenuating circumstances to take a lenient view and lastly, the Respondent was constrained to dismiss the
Workman from service. It is stated that in fact the Workman was irregular to his duties and he did not improve
his attendance even after issuing charge sheet to him, and after receiving the show cause notice. It is further
stated that the punishment imposed on the Workman is justified and legal and as such the claim petition is liable
to be dismissed in limini.

4. In view of the memo filed by the Learned Counsel for the Petitioner stating therein that the Petitioner
is not pressing the issue of validity of domestic enquiry conducted by the Respondent, the validity of domestic
enquiry is held as legal and valid vide order dated 3.1.2019.

5. Both the parties have advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947,
in support of their claim.
6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing

the punishment of dismissal from service to Sri Mukkera Mallesh is legal and justified?
II.  Whether the Workman is entitled for reinstatement into service?
III. Ifnot, to what other relief he is entitled?

7. Point No.I: During the course of argument, the Learned Counsel appearing on behalf of the Workman
argued that due to death of his parents, his ill-health and other family problems, the Workman could not be able
to attend his duty sincerely. Even in his show cause the Workman has mentioned the above fact, but it has not
been considered during the course of the enquiry and on account of absenteeism capital punishment of dismissal
from service was imposed on the Workman. When the Workman has taken a stand that due to his illness and
other family problems he could not be able to attend his duties regularly and remained absent, the authority
should have considered his case while imposing capital punishment. The authority has not considered any of
the submissions of the Workman, and has given capital punishment to the Workman when several modes of
punishment are enumerated in the company’s Standing Orders.
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8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company to be held is legal and proper. When the Workman was not sincere in
his duty and failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to his illness and other family problems, the Workman could not be able to be regular in his duty, the
Workman has remained absent in his duties and a proceeding was initiated against him for his absenteeism
followed by an enquiry. In the enquiry, the charges levelled against the Workman were proved. For this, capital
punishment was imposed on the workman. After dismissal of service, the Workman has become jobless and is
unable to provide a square meal to his family members. He has already realised his mistake and has taken
shelter in the court at the age of 56 years, he is now aged about 60 years and has already attained the age of
superannuation, and at this age he is searching ways and means to provide bread and butter to his family
members. In such a circumstances, atleast one chance should be given to him for his reinstatement into service
in order to get all his terminal benefits. Admittedly several modes of punishment are enumerated in company’s
Standing Orders. But the management decided to impose capital punishment. The Petitioner is a first offender
and has worked for about twenty two years under the Respondent. While imposing capital punishment to his
employees, the management should think of the condition of the workers as well as his family members. In this
case, the punishment imposed by the Respondents for dismissal of service is too harsh and is not proper.
Therefore, it can safely be stated that the action taken by the management in imposing the punishment of
dismissal from service to Sri Mukkera Mallesh is not legal and justified.

Thus, Point No. I is answered accordingly.

10. Point Nos. II & III: In Point No.l, it has already been discussed that the punishment of dismissal from
service to Sri Mukkera Mallesh is not legal and justified. After dismissal of service as stated earlier, when the
Petitioner has already realised his mistake and has come to the court with a prayer for reinstatement into service
he should be given a chance to serve for his family members. After dismissal of service the Petitioner has
become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his
family members. In such a circumstances, the Petitioner should be given a chance to maintain his livelihood
and to work under the Respondents’ management. But unfortunately, during the pendency of this case the
Petitioner has attained the age of superannuation. So, question of rendering any service to the Respondent is
not expected from the Petitioner. But only in this case the Petitioner is to be reinstated into service to get all his
service benefit and also entitled to get 30% of back wages.

Thus, Point Nos. II & III are answered accordingly.
RESULT:

In the result, the action of the General Manager, M/s. Singareni Collieries Company Ltd., Mandamarii
Area, Adilabad Distt., in terminating the services of Sri Mukkera Mallesh, Coal Filler, MK-4 Inc., SCCL,
Mandamarri Area with effect from 12.2.2008 is not justified. Proceeding No. MMR/PER/D/072/ 08/766 dated
6.2.2008 issued by the Respondent is declared as illegal and the same is hereby set aside. It is ordered that the
workman Sri Mukkera Mallesh be reinstated in service only to get all his terminal benefits. He is entitled to get
30% of back wages. The Respondents are directed to give all the terminal benefits along with 30% of back
wages to the Petitioner after four months of this order, failing which the Petitioner is at liberty to recover the
same through the process of law.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
6™ day of July, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL
Documents marked for the Workman
NIL

Documents marked for the Respondent
NIL
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New Delhi, the 14th August, 2020

S. 0. 709.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award ( Ref. No. LC 149/2013) of the Cent.Govt.Indus. Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of

M/s. Singareni Collieries Company Ltd., and their workmen, received by the Central Government on
07.07.2020.

[No. L-22013/01/2020-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 19" day of February, 2020
INDUSTRIAL DISPUTE L.C.No. 149/2013

Between:

Sri D. Vijaya Kumar,

S/o Late D. Veera Reddy,

R/0 Qtr No.1296, Narsapur Colony,

CCC Post, Mancherial. ... Petitioner
AND

The General Manager,

The Singareni Collieries Company Ltd.,

Srirampur, Kothagudem (Post)

Khammam District — A.P. ...Respondent

Appearances:

For the Petitioner : M/s. V.S. Sudhakar, Advocates

For the Respondent : M/s. P.A.V.V.S. Sarma & Vijayalaxmi Panguluri, Advocates
AWARD

Sri D. Vijay Kumar who worked as a Badli Filler (who will be referred to as the workman) has filed
this petition under Sec. 2A(2) of the Industrial Disputes Act, 1947 against the Respondents M/s. Singareni
Collieries Company Ltd., seeking for declaring the dismissal order dated 15.11.2011 issued by the Respondent
as illegal, arbitrary and to set aside the same consequently directing the Respondent to reinstate the Petitioner
into service duly granting all the consequential benefits such as continuity of service, back wages and all other
attendant benefits etc., and such other reliefs as this court may deems fit.

2. The averments made in the petition in brief are as follows:

The Petitioner was initially appointed as a badli filler in the year 2008, after his father’s death in the
year 2005. It is submitted that the Petitioner had completed ITI Electrician from Krishi ITI College,
Mancherial and also holds valid driving license of LMV and the said fact was brought to the knowledge of the
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Respondent company as the Petitioner was unable to perform the present job. The Petitioner has worked for
four months and later because of heavy underground physical work as well as lack of knowledge, he was
hospitalized. Later, the Petitioner had explained his weakness to the management and requested to change the
nature of work from badly worker to electrician work as he is a qualified worker or provide an opportunity in
vehicle driving as he holds a valid driving license. It is submitted that, after submission of the above request he
stayed at home, as the Respondent management has assured that they will inform him about the change, in the
nature of work. Even after more than 8 months when there was no response from the management side he
approached the management and the management send him for medical examination on 17.11.2011 and found
that this Petitioner is fit to do work from 17.11.2011. Later he was waiting eagerly for an alternate job in the
Respondent’s company but the Respondent management without giving any opportunity, has initiated ex-parte
proceedings by publishing in Sakshi Newspaper by appointing an Enquiry Officer. Basing on such lopsided
enquiry, the Enquiry Officer held the charges as proved and basing on the erroneous findings of the Enquiry
Officer, the Petitioner was dismissed from service vide office order dated 15.11.2011. But without considering
any of his submissions, the Petitioner was dismissed from service. It is also stated that the action of the
Respondent’s management in dismissing the Petitioner from service is wholly illegal, arbitrary, violative of the
principles of natural justice. The Petitioner has rendered three years of continuous service in the Respondent’s
management till his dismissal from service. The Petitioner approached the Respondent to consider his case
sympathetically, but the management did not pay any heed to it. Therefore, the Petitioner was constrained to
approach this Tribunal to declare the impugned order dated 15.11.2011 issued by the Respondent is illegal and
arbitrary and to set aside the same and consequently to direct the Respondents to reinstate the Petitioner into
service duly granting all other attendant benefits such as continuity of service, back wages etc..

