
 ANALYSIS OF HIV/AIDS LAWS, POLICIES AND
STRATEGIC FRAMEWROKS OF PAKISTAN

Raazia Hassan Naqvi1, Dr. Muhammad Ibrar2 and
Dr. Salman Bangash3 

Abstract
HIV AIDS in Pakistan was first diagnosed in 1986. Although
the reported number  of  cases  of HIV/AIDS in the country is
low, but there are several risk factors which could result  in a
swift increase of the infection rate, namely: poverty, illiteracy,
unemployment  and  carelessness  on  part  of  the  health  care
workers, sex workers, and people who inject drugs.
National  AIDS  Control  Program  (NACP)  was  formulated  in
1986-87.  Unfortunately,  after  spending  26  years  on  the
prevention  of  HIV/AIDS,  we  are  still  missing  a  National
HIV/AIDS  Policy.  The  aim of  this  study was  to  present  the
history  and  analysis  of  AIDS  policies,  laws  and  strategic
framework of Pakistan and suggestions for the introduction of
role of behavioral and social sciences in combating HIV/AIDS
in the country.   
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Introduction and Literature Review

Health and HIV/AIDS Situation in Pakistan
Pakistan  as  the  sixth  most  populous  nation  of  the  world  is

struggling hard in all socio-economic sectors to come up to the level of a
developed country and there is still a long road ahead. The health sector
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is no exception (World Bank, 2011). According to the United Nation’s
Development Program’s Human Development Report 2012, Pakistan’s
expenditure  on  public  health  as  a  percentage  of  GDP  is  0.8%;  life
expectancy at birth is 65.4; under five mortality (per 1000 live births) is
87; maternal mortality ratio (deaths of women per 100,000 live births) is
260; and adult literacy rate for both sexes (% of those age 15 and above)
is 55.5.

Infectious, behavioural and environmental health problems are
on the increase (Ministry of Health, 2010). The first case of HIV/AIDS
was diagnosed in 1986 in Pakistan (Family Health International, 2009).
According  to  UNAIDS  statistical  estimates  of  2011,  in  Pakistan  the
middle level estimate of the number of people living with HIV/AIDS is
130,000 people; [range: 76,000 – 260,000];the prevalence rate among
adults  aged 15 – 49 is  0.10% [range: 0.10% - 0.30%];the number of
women aged 15 and up living  with HIV is  28,000 [range:  17,000 –
58,000]; deaths due to AIDS in 2011 were 4800 [range: 2,900 – 8,500]
and the number of orphans (aged 0–17) due to AIDS is 21,000 [range:
11,000 – 35,000]. Although Pakistan is facing the challenges of conflict
and  natural  disasters,  these  provide  no  excuse  to  give  such  minimal
importance to emerging issues like HIV/AIDS.

Pakistan has five provinces; Punjab, Sindh, Balochistan, Khyber
Pakhtunkhaw  and  Gilgit  Baltistan;  Punjab  and  Sindh  are  the  most
populated and therefore the prevalence of HIV/AIDS is higher in these
two cities. Unprotected sex and needle sharing by injecting drug users
are the main sources of transmission of HIV/AIDS in the country. Thus
those  most  affected  include  male  sex  workers  (MSWs),  female  sex
workers  (FSWs),  transgender  sex  worker  and  injection  drug  users
(IDUs). Most of the cases of HIV/AIDS remain unreported due to the
inefficiency of the health sector and the stigma attached to the disease
among the masses (Family Health International, 2009).

Pakistan ratified the Declaration of Commitment (DoC) on HIV/
AIDS  at  the  United  Nations  General  Assembly  Special  Session
(UNGASS) in June 2001, which attempted to serve as a universal accord
on an all-inclusive structure to accomplish the Millennium Development
Goal of “halting and beginning to reverse the HIV/AIDS epidemic by
2015” (NACP,  2010).  Thus,  the government of Pakistan has stated a
commitment  to  working  internally,  as  well  as  with  other  nations,
towards these goals. This study investigates the place of HIV/AIDS in
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the  history  and future  of  Pakistan’s  overall  health  and social  service
sector.

