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AIDS, public health and the panic reaction (Part II)

RITUPRIYA

There are some important issues related to AIDS control
in India which I am dealing with in this section.

DECONTEXTUALIZED PLANNING
An autonomous national AIDS control organization has
been created which has been branched off from the
Directorate General of Health Services. It has received a
loan of US$ 85 million over 5 years from the World Bank-
the formation of an autonomous organization was a pre-
condition for this support. It was thought that autonomy
would lead to a more effective and efficient implementation
of the programme. Although this might be true in the short
term because the programme was initiated more quickly, it
has several negative implications. One is the diversion of
attention from strengthening the general health services.
This has happened earlier with the malaria and family
planning programmes and is already evident in the case of
AIDS because the central government has reduced alloca-
tion to other areas of health by an amount equal to the
World Bank loan.v' The central health budget is thus skewed
with one-fourth of its outlay going for AIDS. The general
health services, which will anyway bear the major burden
of HIV testing and case management, are thus weakened.

ISSUES DEALT WITH INADEQUATELY
The AIDS programme is being carried out through the exist-
ing health infrastructure with essential inputs wherever
necessary" but proper checks have not been developed to'
deal with the problems likely to be encountered. These are
associated with the uncritical application of international
prescriptions under our conditions. These are elaborated
upon below.

HW surveillance
HIV testing centres have been set up attached to a few large
hospitals and medical colleges. 55 These form the base of the
surveillance and case detection system. Some physicians and
nurses from these institutions are being trained for manage-
ment of AIDS cases but as the epidemic progresses, more
testing and treatment services will be needed.

Keeping in view the stigmatization and mental trauma
associated with HIV testing, the World Health Organization
(WHO) advocates testing only after informed consent has
been obtained or when pre- and post-test counselling are
available. Otherwise the procedure should be unlinked and
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anonymous. 17 In India very little information is ever
conveyed to the patient regarding his or her condition
and this makes it unlikely that counselling can be done
effectively. 56

The WHO also suggests that as no useful purpose is served
by testing 'high risk groups' such as commercial sex workers,
it should not be done. Even these recommendations,
however, need to be examined critically.

Implementation of the right to informed consent while
undertaking any procedure is, at present, impossible in our
medical system. The patients or their relatives are made to
sign or thumb-print the appropriate paper usually without
being provided an adequate explanation of what they are
consenting to. Similar 'consent' will be taken for HIV testing
if it is made mandatory. Thus the WHO safeguards, against
the negative effects of HIV testing, will be difficult to
implement here.

Indian experts involved in formulating guidelines
have taken this into account; they have decided that no
informed consent is necessary for testing" and counselling
is being done by training special social workers and setting
up counselling centres-while testing is to be prescribed
by doctors, for counselling patients will depend on special
personnel who will not be available at most medical
institutions!

Perhaps we should create special AIDS clinics with
motivated and trained persons. However, we know from
experience with leprosy" and with AIDS in other parts of
the world that special clinics only add to the isolation and
stigmatization of patients and are avoided by suspected or
early cases. Because of the large number and geographical
spread of the disease, this strategy will only provide limited
access to the, many who will need such services.

Non-governmental organizations (NGOs) cannot be the
answer either considering the likely magnitude of the task
in the coming years.t" It seems that the most positive
approach would be to use AIDS as an opportunity to develop
in all doctors and nurses an understanding about the impor-
tance of informed consent and counselling and about dealing
with patients as human beings. This is essential if an environ-
ment is to be created which will encourage voluntary and
anonymous testing.

Diagnosis of AIDS
Clinical suspicion as the basis for HIV testing may be mis-
leading because the present WHO definition is too general
and is based on the African experience. Using it we are
likely to misdiagnose many cases of tuberculosis, diarrhoea
and malnutrition as AIDS. In spite of having identified over
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300 confirmed AIDS cases in this country we have not as
yet developed a clear clinical picture of how a patient with
AIDS presents in India. We urgently need to evolve clinical
diagnostic criteria which will be useful in our setting. Till
then unnecessary tests will be performed causing hardship
to many people tested and a waste of our meagre resources.

As the awareness of AIDS increases and more and more
private practitioners start to look for it, many patients will
be advised to undergo HIV testing. However, doctors who
practise in poorer areas may well rely on just one or at best
two ELISA tests (costing Rs 50 each) because the confir-
matory Western Blot test costs Rs 450 and will require going
to an official surveillance centre. Because of the advertising
by commercial centres and the testing equipment industry, 58

a high rate of false positive 'diagnoses' is likely causing
unnecessary anxiety to individuals so labelled.