3. The Respondent filed counter denying the averments made in the petition, with the averments in
brief which runs as follows:

In the counter the Respondent while admitting some of the factual aspects of the case to be true, stated
that the Petitioner was appointed in the Respondent’s company on 13.8.2008 as a Badli Coal Filler. He was
dismissed from service on proved charges of absenteeism, after conducting a detailed domestic enquiry duly
following the principles of natural justice. The Petitioner did not attend the dates fixed for the enquiry. He was
given full, fair and reasonable opportunity to defend himself in the enquiry. The enquiry was conducted purely
following the principles of natural justice. It is stated that basing on the evidence adduced before the Enquiry
Officer, the Enquiry Officer submitted his report holding the charges levelled against the Petitioner was proved.
A copy of the enquiry report and the enquiry proceeding was sent to the Petitioner by way of show cause notice
giving him an opportunity to make representation against the findings of the enquiry report; since the charge
levelled against the Petitioner is proved and it was serious in nature, punishment warranted was dismissal from
service. The Disciplinary Authority has gone through the enquiry proceeding and his past record and found that
there was no extenuating circumstances to take a lenient view and lastly, the Respondent was constrained to
dismiss the Petitioner from service. It is stated that in fact the Petitioner was irregular to his duties and he did
not improve his attendance even after issuing charge sheet to him, and after receiving the show cause notice. It
is further stated that the punishment imposed on the Petitioner is justified and legal and as such the claim
petition is liable to be dismissed in limini.

4. In view of the memo filed by the Learned Counsel for the Petitioner not to dispute the validity of the
domestic enquiry conducted by the Respondent, the domestic enquiry conducted by the Respondent
management is held as legal and valid vide order dated 30.1.2018.

5. Both the parties have advanced their arguments U/s.11A of the Industrial Disputes Act, 1947 in
support of their claim.
6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing the

punishment of dismissal from service to Sri D. Vijay Kumar is legal and justified?
II.  Whether the Petitioner is entitled for reinstatement into service?
III. Ifnot, to what other relief the Petitioner is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Petitioner submitted that due to his illness, the Petitioner could not be able to attend his duty sincerely and also
awaited for reply from the Respondent for consideration of his request regarding change in the nature of duties.
Even in his show cause the Petitioner has mentioned the above facts but it has not been considered during the
course of the enquiry and on account of absenteeism capital punishment of dismissal from service was imposed
on the Petitioner. When the Petitioner has taken a stand that due to his inability to perform duty as Badli Filler
and requested to change his nature of duties to that of a Driver or an Electrician, he could not be able to attend
his duties regularly and remained absent, but in such a case, the authority should have considered his case while
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imposing capital punishment. But the authority has not considered any of the submissions of the Petitioner, and
has imposed capital punishment to the Petitioner when several modes of punishment are enumerated in the
company’s Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent submitted that when
the Petitioner was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Petitioner was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to his inability to perform duty as Badli Filler and request to change his nature of duties to that of a Driver or an
Electrician, he could not be able to regular in his duty, and remained absent in his duties and also one
proceeding was initiated against him for his absenteeism followed by an enquiry. In the enquiry, the charges
levelled against the Petitioner were proved. For this, capital punishment was imposed. After dismissal of
service, the Petitioner has become jobless and unable to provide a square meal to his family members. He has
already realised his mistake and has taken shelter in the court at the age of 35 years, he is now aged about
42 years and is searching ways and means to provide bread and butter to his family members. The Petitioner
being an able bodied and energetic man has already realised his mistake and is coming forward to the court at
the age of 42 years to work under the Respondent. In such a circumstances, atleast one chance should be given
to him for his reinstatement into service in order to save his family members. Admittedly several modes of
punishment are enumerated in company’s Standing Orders. The Petitioner is a first offender and has worked
about two years under the Respondent. While imposing capital punishment to his employees, the management
should think of the condition of the workers as well as his family members. In this case, the punishment
imposed by the Respondent for dismissal of service of the Petitioner is too harsh. Therefore, it can safely be
stated that the action taken by the management in imposing the punishment of dismissal from service to Sri D.
Vijay Kumar is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. II & III: In Point No.I, it has already been discussed that the punishment of dismissal from
service to Sri D. Vijay Kumar is not legal and justified. ~ After dismissal of service as stated earlier, when the
Petitioner has already realised his mistake and has come to the court with a prayer for reinstatement into service
he should be given a chance to serve for his family members. After dismissal of service the Petitioner has
become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his family
members. In such a circumstances atleast the Petitioner should be given a chance to maintain his livelihood and
to work under the Respondent’s management. But in this case, the Petitioner has not come to the court soon
after his dismissal of service. In the opinion of this Tribunal the Petitioner is not entitled to get all the relief as
claimed in his claim petition. But he is only entitled to be given a chance to work in the Respondent’s
management.

Thus, Point Nos. II & III are answered accordingly.
ORDER

Proceeding No. SRP/PER/13.008/4149 dated 15.11.2011 issued by Respondent is declared as illegal
and is hereby set aside. It is ordered that the workman Sri D. Vijay Kumar be taken into service as a fresh
employee i.e., Badli filler in Cat.I, on initial basic pay without back wages and continuity of service, subject to
medical fitness by the company Medical Board and the workman be kept under probation for a period of one
year. The management is also directed to take an undertaking of good behaviour from the workman at the time
of his posting.

The Workman can not claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman shall not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry and in the event of completion of one year of probation
satisfactorily, the workman is to continue in service till the age of attaining superannuation. The management
shall consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for appointment afresh.
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Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
19™ day of February, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner
NIL
Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S. O. 710.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award ( Ref. No. LC 144/2013) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of

M/s. Singareni Collieries Company Ltd., and their workmen, received by the Central Government on
07.07.2020.

[No. L-22013/01/2020-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 20™ day of February, 2020
INDUSTRIAL DISPUTE L.C.No. 144/2013

Between:

Sri Jupelli Mallesh,

S/o Late Satyanarayana,

R/0 9-7-165, Birlipit Area,

Kothagudem -507101.

Khammam District. ...Petitioner
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AND
1. The Director (P.A. & W),
M/s. Singareni Collieries Company Ltd.,
5 Incline, Rudrampur,
Kothagudem Area, Khammam district.

2. The General Manager,
M/s. Singareni Collieries Company Ltd.,
5 Incline, Rudrampur,
Kothagudem Area, Khammam district. ...Respondents

Appearances:

For the Petitioner : M/s. Mohd. Yousufuddin & S. Sathyanarayana, Advocates

For the Respondent : M/s. P.A.V.V.S. Sarma & Vijaya Laxmi Panguluri, Advocates
AWARD

Sri Jupelli Mallesh who worked as a General mazdoor (who will be referred to as the workman) has
filed this petition under Sec. 2A(2) of the Industrial Disputes Act, 1947 against the Respondents M/s. Singareni
Collieries Company Ltd., seeking for declaring the proceeding No. KGM/PER/7/376 dated 12.2.2010 issued by
Respondent No.2 as illegal, arbitrary and to set aside the same consequently directing the Respondents to
reinstate the Petitioner into service duly granting all the consequential benefits such as continuity of service,
back wages and all other attendant benefits etc., and such other reliefs as this court may deems fit.

2. The averments made in the petition in brief are as follows:

It is submitted that the Petitioner was initially appointed as a Badli Filler on piece rate basis in the
month of November, 1990 and he was promoted as General mazdoor category-II. But the Petitioner could not
be regular to his duties due to diabetes in the year 2008 and took treatment in SCCL hospital, Kothagudem and
on some occasions he took treatment in private hospitals. Though he has submitted leave applications on a few
occasions to the Respondent, those are not available with the applicant. While the matters stood thus, charge
sheet dated 26.2.2009 was issued to the Petitioner by the Respondents alleging that the Petitioner absented for
duty during the year 2008, which amounts to misconduct under company’s Standing Order No.25.25.
Subsequently, one inquiry was conducted and during the time of the enquiry, the Petitioner was not given any
opportunity much less valid in nature to put forth his grievances. Basing on such lopsided enquiry, the Enquiry
Officer held the charges as proved and basing on the erroneous findings of the Enquiry Officer, the Petitioner
was dismissed from service vide order dated 26.2.2009. It is stated that during the course of the enquiry the
Petitioner has categorically stated about his inability to perform his duties regularly during the above said
period as it was only on account of his ill-health. But without considering any of his submissions, the Petitioner
was dismissed from service. It is also stated that the action of the Respondents management in dismissing the
Petitioner from service is wholly illegal, arbitrary, violative of the principles of natural justice. The Petitioner
has rendered 19 years of continuous service in the Respondents’ management. The Petitioner approached the
Respondents to consider his case sympathetically, but the management did not pay any heed to it. Therefore,
the Petitioner was constrained to approach this Tribunal to declare the impugned order dated 26.2.2009 issued
by the Respondents is illegal and arbitrary and to set aside the same and consequently to direct the Respondents
to reinstate the Petitioner into service duly granting all other attendant benefits such as continuity of service,
back wages etc..