Aims of the Study
The aims of this research study were to review the strengths and

weaknesses  in  the  history  of  HIV/AIDS  policies  and  programs,  in
Pakistan,  including AIDS law and AIDS strategic framework;  and to
develop  suggestions  for  the  culturally  appropriate  multi-sectoral
approach to combating HIV/AIDS in the country. 

Methodology
Secondary data analysis was used in this study to explore the

need to develop social work education and practice for the prevention of
HIV/AIDS in Pakistan. The analysis is based on the study of policies,
programs, laws and strategic framework documents with special focus
on the HIV/AIDS related policies. 

History of Pakistan’s Health System and Policy Structure
Pakistan  inherited  the  health  care  system  from  the  British

colonial structures and most of those policies were influenced by British
health  reports.  For  example,  in  1943,  the  British  Government  of  the
Indian  sub-continent  appointed  a  “Health  Survey  and  Development
Committee”  also  known  as  “Bhore  Committee”  which  published  its
report in 1946; the Bhore Report strongly resemblesthe 1942 Beveridge
Report of UK. The Bhore Report paved way for the establishment of the
National  Health  Services  Program  and  British  Welfare  State  in  the
Indian  Sub-continent.  The  main  recommendation  of  the  Bhore
Committee was that “no individual should lack adequate medical care
because of an inability to pay;” the report also strongly recommended
“preventive health care services”. After Independence, the Government
of Pakistan adopted the majority of the recommendations of the Bhore
Committee including providing free medical treatment to all sick people
and a stress upon prevention of diseases (Khan & Heuvel, 2005). 

In the subsequent years, a succession of commission and expert
panels  have  scrutinized  the  health  sector  development  process  in
Pakistan.  In  1969,  the  Medical  Reform Commission issued its  report
which focused on municipal hospitals and dispensaries from district to

147



sub-district levels. As most of Pakistan’s population lives in rural areas,
in  1961,  a  Rural  Health  Care  Centers  (RHCs)  scheme  had  been
introduced  to  provide  basic  health  facilities  to  the  rural  people  of
Pakistan (Khan & Heuvel, 2005). After a few years (in 1969), a Health
Study  Group  was  selected  which  made  available  its  report  in  1970,
highlighting  autonomous  hospital  authorities,  preventive  care,
paramedical  services  and  vertical  health  care  programs.  In  1972,  a
People’s  Health  Scheme  was  announced  which  again  emphasized
preventive  and  health  facilities  in  rural  areas.  In  1973,  the  Planning
Commission prepared national health guidelines in view of the People’s
Health Scheme, which were intended by the Government and the World
Health Organization (WHO) to modernize and update health planning.
In 1978, Pakistan adopted “Health for ALL (HFA) by the Year 2000:
Strategy of WHO” (NHP, 1997).

Pakistan’s Health Care Structure 
The  government  institutions  involved  in  the  health  policy

process  include  the  Federal  Ministry  of  Health  and  several  federal
planning  and  approval  departments.  The  Federal  Ministry  of  Health
handles all health matters including health legislation, but not merely at
the policy level; the ministry is also responsible for the quality of health
care, health care planning and coordination of health related activities, as
well as educational standards in the field of medicine and collection of
health related statistics of the whole country. All these activities must be
conducted according to the national health policy. The Federal Ministry
of Health also receives support from other bureaucratic institutions of
the country in carrying out its tasks. Along with this Federal Ministry of
Health,  there  are  Provincial  Ministries  of  Health  in  each  of  the  five
provinces of Pakistan which work under the Federal Ministry. After the
provincial  level,  there  are  also  agencies  and  departments  at  district
levels,  that  are engaged in the delivery of health care services in the
districts (Khan, 1996).