3. The Respondents filed counter denying the averments made in the petition, with the averments in
brief which runs as follows:

In the counter the Respondents while admitting some of the factual aspects of the case to be true,
stated that the Petitioner was appointed in the Respondents’ company on 21.11.1990 as a Badli Filler, and later
he was drafted as General Mazdoor in the year 1995 in Category-I. He was dismissed from service on
12.2.2010 and the consequential order dated 18.8.2010 on proved charges of absenteeism, after conducting a
detailed domestic enquiry duly following the principles of natural justice. The Petitioner has attended the dates
fixed for the enquiry fixed and had fully participated in the enquiry. He was given full, fair and reasonable
opportunity to defend himself in the enquiry. The enquiry was conducted purely following the principles of
natural justice. It is stated that basing on the evidence adduced before the Enquiry Officer, he submitted his
report holding the charges levelled against the Petitioner was proved. A copy of the enquiry report and the
enquiry proceeding was sent to the Petitioner by way of show cause notice giving him an opportunity to make
representation against the findings of the enquiry report; since the charge levelled against the Petitioner is
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proved and it was serious in nature, punishment warranted was dismissal from service. The Disciplinary
Authority has gone through the enquiry proceeding and his past record and found that there was no extenuating
circumstances to take a lenient view and lastly, the Respondents were constrained to dismiss the Petitioner from
service. It is stated that in fact the Petitioner was irregular to his duties and he did not improve his attendance
even after issuing charge sheet to him, and after receiving the show-cause notice. It is further stated that the
punishment imposed on the Petitioner is justified and legal and as such the claim petition is liable to be
dismissed in limini.

4. The domestic enquiry conducted by the Respondents is held as legal and valid vide order dated
14.7.2017.

5. Both the parties have advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947,
in support of their claim.

6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing the
punishment of dismissal from service to Sri Jupelli Mallesh is legal and justified?

II.  Whether the Petitioner is entitled for reinstatement into service?
III.  Ifnot, to what other relief he is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Petitioner submitted that due to his illness, the Petitioner could not be able to attend his duty sincerely. Even in
his show cause the Petitioner has mentioned the above fact, but it has not been considered during the course of
the enquiry and on account of absenteeism capital punishment of dismissal from service was imposed on the
Petitioner. When the Petitioner has taken a stand that due to his illness, death of his father and wife and other
family problems he could not be able to attend his duties regularly and remained absent, the authority should
have considered his case while imposing punishment. The authority has not considered any of the submissions
of the Petitioner, and has given capital punishment to the Petitioner when several modes of punishment are
enumerated in the company’s Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondents submitted that when
the Petitioner was a chronic absentee and was found guilty in the charges levelled against him, the punishment
imposed by the Respondents’ company is legal and proper. When the Petitioner was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated in service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to his illness, death of his father and wife, and other family problems, the Petitioner could not be able to be
regular in his duty, the Petitioner has remained absent in his duties and a proceeding was initiated against him
for his absenteeism followed by an enquiry. In the enquiry, the charges levelled against the Petitioner were
proved. For this, capital punishment was imposed. After dismissal of service, the Petitioner has become jobless
and unable to provide a square meal to his family members. He has already realised his mistake and has taken
shelter in the court at the age of 44 years, he is now aged about 51 years and is searching ways and means to
provide bread and butter to his family members. When the Petitioner being an able bodied and energetic man
and has already realised his mistake and is also coming forward to work under the Respondents, atleast one
chance should be given to him for reinstatement into service. Admittedly several modes of punishment are
enumerated in company’s Standing Orders. Though the Petitioner is not a first offender but has worked for
about 20 years under the Respondents. While imposing capital punishment to his employees, the management
should think of the condition of the workers as well as his family members. In this case, the punishment
imposed by the Respondents for dismissal of service is too harsh. Therefore, it can safely be stated that the
action taken by the management in imposing the punishment of dismissal from service to Sri Jupelli Mallesh is
not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. IT & III: In Point No.l, it has already been discussed that the punishment of dismissal from
service to Sri Jupelle Mallesh is not legal and justified. After dismissal of service as stated earlier, when the
Petitioner has already realised his mistake and has come to the court with a prayer for reinstatement into service
he should be given a chance to serve for his family members. After dismissal of service the Petitioner has
become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his
family members. In such a circumstances atleast the Petitioner should be given a chance to maintain his
livelihood and to work under the Respondents’ management. But in this case, the Petitioner has not come to the
court soon after his dismissal of service. Therefore, in the opinion of this Tribunal the Petitioner is not entitled
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to get all the relief as claimed in his claim petition. But he is only entitled to be given a chance to work in the
Respondent’s management.

Thus, Point Nos. II & III are answered accordingly.
ORDER

Proceeding No. KGM/PER/7/376 dated 12.2.2010 and the consequential order dated 18.8.2010 issued
by Respondent Company is declared as illegal and is hereby set aside. It is ordered that the workman
Sri Jupelle Mallesh be taken into service as a fresh employee i.e., an Badli Filler on initial basic pay without
back wages and continuity of service, subject to medical fitness by the company Medical Board and the
workman be kept under probation for a period of one year. The management is also directed to take an
undertaking of good behaviour from the workman at the time of his posting.

The Workman can not claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman will not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry, and in case the workman completes the one year probation
period successfully he will continue in service till the age of his superannuation. The management shall
consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for appointment afresh.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
20™ day of February, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner

NIL
Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S. O. 711.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 244/2014) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of

M/s. Singareni Collieries Company Ltd., and their workmen, received by the Central Government on
07.07.2020

[No. L-22012/72/2014-IR(CM-11)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 20" day of February, 2020
INDUSTRIAL DISPUTE No. 244/2014

Between:

The President (Bandari Satyanaryana),

Rashtriya Collieries Mazdoor Sangh (RCMS)

Rajkumar Complex, Saibaba Temple Road,

Jaffar Nagar, Mancherial — 504 208. ...Petitioner/Union
AND

The General Manager,

M/s. Singareni Collieries Company Ltd.,

Sreerampur Area, Sreerampur,

Adilabad district — 504303. ...Respondent

Appearances:

For the Petitioner  : M/s. Sangars Bhagawanth Rao & S.V. Rama Devi, Advocates

For the Respondent : M/s. Nandigam Krishna Rao, N.S. Pattabhi Rama Rao & J. Narsimhulu, Advocates
AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment,
New Delhi vide order No.L-22012/72/ 2014 -IR(CM-II) dated 25.11.2014 whereunder this Tribunal is required
to adjudicate the dispute i.e.,

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Sreerampur
Area, Sreerampur Adilabad Dist., in terminating the services of Sri Muthe Mallaiah, Ex-CF, RK-5
Inc., Sreerampur Area, with effect from 6.1.2005 is justified or not? If not, to what relief the applicant
is entitled for?

After receiving the above said reference this Tribunal registered the case as I D No. 244/2014 and
issued notices to both the parties and secured their presence.

2. The Petitioner Union filed claim statement with the averments in brief as follows:

It is submitted in the representation of the Petitioner Union that, the workman Sri Muthe Mallaiah was
initially appointed on 14.4.1987 as a Coal Filler. He was regular to his duties and performing his duties upto
the satisfaction of all his superiors. While so, the workman could not attend to his duties during the year 2003
due to his ill-health. While the matters stood thus, he was issued with a charge sheet dated 10.9.2004 alleging
that the workman remained absent during the year 2003, which amounts to misconduct under company’s
Standing Order No. 25.25. Subsequently, one enquiry was conducted and the Workman was not given any
opportunity much less valid in nature to put forth his grievances. Basing on such lopsided enquiry, the Enquiry
Officer held the charges as proved, and basing on the erroneous findings of the Enquiry Officer, the Workman
was dismissed from service w.e.f. 6.1.2005 vide office order dated 4.1.2005. It is stated that the Workman has



2214 THE GAZETTE OF INDIA : AUGUST 22, 2020/SRAVANA 31, 1942 [PART II—SEC. 3(ii)]

categorically stated about his inability to perform his duties regularly during the year 2003, which was only on
account of his ill-health, and other family problems. But without considering any of his submissions, the
Workman was dismissed from service. It is also stated that the action of the Respondent’s management in
dismissing the Workman from service is wholly illegal, arbitrary, violative of the principles of natural justice.
The Workman has rendered 18 years of continuous service in the Respondent’s management. The Workman
approached the Respondent to consider his case sympathetically, but the Respondent management did not pay
any heed to it. Therefore, the Workman was constrained to approach this Tribunal to declare the impugned order
issued by the Respondent is illegal and arbitrary and to set aside the same and consequently to direct the
Respondent to reinstate the Workman into service duly granting all other attendant benefits such as continuity of
service, and back wages etc..

3. Respondent filed counter with the averments in brief which runs as follows:

In the counter the Respondent while admitting some of the factual aspects of the case to be true, stated
that the Workman was appointed in the Respondent’s company on 14.4.1987 as a Coal Filler. He was dismissed
from service on proved charges of absenteeism, after conducting a detailed domestic enquiry duly following the
principles of natural justice. The Workman attended the enquiry, which was conducted purely following the
principles of natural justice. It is stated that basing on the evidence adduced before the Enquiry Officer, the
Enquiry Officer submitted his report holding the charges levelled against the Workman was proved. A copy of
the enquiry report and the enquiry proceeding was sent to the Workman by way of show cause notice giving
him an opportunity to make representation against the findings of the enquiry report; since the charge levelled
against the Workman is proved and it was serious in nature, punishment warranted was dismissal from service.
The Disciplinary Authority has gone through the enquiry proceeding and his past record and found that there
was no extenuating circumstances to take a lenient view, and lastly, the Respondent was constrained to dismiss
the Workman from service. It is stated that in fact the Workman was irregular to his duties and he did not
improve his attendance even after issuing charge sheet to him, and after receiving the show cause notice. It is
further stated that the punishment imposed on the Workman is justified and legal and as such the claim petition
is liable to be dismissed in limini.

4. The domestic enquiry conducted by the Respondent is held legal and valid vide order dated
26.7.2018.
5. I have already heard the Learned Counsels for both the sides in this matter and both the parties have

advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947, in support of their claim.

6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing the
punishment of dismissal from service to Sri Muthe Mallaiah is legal and justified?

II.  Whether the Workman is entitled for reinstatement into service?
III.  If not, to what other relief he is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Workman argued that due to his ill-health, and other family problems, the Workman could not be able to attend
his duty sincerely. Even in his show-cause the Workman has mentioned the above fact, but it has not been
considered during the course of the enquiry and on account of absenteeism capital punishment of dismissal from
service was imposed on the Workman. When the Workman has taken a stand that due to his illness and other
family problems he could not be able to attend his duties regularly and remained absent, the authority should
have considered his case sympathetically while imposing capital punishment, but, the authority has not
considered any of the submissions of the Workman, and has given capital punishment to the Workman when
several modes of punishment are enumerated in the company’s Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Workman was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to his illness, and other family problems, the Workman could not be able to be regular in his duty, the
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Workman has remained absent in his duties and a proceeding was initiated against him for his absenteeism
followed by an enquiry. In the enquiry, the charges levelled against the Workman were proved. For this, capital
punishment was imposed on the workman. After dismissal of service, the Workman has become jobless and
unable to provide a square meal to his family members. He has already realised his mistake and has taken
shelter in the court at the age of 49 years, he is now aged about 55 years and is searching ways and means to
provide bread and butter to his family members. When the Workman being an able bodied and energetic man
and has already realised his mistake and is coming forward to work under the Respondent, atleast one chance
should be given to him for reinstatement into service at the end of his service period. Admittedly several modes
of punishment are enumerated in company’s Standing Orders. Though the Workman is a first offender and has
worked for about 16 years under the Respondent, while imposing capital punishment to his employees, the
management should think of the condition of the workers as well as his family members. In this case, the
punishment imposed by the Respondent management for dismissal of service is too harsh. Therefore, it can
safely be stated that the action taken by the management in imposing the punishment of dismissal from service
to Sri Muthe Mallaiah is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. II & III: In Point No.I, it has already been discussed that the punishment of dismissal from
service to Sri Muthe Mallaiah is not legal and justified. After dismissal of service as stated earlier, when the
Workman has already realised his mistake and has come to the court with a prayer for reinstatement into
service he should be given a chance to serve for his family members. After dismissal of service the Workman
has become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his
family members. In such a circumstances atleast the Workman should be given a chance to maintain his
livelihood and to work under the Respondent’s management. But in this case, the Workman has not come to the
court soon after his dismissal of service. Therefore, in the opinion of this Tribunal the Workman is not entitled
to get all the relief as claimed in his claim petition. But he is only entitled to be given a chance to work in the
Respondent’s management.

Thus, Point Nos. II & III are answered accordingly.
RESULT:

In the result, the action of the General Manager, M/s. Singareni Collieries Company Ltd., Sreerampur
Area, Sreerampur Adilabad Dist., in terminating the services of Sri Muthe Mallaiah, Ex-CF, RK-5 Inc.,
Sreerampur Area, with effect from 6.1.2005 is not justified and is hereby set aside. It is ordered that the
workman be taken into service as a fresh employee i.e., Badli filler in Cat.I, on initial basic pay without back
wages and continuity of service, subject to medical fitness by the company Medical Board and the workman be
kept under probation for a period of one year. The management is also directed to take an undertaking of good
behaviour from the workman at the time of his posting.

The Workman cannot claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman shall not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry and in the event of completion of one year of probation
satisfactorily, the workman is to continue in service till the age of attaining superannuation. The management
shall consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for his appointment afresh and as such the
reference is answered accordingly. So also the, award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the 20"
day February, 2020.

MURALIDHAR PRADHAN, Presiding Officer
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Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL

Documents marked for the Workman
NIL
Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S.0. 712.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 242/2014) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of M/s.
Singareni Collieries Company Ltd., and their workmen, received by the Central Government on 07.07.2020.

[No. L-22012/73/2014-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 20™ day of February, 2020
INDUSTRIAL DISPUTE No. 242/2014

Between:

The President (Bandari Satyanaryana),

Rashtriya Collieries Mazdoor Sangh (RCMS)

Rajkumar Complex, Saibaba Temple Road,

Jaffar Nagar, Mancherial — 504 208. ...Petitioner/Union
AND

The General Manager,

M/s. Singareni Collieries Company Ltd.,

Sreerampur Area, Sreerampur,

Adilabad district — 504208. ...Respondent
Appearances:
For the Petitioner : M/s. Sangars Bhagawanth Roa & S.V. Rama Devi, Advocates

For the Respondent : M/s. Nandigam Krishna Rao, N.S. Pattabhi Rama Rao & J. Narsimhulu, Advocates
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AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment, New
Delhi vide order No.L-22012/73/ 2014-IR(CM-II) dated 25.11.2014 whereunder this Tribunal is required to
adjudicate the dispute i.e.,

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Sreerampur
Area, Sreerampur Adilabad Dist., in terminating the services of Sri Medi Narsaiah, Ex-Coal Filler,
SRP-3 & 3A, Sreerampur Area, with effect from 1.5.2005 is justified or not? If not, to what relief the
applicant is entitled for?

After receiving the above said reference this Tribunal registered the case as I D No. 242/2014 and
issued notices to both the parties and secured their presence.