All Pakistan Health Conferences were held in 1947, 1951 and
1956. A Medical Reform Commission was established in 1959 which
published  its  report  in  1960.  A  system  of  local  health  services  was
introduced  in  1969,  and  in  1971  the  Rural  Health  Centers  (RHCs)
scheme  was  launched  in  rural  areas  of  Pakistan.  The  First  National
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Health Policy was published in  1990,  followed by the Social  Action
Program in 1993 – 96, and two more Health Policies in 1997 & 2001
respectively  (Khattak,  2005).  The  main  emphasis  of  the  first  health
policy  was  mother  and  child  health  care,  the  second  policy  had  a
mention of the National AIDS Control Program, but the third policy put
more  emphasis  on  HIV/AIDS  prevention  and  control  by  giving  top
priority  to  reducing widespread prevalence of  communicable diseases
and stated expansion plans for HIV/AIDS efforts to include prevention
of HIV transmission through health education, surveillance system, early
detection of sexually transmitted infections (STIs), improved care of the
affected persons, promotion of safe blood transfusion  and enactment of
uniform law to set up blood control authorities in all provinces(Khan,
1996).

History of Pakistan’s Efforts to Combat HIV/AIDS
Since the diagnosis of the first case of HIV/AIDS in the country

in 1987, the Government of Pakistan has worked towards the alleviation
of  the  epidemic,  first  by  establishing  the  National  AIDS  Control
Program (NACP)  at  the  federal  level,  which  has  more  recently been
operating with four provincial AIDS Control Programs and one in Azad
Jamu Kashmir, with the assistance of the United Nations, other donors,
Non Governmental Organizations (NGOs), Civil Society Organizations
(CSOs)  and  People  Living  With  HIV  (PLWHIV)  organizations.
Throughout  this  history  of  program  development,  and  despite  the
mandate and availability of social work education, there has not been
any substantive involvement  of  social  work professionals  in  program
development or delivery. 

In 1987, a Federal Committee on AIDS (FCA) was founded on
whose  recommendation  the  AIDS  Prevention  and  Control  Program
(APCP) was established in Pakistan. APCP was primarily sponsored by
the World Health Organization (WHO) and is  focused principally  on
laboratory based retorts of the screening of blood at blood banks and the
detection of  HIV positive  cases  through laboratories  in  public  sector
hospitals. In 1994, APCP was brought under the Social Action Program
(SAP) project and time framed till 2003. The new interventions included
prevention and control and were executed as part of the general health
care set-up. In 2011, the Government of Pakistan developed the first five
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year  National  Strategic  Framework  (NSF-I)  with  the  support  of
UNAIDS. This charter emphasized not only on prevention and control
but  also  provision  of  information  and  services  to  the  most  affected
populations i.e. IDUs, MSWs, FSWs, HSWs, prison inmates and long
distance  Truck  drivers.  The  National  Blood  Policy  2002  and  the
National  Blood Strategic  Framework 2003-2007 were developed as a
result of the WHO declaration that safe blood is a universal right; this
policy  and  framework  require  safeguarding  of  blood  supply  through
blood screening for HIV, Hepatitis B and C in all municipal sector blood
banks throughout the country.   

In  2003  with  the  termination  of  APCP,  the  Government  of
Pakistan  sanctioned  the  “Enhanced  Program  on  HIV/AIDS  Control
Program  (EPHCP)”  for  the  next  five  years,  based  on  NSF-I  and
Declaration of  Commitment  (DoC) of  2001 from the United Nations
General  Assembly Special  Session on HIV/AIDS (UNGASS)to cover
the  years  from  2003  –  08,  with  the  World  Bank,  DFID  and  some
government  counterpart  financing  it.  This  program  was  based  on  a
decentralized  approach,  created  by  setting  up  one  National  AIDS
Control Program (NACP) and five Provincial AIDS Control Programs
(PACPs) in the country. The principle components of EPHCP included;
a) interventions for those populations most at risk by providing services
with  public/private  partnerships  and  a  service  package  including
information delivery, skill improvement, condom dispersal, no syringe
exchange and promotion of voluntary and confidential testing services.
The health care professionals were trained on HIV management and the
network  of  PLWHIV started  being  established  b)  establishment  of  a
Second  Generation  Surveillance  System  (SGSS)  sponsored  by  the
Canadian Government c) prevention of HIV Transmission in the general
population  through  awareness  raising  mass  media  campaigns  and
screening  of  blood  and  blood  products,  which  let  National  Blood
Transfusion Safety Ordinance; d) delivery of treatment, care and support
services to PLWHIV and capacity building of public sector and NGOs
workers involved in the implementation of the program. In 2005,  the
National  HIV/AIDS  Policy  Document  (Draft)  was  developed  which
emphasized prevention and control of HIV/AIDS through multi-sectoral
slant applicable at all levels of government and community. 