2. The Petitioner Union filed claim statement with the averments in brief which runs as follows:

It is submitted in the representation of the Petitioner Union that, the workman Sri Medi Narsaiah was
initially appointed on 1.1.1989 as Badli Filler. He was regular to his duties and performing his duties upto the
satisfaction of all his superiors. While so, the workman could not attend to his duties during the year 2003 due
to his ill-health. While the matters stood thus, he was issued with a charge sheet dated 4.2.2004 alleging that
the workman remained absent during the year 2003, which amounts to misconduct under company’s Standing
Order No.25.25. Subsequently, one enquiry was conducted and the Workman was not given any opportunity
much less valid in nature to put forth his grievances. Basing on such lopsided enquiry, the Enquiry Officer held
the charges as proved, and basing on the erroneous findings of the Enquiry Officer, the Workman was dismissed
from service w.e.f. 1.5.2005 vide office order dated 27.4.2005. It is stated that the Workman has categorically
stated about his inability to perform his duties regularly during the year 2003, which was only on account of
his ill-health, and other family problems. But without considering any of his submissions, the Workman was
dismissed from service. It is also stated that the action of the Respondent’s management in dismissing the
Workman from service is wholly illegal, arbitrary, violative of the principles of natural justice. The Workman
has rendered 16 years of continuous service in the Respondent’s management. The Workman approached the
Respondent to consider his case sympathetically, but the Respondent management did not pay any heed to it.
Therefore, the Workman was constrained to approach this Tribunal to declare the impugned order issued by the
Respondent is illegal and arbitrary and to set aside the same and consequently to direct the Respondent to
reinstate the Workman into service duly granting all other attendant benefits such as continuity of service, and
back wages etc..

3. The Respondent filed counter with the averments in brief which runs as follows:

In the counter the Respondent while admitting some of the factual aspects of the case to be true, stated
that the Workman was appointed in the Respondent’s company on 10.1.1989 as Floating Badli Filler and
regularized as Coal Filler. He was dismissed from service on proved charges of absenteeism, after conducting a
detailed domestic enquiry duly following the principles of natural justice. The Workman attended the enquiry,
which was conducted purely following the principles of natural justice. It is stated that basing on the evidence
adduced before the Enquiry Officer, the Enquiry Officer submitted his report holding the charges levelled
against the Workman was proved. A copy of the enquiry report and the enquiry proceeding was sent to the
Workman by way of show cause notice giving him an opportunity to make representation against the findings
of the enquiry report; since the charge levelled against the Workman is proved and it was serious in nature,
punishment warranted was dismissal from service. The Disciplinary Authority has gone through the enquiry
proceeding and his past record and found that there was no extenuating circumstances to take a lenient view,
and lastly, the Respondent was constrained to dismiss the Workman from service. It is stated that in fact the
Workman was irregular to his duties and he did not improve his attendance even after issuing charge sheet to
him, and after receiving the show cause notice. It is further stated that the punishment imposed on the Workman
is justified and legal and as such the claim petition is liable to be dismissed in limini.

4. The domestic enquiry conducted by the Respondent is held legal and valid vide order dated
26.7.2018.
5. I have already heard the Learned Counsels for both the sides in this matter and both the parties have

advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947, in support of their claim.

6. In view of the above facts, the points for determination of this case are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing the
punishment of dismissal from service to Sri Medi Narsaiah is legal and justified?
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II.  Whether the Workman is entitled for reinstatement into service?
III.  If not, to what other relief he is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Workman argued that due to his ill-health, and other family problems, the Workman could not be able to attend
his duty sincerely. Even in his show cause the Workman has mentioned the above fact, but it has not been
considered during the course of the enquiry and on account of absenteeism capital punishment of dismissal
from service was imposed on the Workman. When the Workman has taken a stand that due to his illness and
other family problems he could not be able to attend his duties regularly and remained absent, the authority
should have considered his case sympathetically while imposing capital punishment. But in this case the
authority has not considered any of the submissions of the Workman, and has given capital punishment to the
Workman when several modes of punishment are enumerated in the company’s Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Workman was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to his illness, and other family problems, the Workman could not be able to be regular in his duty, the
Workman has remained absent in his duties and a proceeding was initiated against him for his absenteeism
followed by an enquiry. In the enquiry, the charges levelled against the Workman were proved. For this, capital
punishment was imposed on the workman. After dismissal of service, the Workman has become jobless and
unable to provide a square meal to his family members. He has already realised his mistake and has taken
shelter in the court at the age of 49 years, he is now aged about 55 years and is searching ways and means to
provide bread and butter to his family members. When the Workman being an able bodied and energetic man
and has already realised his mistake and is coming forward to work under the Respondent, atleast one chance
should be given to him for reinstatement into service at the end of his service period. Admittedly several modes
of punishment are enumerated in company’s Standing Orders. Though the Workman is a first offender and has
worked for about 16 years under the Respondent, while imposing capital punishment to his employees, the
management should think of the condition of the workers as well as his family members. In this case, the
punishment imposed by the Respondent management for dismissal of service is too harsh. Therefore, it can
safely be stated that the action taken by the management in imposing the punishment of dismissal from service
to Sri Medi Narsaiah is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. II & III: In Point No.I, it has already been discussed that the punishment of dismissal from
service to Sri Medi Narsaiah is not legal and justified. After dismissal of service as stated earlier, when the
Workman has already realised his mistake and has come to the court with a prayer for reinstatement into
service he should be given a chance to serve for his family members. After dismissal of service the Workman
has become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his
family members. In such a circumstances atleast the Workman should be given a chance to maintain his
livelihood and to work under the Respondent’s management. But in this case, the Workman has not come to the
court soon after his dismissal of service. Therefore, in the opinion of this Tribunal the Workman is not entitled
to get all the relief as claimed in his claim petition. But he is only entitled to be given a chance to work in the
Respondent’s management.

Thus, Point Nos. IT & IIT are answered accordingly.
RESULT:

In the result, the action of the General Manager, M/s. Singareni Collieries Company Ltd., Sreerampur
Area, Sreerampur Adilabad Dist., in terminating the services of Sri Medi Narsaiah, Ex-Coal Filler, SRP-3 &
3A, Sreerampur Area, with effect from 1.5.2005 is not justified and is hereby set aside. It is ordered that the
workman be taken into service as a fresh employee i.e., Badli filler in Cat.I, on initial basic pay without back
wages and continuity of service, subject to medical fitness by the company Medical Board and the workman be
kept under probation for a period of one year. The management is also directed to take an undertaking of good
behaviour from the workman at the time of his posting.
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The Workman cannot claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman shall not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry and in the event of completion of one year of probation
satisfactorily, the workman is to continue in service till the age of attaining superannuation. The management
shall consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for his appointment afresh and as such the
reference is answered accordingly. So also the, award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
20™ day of February, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL

Documents marked for the Workman
NIL
Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S. O. 713.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 49/2013) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of M/s.
Singareni Collieries Company Ltd., and their workmen, received by the Central Government on 07.07.2020.

[No. L-22012/24/2013-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer
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ANNEXURE
IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD
Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 18" day of March, 2020
INDUSTRIAL DISPUTE No. 49/2013
Between:
The General Secretary (Sh. Riaz Ahmed),
Singareni Miners & Engg. Workers Union (HMS),
Qr.No. C-34, Sector-1, Godavarikhani.
Karimnagar District-505209. ...Petitioner/Union
AND
The General Manager,
M/s. Singareni Collieries Company Ltd.,
Mandamarri Area, Mandamarri,
Adilabad district —504 231. ...Respondent

Appearances:

For the Petitioner : M/s. A. Sarojana & K. Vasudeva Reddy, Advocates

For the Respondent : M/s. P.A.V.V.S. Sarma & Vijaya Laxmi P., Advocates
AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment, New
Delhi vide order No.L-22012/24/2013-IR(CM-II) dated 23.4.2013 whereunder this Tribunal is required to
adjudicate the dispute i.e.,

“Whether the action of the Chief General Manager, M/s. Singareni Collieries Company Ltd.,
Mandamarri Area, Mandamarri, Adilabad Distt. in terminating the services of Sri Md. Mohammed,
Ex-Badli Filler, KK-5 Inc., SCCL, Mandamarri Area, with effect from 18.1.2000 is justified? If not,
to what relief the applicant is entitled for?”’

After receiving the above said reference this Tribunal registered the case as I D No. 49/2013 and
issued notices to both the parties and secured their presence.

2. The Petitioner Union filed claim statement with the averments in brief as follows:

It is submitted in the representation of the Petitioner Union that, the workman Sri Md. Mohammed was
initially appointed as a Badli Coal Filler on 20.6.1994. He was regular to his duties and performing his duties
upto the satisfaction of all his superiors. While so, during the year 1998, the workman’s wife suffered with
severe ill-health, which caused mental agony to the workman. The workman accompanied his wife to various
hospitals for treatment. Further, during the same time, the mother-in-law of the concerned workman expired
and his father-in-law also remarried. These incidents also had an effect on the health of his wife, as a result of
which, he could not be regular to his duties during the year 1998. While the matters stood thus, he was issued
with a charge sheet dated 5.3.1999 alleging that the workman remained absent during the year 1998, which
amounts to misconduct under company’s Standing Order No.25.25. Subsequently, one enquiry was conducted
and the Workman was not given any opportunity much less valid in nature to put forth his grievances. Basing
on such lopsided enquiry, the Enquiry Officer held the charges as proved, and basing on the erroneous findings
of the Enquiry Officer, the Workman was dismissed from service with effect from 18.1.2000 vide office order
dated 9.1.2000. It is stated that the Workman has categorically stated about his inability to perform his duties
regularly during the year 1998, which was only on account of his wife’s ill-health and other family problems.
But without considering any of his submissions, the Workman was dismissed from service. It is also stated that
the action of the Respondent’s management in dismissing the Workman from service is wholly illegal, arbitrary,
violative of the principles of natural justice. The Workman has rendered 6 years of continuous service in the
Respondent’s management. The Workman approached the Respondent to consider his case sympathetically,
but the Respondent management did not pay any heed to it. Therefore, the Workman was constrained to
approach this Tribunal to declare the impugned order issued by the Respondent is illegal and arbitrary and to set
aside the same and consequently to direct the Respondent to reinstate the Workman into service duly granting
all other attendant benefits such as continuity of service, and back wages etc..
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3. Respondent filed counter with the averments in brief as follows:

In the counter the Respondent while admitting some of the factual aspects to be true, stated that the
Workman was appointed in the Respondent’s company on 20.6.1994 as a Badli Filler. He was dismissed from
service on proved charges of absenteeism, after conducting a detailed domestic enquiry duly following the
principles of natural justice. The Workman attended the enquiry, which was conducted purely following the
principles of natural justice. It is stated that basing on the evidence adduced before the Enquiry Officer, the
Enquiry Officer submitted his report holding the charges levelled against the Workman was proved. A copy of
the enquiry report and the enquiry proceeding was sent to the Workman by way of show cause notice giving
him an opportunity to make representation against the findings of the enquiry report; since the charge levelled
against the Workman is proved and it was serious in nature, punishment warranted was dismissal from service.
The Disciplinary Authority has gone through the enquiry proceeding and his past record and found that there
was no extenuating circumstances to take a lenient view, and lastly, the Respondent was constrained to dismiss
the Workman from service. It is stated that in fact the Workman was irregular to his duties and he did not
improve his attendance even after issuing charge sheet to him, and after receiving the show cause notice. It is
further stated that the punishment imposed on the Workman is justified and legal and as such the claim petition
is liable to be dismissed in limini.

4. In view of the memo filed by the Learned Counsel for the Petitioner stating that the Petitioner is not
interested to challenge the validity of the domestic enquiry conducted by the Respondent, and lastly the
domestic enquiry conducted by the Respondent is held legal and valid vide order dated 6.3.2019.

5. Both the parties have advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947,
in support of their claim.
6. In view of the above facts, the points for determination are:

L. Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing the

punishment of dismissal from service to Sri Md. Mohammed is legal and justified?
II.  Whether the Workman is entitled for reinstatement into service?
III.  If not, to what other relief he is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Workman argued that, during the year 1998, the workman’s wife suffered with severe ill-health, which caused
mental agony to the workman. The workman accompanied his wife to various hospitals for treatment. Further,
during the same time, the mother-in-law of the concerned workman expired and his father-in-law also
remarried. These incidents also had an effect on the health of his wife, as a result of which, he could not be
regular to his duties during the year 1998. Even in his show cause the Workman has mentioned the above fact,
but it has not been considered during the course of the enquiry and on account of absenteeism capital
punishment of dismissal from service was imposed on the Workman. When the Workman has taken a stand that
due to his wife’s illness and other family problems he could not be able to attend his duties regularly and
remained absent, the authority should have considered his case while imposing capital punishment. The
authority has not considered any of the submissions of the Workman, and has given capital punishment to the
Workman when several modes of punishment are enumerated in the company’s Standing Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Workman was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to the ill-health of the workman’s wife and other family problems, the Workman could not be able to regular in
his duty, the Workman has remained absent in his duties and a proceeding was initiated against him for his
absenteeism followed by an enquiry. In the enquiry, the charges levelled against the Workman were proved.
For this, capital punishment was imposed on the workman. After dismissal of service, the Workman has
become jobless and unable to provide a square meal to his family members. He has already realised his mistake
and has taken shelter in the court at the age of 42 years, he is now aged about 49 years and is searching ways
and means to provide bread and butter to his family members. When the Workman being an able bodied and
energetic man and has already realised his mistake and is coming forward to work under the Respondent, atleast
one chance should be given to him for his reinstatement into service at the end of his service period. Admittedly
several modes of punishment are enumerated in company’s Standing Orders. Though the Workman is a first
offender and has worked for about 6 years under the Respondent, while imposing capital punishment to his
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employees, the management should think of the condition of the workers as well as his family members. In this
case, the punishment imposed by the Respondent management for dismissal of service is too harsh. Therefore,
it can safely be stated that the action taken by the management in imposing the punishment of dismissal from
service to Sri Md. Mohammed is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. IT & III: In Point No.I, it has already been discussed that the punishment of dismissal from
service to Sri Md. Mohammed is not legal and justified. After dismissal of service as stated earlier, when the
Workman has already realised his mistake and has come to the court with a prayer for reinstatement into
service he should be given a chance to serve for his family members. After dismissal of service the Workman
has become jobless and he being the sole bread earner of his family, is unable to provide a square meal to his
family members. In such a circumstances atleast the Workman should be given a chance to maintain his
livelihood and to work under the Respondent’s management. But in this case, the Workman has not come to the
court soon after his dismissal of service. Therefore, in the opinion of this Tribunal the Workman is not entitled
to get all the relief as claimed in his claim petition. But he is only entitled to be given a chance to work in the
Respondent’s management.

Thus, Point Nos. II & IIT are answered accordingly.
RESULT:

In the result, the action of the Chief General Manager, M/s. Singareni Collieries Company Ltd.,
Mandamarri Area, Mandamarri, Adilabad Dist., in terminating the services of Sri Md. Mohammed, Ex-Badli
Filler, KK-5 Inc., SCCL, Mandamarri Area, with effect from 18.1.2000 is not justified and is hereby set aside.
It is ordered that the workman be taken into service as a fresh employee i.e., Badli filler in Cat.I, on initial basic
pay without back wages and continuity of service, subject to medical fitness by the company Medical Board and
the workman be kept under probation for a period of one year. The management is also directed to take an
undertaking of good behaviour from the workman at the time of his posting.

The Workman cannot claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman shall not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry and in the event of completion of one year of probation
satisfactorily, the workman is to continue in service till the age of attaining superannuation. The management
shall consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for his appointment afresh and as such the
reference is answered accordingly. So also the, award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
18™ day March, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL

Documents marked for the Workman
NIL
Documents marked for the Respondent

NIL
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New Delhi, the 14th August, 2020

S. O. 714.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 42/2016) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of M/s.
Singareni Collieries Company Ltd., and their workmen, received by the Central Government on 07.07.2020.

[No. L-22012/58/2016-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE
IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD
Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 24" day of February, 2020
INDUSTRIAL DISPUTE No. 42/2016
Between:
Sri Sidda Anjaiah,
Batvanpalli(V)
Bellampalli
Adilabad Dist-504251. ...Petitioner
AND
The General Manager,
M/s. Singareni Collieries Company Ltd.,
Sreerampur Area, Sreerampur
Adilabad — 504303. ...Respondent

Appearances:
For the Petitioner : None

For the Respondent : M/s. Nandigam Krishna Rao, N.S. Pattabhi Rama Rao & N. Dasaradha Ramulu,
Advocates

AWARD

The Government of India, Ministry of Labour by its order No. L-22012/58/2016-IR(CM-II) dated
19.10.2016 referred the following dispute between the management of M/s. Singareni Collieries Company
Ltd., and their workman under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this Tribunal. The
reference is,

SCHEDULE

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Sreerampur
Area, Sreerampur, Adilabad Dist., in terminating the services of Sri Sidda Anjaiah, Ex-Coal Filler, 3 &
3A Inc., SCCL Sreerampur Area Sreerampur with effect from 8.1.2005 is justified or not? If not, to
what relief the applicant is entitled for?”
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The reference is numbered in this Tribunal as I.D. No. 42/2016 and notices were issued to the parties
concerned.