In 2006, National AIDS Control Program (NACP) undertook a
detailed Situation and Response Analysis (SRA) which was charted by a
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Mid Term Review (MTR). On the basis of the SRA findings and an in-
depth consultation with all stakeholders a National Strategic Framework
II  2007 –2012 (NSF –  II)  was  developed.  Its  main  purpose  was “to
expand and scale up effective national response to the threat of HIV and
AIDS”, with four major strategies included a) promotion of positive and
supportive  public  attitudes;  b)  consolidation  of  the  formal  written
institutional support; c) construction of the right capability; developing
the needed capacity at all levels; and d) surmounting hurdles to program
provision. The priority areas included were; operative, collaborated and
justifiable multi-sectoral reaction to HIV/AIDS; reduction of risk of HIV
among  high  at-risk  and  vulnerable  populations;  reduction  in
vulnerability of women, child and youth;  prevention of the spread of
sexually  transmitted  infections  (STIs);  compliance  with  universal
precautions to prevent spread in medical settings; improving the quality
of life of PLWHIV by providing them with treatment, care, and support
including financial; increasing institutional arrangements and linkages;
enhancing the opportunities for informed decision making by affected
people; and monitoring and evaluation. This NSF-II also stated that the
health sector from national to grass-root level, including the Ministry of
Health (MoH) and all  provincial  Departments of Health (DoH),  must
take leading role as they are the key parties responsible for the response
to the epidemic.  It recommended strongly that public departments work
in  collaboration  with  the  Civil  Society  Organizations  (CSOs),  Non
Governmental  Organizations  (NGOs)  and  other  related  departments,
including  Interior  Ministry,  Women’s  Development,  Social  Welfare,
Special  Education,  Defense,  Law,  Justice,  Human  Rights,  Labour,
Manpower and Overseas Pakistan, Narcotics Control and Anti-Narcotics
Force,  Local  Bodies  and  Rural  Development,  Industries,  Population
Welfare, Information, Religious Affairs and Education.   

In  2007,  the  HIV/AIDS  Prevention  and  Treatment  Act/Law
(Draft) was contemplated, which included the establishment of National
and  Provincial  AIDS  Coordination  Commissions  and  emphasized
information dissemination, preservation, sustenance, access to treatment
and  stigma  reduction  for  PLWHIVs,  and  the  prohibition  of
discrimination of  PLWHIV in public  and private  sector  employment,
health  facilities,  education,  housing  accommodations,  and  goods  and
services; as well as, behaviour change communication and advocacy of
HIV/AIDS prevention measures, blood screening, voluntary counseling
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services,  procedures  for  maintaining  confidentiality,  and  provision  of
legal aid services for people at risk to ensure their legal rights, Penalties
for breaching of this law were included. 

Also in 2007, a comprehensive National HIV and AIDS Policy
(Draft)  was  made  whose  features  that  distinguished  it  from  earlier
programs  and  policies  include;  a)  all  political  leaders  and  political
parties should promote HIV/AIDS related issues in their jurisdiction; b)
religious and civil society leaders should be involved at all levels of the
program and policy, because they can mould public opinion especially
to  overcome  stigma  and  discrimination;  c)  people  with  HIV/AIDS
would enjoy the same rights that any other citizen of Pakistan enjoys and
when  they  seek  help  or  assistance  must  be  treated  with  dignity  and
respect; d) HIV/AIDS information and prevention programs should be
incorporated  into  all  existing  health  programs  and  services,  such  as
reproductive health services, maternal and child health services, services
for  STIs,  Hepatitis  and  TB  Control  Programs;  e)  all  government
ministries and departments should look at their policies and programs to
ensure that they are not contributing to conditions that encourage spread
of HIV/AIDS and the increased vulnerablity of PLWHIV; f) training of
workforce of all public health departments and ministries; g) individuals
found  to  be  HIV  positive  be  provided  with  confidential  counseling,
treatment, care and support.