2. The case was posted for filing of claim statement by the Petitioner but, notices served on the Petitioner
returned unserved. Non appearance of the Petitioner and non taking of any steps to pursue his case clearly
indicates that perhaps the Petitioner is not interested to pursue his case. In the circumstances stated above, it is
not desirable to linger the case to date to date awaiting the appearance of the Petitioner. Hence, the case of the
Petitioner workman is closed and a ‘No dispute’ award is passed.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P Phani Gowri, Personal Assistant and corrected by me on this the
24™ day of June, 2019.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner
NIL
Documents marked for the Respondent

NIL

3 faoell, 14 3T, 2020

PLIAL 715.—3IEG fare ARFTm, 1947 (1947 BT 14) @B GRT 17 B AV H, DT AR
T FRmET Frferds ot fofiee @ ydudd @ dag PNl iR 99 $HeRI & 9, oy H Mfde

e faare # o= IRGR NeNfid AHIOT — T - M =TTy, FeETE & Uare (e HRar 18 /2014) &I
TR HRA &, S D= ABR BT 07.07.2020 I UK 37T T |

[4. Te-22012 /171 / 2013-3MSAR  (A17H-2)]
o 8, S USRI /9T ISR

New Delhi, the 14th August, 2020

S. O. 715.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 18/2014) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of M/s.
Singareni Collieries Company Ltd., and their workmen, received by the Central Government on 07.07.2020.

[No. L-22012/171/2013-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer
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ANNEXURE
IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD
Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 20" day of February, 2020
INDUSTRIAL DISPUTE No. 18/2014
Between:
The General Secretary (Sh. Riaz Ahmed),
Singareni Miners & Engg. Workers Union (HMS),
Qtr.No.C-34, Sector-I, Godavarikhani.
Karimnagar District-505209. ...Petitioner/Union
AND
The General Manager,
M/s. Singareni Collieries Company Ltd.,
Mandamarri Area, Mandamarri,
Adilabad district — 504231. ...Respondent
Appearances:
For the Petitioner : M/s. A. Sarojana & K. Vasudeva Reddy, Advocates
For the Respondent  : Sri V.S.V.S.R.K.S. Prasad, Advocate
AWARD

This is a reference issued by the Government of India, Ministry of Labour and Employment, New
Delhi vide order No.L-22012/171/2013-IR(CM-II) dated 10.2.2014 whereunder this Tribunal is required to
adjudicate the dispute i.e.,

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Mandamarri
Area, Mandamarri in terminating the services of Sri Janga Rajendra Kumar, Ex-Badli Filler, Kasipeta
Mine, Mandamarri Area, with effect from 26.10.2009 is justified or not? If not, to what relief the
applicant is entitled for?”’

After receiving the above said reference this Tribunal registered the case as I D No. 18/2014 and
issued notices to both the parties and secured their presence.

2. The Petitioner Union filed claim statement with the averments in brief as follows:

It is submitted in the representation of the Petitioner Union that, the workman Sri Janga Rajendra
Kumar was initially appointed on 1.12.2007 as a Badli Filler. He was regular to his duties and performing his
duties upto the satisfaction of all his superiors. While so, the cousin of the workman who had been living with
him, died in the year 2008 and the incident had disturbed his life a lot. While the matters stood thus, he was
issued with a charge sheet dated 10.1.2009 alleging that the workman remained absent during the year 2008,
which amounts to misconduct under company’s Standing Order No.25.25. Subsequently, one enquiry was
conducted and the Workman was not given any opportunity much less valid in nature to put forth his
grievances. Basing on such lopsided enquiry, the Enquiry Officer held the charges as proved, and basing on the
erroneous findings of the Enquiry Officer, the Workman was dismissed from service w.e.f. 26.10.2009 vide
office order dated 13.10.2009. It is stated that the Workman has categorically stated about his inability to
perform his duties regularly during the year 2008, which was only on account of his ill-health, his cousin’s
death and other family problems. But without considering any of his submissions, the Workman was dismissed
from service. It is also stated that the action of the Respondent’s management in dismissing the Workman from
service is wholly illegal, arbitrary, violative of the principles of natural justice. The Workman has rendered two
years of continuous service in the Respondent’s management. The Workman approached the Respondent to
consider his case sympathetically, but the Respondent management did not pay any heed to it. Therefore, the
Workman was constrained to approach this Tribunal to declare the impugned order issued by the Respondent is
illegal and arbitrary and to set aside the same and consequently to direct the Respondent to reinstate the
Workman into service duly granting all other attendant benefits such as continuity of service, and back wages
etc..
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3. Respondent filed counter with the averments in brief as follows:

In the counter the Respondent while admitting some of the factual aspects of the case to be true,
specifically stated that the Workman was appointed in the Respondent’s company on 29.11.2007 as Badli Filler
and continued in the same designation without regularization of his services till his dismissal. He was
dismissed from service on proved charges of absenteeism, after conducting a detailed domestic enquiry duly
following the principles of natural justice. The Workman attended the enquiry, which was conducted purely
following the principles of natural justice. It is stated that basing on the evidence adduced before the Enquiry
Officer, the Enquiry Officer submitted his report holding the charges levelled against the Workman was proved.
A copy of the enquiry report and the enquiry proceeding was sent to the Workman by way of show cause
notice giving him an opportunity to make representation against the findings of the enquiry report; since the
charge levelled against the Workman is proved and it was serious in nature, punishment warranted was
dismissal from service. The Disciplinary Authority has gone through the enquiry proceeding and his past
record and found that there was no extenuating circumstances to take a lenient view, and lastly, the Respondent
was constrained to dismiss the Workman from service. It is stated that in fact the Workman was irregular to his
duties and he did not improve his attendance even after issuing charge sheet to him, and after receiving the
show cause notice. It is further stated that the punishment imposed on the Workman is justified and legal and as
such the claim petition is liable to be dismissed in limini.

4. In view of the memo filed by the Learned Counsel for the Petitioner stating that the Petitioner is not
interested in prosecuting the issue of validity of the domestic enquiry conducted by the Respondent, and as such
the domestic enquiry conducted by the Respondent is held legal and valid vide order dated 19.12.2016.

5. Both the parties have advanced their arguments under Sec.11(A) of the Industrial Disputes Act, 1947,
in support of their claim.
6. In view of the above facts, the points for determination are:

L Whether the action of the management of M/s. Singareni Collieries Company Ltd., in imposing

the punishment of dismissal from service to Sri Janga Rajendra Kumar is legal and justified?
II.  Whether the Workman is entitled for reinstatement into service?
III.  If not, to what other relief he is entitled?

7. Point No. I: During the course of argument, the Learned Counsel appearing on behalf of the
Workman argued that due to his ill-health, also death of the cousin of the workman, and other family problems,
the Workman could not be able to attend his duty sincerely. Even in his show cause the Workman has
mentioned the above fact, but it has not been considered during the course of the enquiry and on account of
absenteeism capital punishment of dismissal from service was imposed on the Workman. When the Workman
has taken a stand that due to his illness and other family problems he could not be able to attend his duties
regularly and remained absent, the authority should have considered his case while imposing capital
punishment. The authority has not considered any of the submissions of the Workman, and has given capital
punishment to the Workman when several modes of punishment are enumerated in the company’s Standing
Orders.

8. On the other hand, the Learned Counsel appearing on behalf of the Respondent argued that when the
Workman was a chronic absentee and was found guilty of the charges levelled against him, the punishment
imposed by the Respondent’s company is legal and proper. When the Workman was not sincere in his duty and
failed to maintain minimum musters in a year he is not entitled to be reinstated into service.