In 2008, EHACP accomplished its five years of operation and
was extended till  2009.  To meet  the Millennium Development Goals
(MDGs)  Goal  6  “halting  and  beginning  to  reverse  the  spread  of
HIV/AIDS  by  2015”,  revising  and  scaling  up  of  the  program
interventions  were  needed:  this  led  to  new  components  of  EHACP,
including; a) Prevention and Treatment Services: for most at risk groups
including long distance Truck Drivers, jail inmates and coal miners and
also Oral Substitution Treatment (OST) for IDUs under Harm reduction
Program, Blood transfusion Safety Services by providing screening kits
for  HIV,  Hepatitis  B and C in municipal  Blood Banks,  Provision of
Training to  public  sector  hospital  staff,  prevention of  parent  to  child
transmission  in  collaboration  with  gynecology  departments  of  public
hospitals  b)  Advocacy  and  Communication:  advocacy  efforts  should
target  all  such  as  parliamentarians,  media,  educationists,  religious
leaders,  uniformed personnel  and general  population,  Communication
and stigma reduction campaign which should be researched based and
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supported by cultural realities and can be implemented c) Governance
and the Institutional Framework of the response: governance by multi-
sectoral approach with synchronization of all five committees together
with National  Advisory Committee  on AIDS,  the  National  Technical
Steering Committee on AIDS, the Multi-sectoral Committee, Provincial
Advisory Committee and Provincial  technical  Steering Committee  on
AIDS,  Capacity building  of  public  sector  and  civil  society managers
with the sustenance of multi-sectoral associates and executed by NACP,
Program Management by a National Program Manager of all NACP’s
administration  and  services  wing,  Monitoring  and  Evaluation  reports
and Independent Third Party Evaluations of all nationwide services of
NACP.

These  numerous  approaches  and  responses  resulted  in  the
addition  of  HIV/AIDS  as  a  significant  issue  in  the  National  Health
Policy 2009 (Draft)  which also mentioned that  IDUs, MSWs,  FSWs,
HSWs are the most at risk population. The second achievement of the
revised EHACP was the  HIV/AIDS Safety and Control Bill 2009 which
was  highlighted  when  IDUs,  PLWHIVs  and  HSWs  offered  their
testimony  before  sub-committee  of  the  National  Assembly  Steering
Committee on Health in September 2009. The hearings paved the way
for formal recognition of HIV/AIDS issue at the national level and HIV/
AIDS Safelty and Control Bill 2009 was accepted by the Parliament for
review. This bill emphasized public awareness of HIV prevention, blood
and institutional  health  care  safety  measures,  impartial  admittance  to
prevention, treatment, care and support services by all suffering from the
disease  and  a  special  focus  on  the  human  rights  of  PLWHIV.  The
hearing was also helpful in leading the Supreme Court of Pakistan to
give citizenship  rights  to  Hijras  (Transgenders)  in  2009,  establishing
that on their National Identity Cards they would be registered as Third
Sex and in would have a right  to the services of state social  welfare
departments and other financial support programs.  
Discussions of the Policies and Programs

Although  the  Government  of  Pakistan  adopted  the
recommendations of the Bhore committee on disease prevention from its
inception and the first  case  of  HIV/AIDS was  diagnosed in  USA in
1981,  Pakistan  failed  to  take  any preventive  measures  until  the  first
diagnosis  of  an  HIV/AIDS  case  in  the  country  in  1986-87;  earlier,
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preventive measures,  (such as scaling up STI prevention programs or
screening blood before blood transfusion, might have delayed the spread
of the epidemic in Pakistan. The Government of Pakistan founded the
NACP only in 1987, subsequent to the diagnosis of the first case of HIV/
AIDS. This delayed response set a precedent for the pace future policy
and program responses to the epidemic.