9. Admittedly, working in the Mines is hazardous and remaining absent is not unusual. In this case, due
to his illness, mental agony upon death of his cousin and other family problems, the Workman could not be
able to be regular in his duty, the Workman has remained absent in his duties and a proceeding was initiated
against him for his absenteeism followed by an enquiry. In the enquiry, the charges levelled against the
Workman were proved. For this, capital punishment was imposed on the workman. After dismissal of service,
the Workman has become jobless and unable to provide a square meal to his family members. He has already
realised his mistake and has taken shelter in the court at the age of 29 years, he is now aged about 35 years and
is searching ways and means to provide bread and butter to his family members. When the Workman being an
able bodied and energetic man and has already realised his mistake and is coming forward to work under the
Respondent, atleast one chance should be given to him for reinstatement into service at the end of his service
period. Admittedly several modes of punishment are enumerated in company’s Standing Orders. Though the
Workman is a first offender and has worked for about 2 years under the Respondent, while imposing capital
punishment to his employees, the management should think of the condition of the workers as well as his
family members. In this case, the punishment imposed by the Respondent management for dismissal of service
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is too harsh. Therefore, it can safely be stated that the action taken by the management in imposing the
punishment of dismissal from service to Sri Janga Rajendra Kumar is not legal and justified.

Thus, Point No.I is answered accordingly.

10. Point Nos. II & III: In Point No. I, it has already been discussed that the punishment of dismissal
from service to Sri Janga Rajendra Kumar is not legal and justified. After dismissal of service as stated earlier,
when the Workman has already realised his mistake and has come to the court with a prayer for reinstatement
into service he should be given a chance to serve for his family members. After dismissal of service the
Workman has become jobless and he being the sole bread earner of his family, is unable to provide a square
meal to his family members. In such a circumstances atleast the Workman should be given a chance to
maintain his livelihood and to work under the Respondent’s management. But in this case, the Workman has
not come to the court soon after his dismissal of service. Therefore, in the opinion of this Tribunal the
Workman is not entitled to get all the relief as claimed in his claim petition. But he is only entitled to be given a
chance to work in the Respondent’s management as a fresh Badli Filler.

Thus, Point Nos. II & III are answered accordingly.
RESULT:

In the result, the action of the Chief General Manager, M/s. Singareni Collieries Company Ltd.,
Mandamarri Area, Mandamarri in terminating the services of Sri Janga Rajendra Kumar, Ex-Badli Filler,
Kasipeta Mine, Mandamarri Area, with effect from 26.10.2009 is not justified and is hereby set aside. It is
ordered that the workman be taken into service as a fresh employee i.e., Badli filler in Cat.I, on initial basic pay
without back wages and continuity of service, subject to medical fitness by the company Medical Board and the
workman be kept under probation for a period of one year. The management is also directed to take an
undertaking of good behaviour from the workman at the time of his posting.

The Workman cannot claim for his posting in the same place, where he was last employed. The
workman shall have to maintain either minimum mandatory 20 musters every month or 190 musters in a year
and the management shall have the right to review the work of the workman in every three months. In the
event of any short fall of attendance during the period of the three months, the service of the workman shall not
be terminated and he will be cautioned to improve his performance by issuing him a warning letter. However,
in the event of any shortfall of attendance during one year of service of the workman, he will be terminated
from service without any further notice and enquiry and in the event of completion of one year of probation
satisfactorily, the workman is to continue in service till the age of attaining superannuation. The management
shall consider any forced absenteeism on account of Mine accidents/ Natural disasters, taking treatment in the
company’s hospital, as attendance. All other usual terms and conditions of appointment will be applicable i.e.,
transfer, hours of work, day of rest, holidays etc.. to the workman for his appointment afresh and as such the
reference is answered accordingly. So also the, award is passed accordingly. Transmit.

Typed to my dictation by Smt. P. Phani Gowri, Personal Assistant and corrected by me on this the
20™ day of February, 2020.

MURALIDHAR PRADHAN, Psresiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Workman Respondent
NIL NIL

Documents marked for the Workman

NIL

Documents marked for the Respondent

NIL
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[¥. T-22012 /23 / 2015-3TS3TR (A1TH-2)]
ot g, S ARHN /ST Ry

New Delhi, the 14th August, 2020

S. O. 716.—In pursuance of Section 17 of the Industrial Disputes Act, 1947 (14 of 1947), the Central
Government hereby publishes the Award (Ref. No. 12/2016) of the Cent.Govt.Indus.Tribunal-cum-Labour
Court, Hyderabad as shown in the Annexure, in the industrial dispute between the management of M/s.
Singareni Collieries Company Ltd., and their workmen, received by the Central Government on 07.07.2020.

[No. L-22012/23/2015-IR(CM-II)]
RAJENDER SINGH, Desk Officer/Section Officer

ANNEXURE

IN THE CENTRAL GOVERNMENT INDUSTRIAL TRIBUNAL-CUM-LABOUR COURT AT
HYDERABAD

Present: Sri Muralidhar Pradhan, Presiding Officer
Dated the 24™ day of February, 2020
INDUSTRIAL DISPUTE No. 12/2016
Between:

Sri Indugula Venkaty,

D.No.2-1/4, Battanpalli(V),

Bellampalli(M), - 504251.

Adilabad Dist. ...Petitioner
AND

The General Manager,

M/s. Singareni Collieries Company Ltd.,

Bellampally Area,

Goleti Township — 504 292.

Adilabad Dist. ...Respondent

Appearances:

For the Petitioner : None
For the Respondent : M/s. P.A.V.V.S. Sarma & P. Vijaya Laxmi, Advocates
AWARD

The Government of India, Ministry of Labour by its order No. L-22012/23/2015-IR(CM-II) dated
22.1.2016 referred the following dispute between the management of M/s. Singareni Collieries Company Ltd.,
and their workman under section 10(1)(d) of the I.D. Act, 1947 for adjudication to this Tribunal. The reference
1s,

SCHEDULE

“Whether the action of the General Manager, M/s. Singareni Collieries Company Ltd., Bellampalli
Area, Adilabad Dist., in terminating the services of Sri Indugula Venkaty, Ex-Badli Filler, Goleti 2
Inc., SCCL Bellampalli Area, with effect from 20.2.1998 is justified or not? If not, to what relief the
applicant is entitled for?”
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The reference is numbered in this Tribunal as I.D. No. 12/2016 and notices were issued to the parties
concerned.

2. The case was posted for filing of claim statement by the Petitioner.

3. Inspite of service of notices, the Petitioner did not turn up to file claim statement nor come forward
pursue his case. Non appearance of the Petitioner and non taking of any steps to pursue his case clearly
indicates that perhaps the Petitioner has no claim to raise and perhaps the matter has already been settled
between the parties. In the circumstances stated above, it is not desirable to linger the case to date to date
awaiting the appearance of the Petitioner. Hence, the case of the Petitioner workman is closed and a ‘No
dispute’ award is passed.

Award is passed accordingly. Transmit.

Typed to my dictation by Smt. P Phani Gowri, Personal Assistant and corrected by me on this the
24™ day of February, 2020.

MURALIDHAR PRADHAN, Presiding Officer

Appendix of evidence

Witnesses examined for the Witnesses examined for the
Petitioner Respondent
NIL NIL

Documents marked for the Petitioner
NIL
Documents marked for the Respondent

NIL

T2 faeetl, 18 3T, 2020

FLAT. 717 —Tg(d, AT (AATAIT) TATRAT, ST ATIwE, Feaid qeane

AT AT g AW ATATAT, SMA HT fadqTh 22.8.2020 & T: | TF 6l AT 74T
T T=TferTET o TS9TY TEOT FEA qF STAAT 3T QLN o Fea 1T TLhTT AR ATAFRTT TF
AW FATITAT, ZaLTaTE F UTSTEN SATEHTT F U7 FT ATATR THATE HIT B |

[¥. 31-11016/05/2020-+T0aTa-11]

UH.F. FTAST, 3T A4

New Delhi, the 18th August, 2020

S.0. 717.—The President is pleased to entrust the additional charge of the post of Presiding Officer,
Central Government Industrial Tribunal-cum-Labour Court, Hyderabad to Justice(Retd.) Rathnakala, Presiding
Officer, Central Government Industrial Tribunal-cum-Labour Court, Bangalore for a period of six months with
effect from 22.08.2020 or till joining of a regular incumbent or until further orders, whichever is the earliest.

[No. A-11016/05/2020-CLS-II]
S. K. KALRA, Dy. Secy.
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