The AIDS Prevention and Control Program was also established
in 1987. Its mission was to screen blood in blood banks, with a primary
focus on laboratories, and tests, neglecting the social causes and social
context of prevention measures needed. At last in 1994 deterrence and
regulating  measures  were  taken  inside  the  municipal  health  care
infrastructure  and  no  training  was  provided  to  the  existing  staff,  no
awareness raising sessions or widespread campaign was included.
National Strategic Framework-I (2001) included awareness raising but
only for high risk groups and not the general public. Promoting public-
private  partnerships  was  a  positive  step  because  many  of  the  civil
society  organizations  have  direct  contact  with  the  public  and  are
respected in local communities. Condom promotion and distribution was
also  a  good  addition,  but  it  should  have  been  included  in  a
comprehensive  educational  context  promoting  disease  prevention  and
the acceptance of contraceptive measures and practices by the public.
Another positive point of this document was the promotion of voluntary
HIV testing, alongside the requirements of confidentiality regarding the
results  and  provisions  of  the  services  for  the  affected  individuals,  to
avoid  stigmatizing  them.  This  was  also  a  time  when  the  PLWHIV
started gathering in groups and organizations. Another positive step in
the NSF-I was the training of public and private officials working in the
field a previously neglected but essential component. 

The National HIV/AIDS policy of 2005, which remained a draft
only,  promoted  multi  sectoral  partnerships.  The  collective  and
coordinated collaborations of all sectors of society was identified, albeit
it rather late, as critical to a successful response to the epidemic. 
The  National  Strategic  Framework-II  (2006)  was  a  comprehensive
document  which amplified and clarified the need for a  multi-sectoral
approach through the coordination and cooperation. For example, this
document articulated the importance of the prevention of transmission to
women, children and youth and recognized the prevention of sexually
transmitted  infections  as  a  significant  concern  and because  STIs  can
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amplify HIV transmission risk. However, implemention of STI testing
and  treatment  programs  has  been  difficult  because  of  culturally
grounded taboos regarding discussion of sexual aspects of life. 

The general public was targeted in awareness raising campaigns,
an important step to overcome the role of ignorance in the epidemic. A
further improvement was the emphasis on provision of services to the
PLWHIV, these services included not only treatment and care but also
financial support. This change was essential because the stigmatization
and misconceptions about  transmission have led to social  segregation
and loss of livelihood for many with HIV/AIDS. The documents also
established that obtaining informed consent from the patients is a basic
human right.

Although draft documents have laid the path, the NSF-II was the
first formal document that enlisted all the concerned public departments
and organizations to work in collaboration with each other to combat the
disease; those named included: social welfare, women’s development,
overseas  departments,  narcotics  control  and  anti  narcotics  force,
population welfare,  religious  affairs  and  education  departments  along
with civil society organizations (CSOs). 

The  HIV/AIDS  Prevention  and  Treatment  Act  of  2007  gave
further emphasis to the rights of PLWHIV, to overcome the frequent
discrimination experienced in jobs, health services, education, housing
accommodation and other goods and services. The additional provision
for free legal aid services for PLWHIV supports their right to pursue
their  lives  with  respect  from society.  But  once  again,  with  all  these
strengths,  the  document  remained a  draft  only  and has  not  yet  been
signed. Therefore, these positive steps have not materialized. 

One of the interesting aspects of National HIV/AIDS Policy of
2007 was that it  stressed that all political leaders and political parties
should include HIV/AIDS related issues in their platforms and policies
and  should  help  promote  knowledge  regarding  the  disease  in  their
jurisdiction. However, the reality is that many of the Pakistani political
leaders  are  themselves  uninformed  and  about  the  disease  and  its
consequences, so their own training on the subject was an important step
which this document neglected. Religious leaders were engaged in the
program which was a positive development, because they have influence
on the ideas and life of many people. Although this document specified
that all PLWHIVs were to be treated with respect and dignity in every
walk of life,  this  positive call  as hard to implement because of wide
spread  lack  of  information  and  illiteracy.  Integration  of  HIV/AIDS
prevention and control  initiatives  among the government departments
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was a healthy step.  All  government departments were asked to make
sure their policies and programs are not contribution to the risk of the
epidemic  increase  or  to  the  vulnerability  of  PLWHIVs.  Finally,  the
promotion  of  confidential  counseling,  treatment,  care  and  support  of
HIV positive individuals, all promoted in this document, must be seen as
a good step.

The  revised  EHACP  of  2008  expanded  the  list  of  high  risk
groups beyond long distance truck drivers and jail inmates, to include
coal miners. All these groups of men remain for long periods away from
their wives and are thought to be at risk of engaging in sex with other
people.  One  commendable  feature  in  the  revised  EHACP  was  the
provision of Oral Substitution Treatment (OST) for people who usually
use  injectable  drugs  (IDUs).  In  this  harm  reduction  approach,  oral
medicines  are  provided  for  swallowing,  to  reduce  the  reliance  on
injectable  drugs,  and thus  to  reduce  the  risk of  transmission through
needles contaminated by the HIV positive blood of a prior user. Unsafe
practice with needles used for injecting illicit drugs is the most prevalent
mode  of  transmission  of  HIV  in  Pakistan  (The  News  International,
2003). 

Provision of blood screening kits to blood banks was another
positive step, along with providing training to the public sector hospital
staff and inclusion of obstetrics/gynecology departments of hospitals in
the efforts to reduce the chances of spread of disease from mother to
child.  Advocacy  with  parliamentarians,  religious  leaders,  education
leaders,  uniformed  officers  and  the  general  public,  to  promote  HIV
knowledge, policy development, and stigma reduction were specified in
this plan, and again the multi-sectoral approach was promoted. NACP
was given the task of training the employees of public agencies as well
as  CSOs  workers  who  are  engaged  in  HIV  work.  Monitoring  and
evaluation of all NACP programs and services was a new and positive
step. Then, as mentioned above, the HIV/AIDS Safety and Control Bill
of 2009 was a result of all the earlier struggles, including those of HIV
positive individuals and members of high risks groups. 
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Implications for Policy and Practice
The above findings suggest that the epidemic of HIV/AIDS has

not spared Pakistan, and that the policies and programs so far have not
been  effective  enough,  as  pursued  to  date,  to  have  stemmed  the
epidemic. Pakistan is not unique in facing these problems, and there is a
wide body of literature about  specific programs that  have been tried,
with varying degrees of effectiveness.

As mentioned at the outset, Pakistan has so far not utilized the
knowledge  about  human  behavior  and  behavior  change,  about
interpersonal  and  family  contexts  in  coping  with  health  or  other
challenges, about how to deliver difficult news to patients, or about how
to manage social  services  programs.  In particular,  social  workers  are
experienced at  collaborative efforts,  including in  their  active roles  in
Pakistan social welfare and public health, NGOs and CSOs settings. Yet,
to date, neither the policies nor the programs have specified any role for
social work experts or trained workers. 
Interventions for prevention and control of the HIV epidemic in Pakistan
must be pursued in two arenas; for and among the general public, (to
promote awareness and reduce stigma), and for and among the high risk
and  infected  population,  (to  promote  behavioural  approaches  to
prevention,  and  to  provide  needed  medical,  social,  and  economic
supports to those in need). Each of these arenas for improvement has its
own characteristics and needs. 

At present,  it  seems that the National AIDS Control Program
workers have been trying to address the epidemic alone, despite goal of
collaboration among other sectors. As several of the policies direct, all
other stake holders must be included, both because the necessary access
points fall  within a wide range of fields, and because a collaborative,
integrated effort  can help to overcome stigmatization. Departments to
bring  actively  into  this  efforts  include:  Social  Welfare,  Women’s
Development, Population Welfare, Interior Ministry, Special Education,
Defense, Law, Justice, Human Rights, Labour, Manpower and Overseas
Pakistan, Narcotics Control and Anti-Narcotics Force, Local Bodies and
Rural  Development,  Industries,  Population  Welfare,  Information,
Religious Affairs and Education. Each one of these departments along
with  private  organizations  addressing  related  issues,  must  work  in
collaboration to combat the disease throughout the country. Perhaps the
role of NACP should be to bring all these departments together.
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