Appropriate and safe medical care
Even the most optimistic predictions estimate that if safety
tneasures are promoted successfully only one-third of AIDS
cases will be prevented. The rest must be cared for. No
NGO can undertake work of this magnitude so it has to be
provided by the general health services. This means they
have to be manned by informed personnel who have a non-
discriminatory and a non-judgemental attitude. They also
need to have the technical skills to deal with the different
types and stages of the disease.

In spite of the knowledge that virus is very fragile and
routine sterilization procedures are enough to protect against
it, the predominant response of medical personnel is one of
fear of contracting the infection. This attitude does not seem
to be a matter of major concern to programme formulators.
To them the education of medical personnel on AIDS and
a change in their 'behaviour' is not an important sphere of
activity. Guidelines for handling HIV infected persons have
been prepared by the Directorate General of Health Services
but are grossly inadequate if the attitude of health care
workers is to be changed.

Wasteful expenditure
We must guard against wasteful spending in the name of
checking the spread of HIV. It is estimated that in the USA
dentists alone have increased spending on infection control
measures by about $525 million a year based on 'media hype
and exaggerations of experts with little objective examina-
tion' .59 Pressures from the medical instrument industry
promote this trend. Further, methods suitable in other
countries may not be appropriate for us. For instance, dis-
posable syringes, needles and intravenous sets may be picked
up from hospital garbage dumps and re-cycledl'" I believe
the surest way to ensure safety in small hospitals and medical
centres is to boil a syringe and needle for 20 minutes just
prior to use. It is also less expensive than using disposable
equipment.

Educating health care workers
What we need to do is to re-educate our medical and nursing
personnel and at the same time to actively work on develop-
ing appropriate and convenient antiseptic procedures which
can be used easily under conditions of overwork and resource
constraints. A blend of time and work studies and biomedical
engineering will be needed and we should then create
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conditions for application of this research in our medical
institutions. This will help not only to control AIDS but also
to improve other aspects of our health services.

Blood bank services
The importance being given to ensure safe blood banking
under the programme is noteworthy with almost one-third
of the AIDS budget being allocated for this task. The reasons
for this are the prevention of iatrogenic infection and the
hope that the medical profession's effort to prevent this mode
of transmission may stimulate other sections of the popula-
tion to do likewise.P However, results proportionate to the
expenditure of time and resources may not be forthcoming
unless mechanisms are devised to check closely the activities
of the small private blood banks mushrooming all over the
country. The Drug Controller's department (under whose
purview blood and blood products fall) is inadequate to
undertake this task."

Testing, treatment services and information, education
and communication (IEC) activities have been focused on
urban areas. With reports of HIV infection increasingly
coming in from different rural areas and with the African
experience before us, we must not ignore the population
outside the cities?

We have not been able to reduce the prevalence of tuber-
culosis in this country in spite of effective chemotherapy
being available and a national programme for its control
which started in 1962. It, therefore, seems unlikely that our
health services will be able to do much about AIDS without
the people's active involvement. Families and communities
must be encouraged to look after patients with AIDS and
the general health services improved to provide them
support. The best mechanisms and methods for doing this
must be worked out as part of the AIDS Control Programme.

The above issues have been considered while tackling the
AIDS Control Programme but they have not, I believe,
been dealt with adequately. One reason for this is that public
health researchers, planners and administrators have acted
in haste, prompted by the alarming projections provided by
international experts. This made for uncritical acceptance
of international pronouncements and programme guidelines
without leaving out those which were difficult to implement
under our conditions. No assessment was made ofthe aspects
of HIV/AIDS specific to us and, wherever these were
recognized, no innovative and appropriate strategies for
dealing with them were evolved. Panic does not allow for
critical or creative thinking.

The Family Planning and Malaria Eradication prog-
rammes and their failures are good examples of what to
expect if we rely primarily on prescriptions by international
experts without analyzing our own conditions.S

AIDS RESEARCH IN INDIA
Although there is a great need for AIDS related research
in India, it is, somewhat surprisingly, not a major component
of the National AIDS Control Programme. There is a need
to go into problems posed by comprehensive surveillance,
to study the sexual behaviour of different sections of the
population, to analyse and interpret all the surveillance data,
to anticipate and study situations in which HIV transmission
is likely, to evaluate the impact of different educational and
motivational approaches for changing behaviour and to
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assess the impact of different methods of managing AIDS
cases.

CONCLUSIONS
Public health workers have been partly responsible for
creating a negative image of HIV infection and the
AIDS epidemic by arousing fear through the manner in
which they have projected the epidemic and predicted its
future course. They have also created 'high risk' categories
from among the socially marginalized groups and increased
their victimization.

Frank and open discussions on the role of fear generation
are needed to advance a non-discriminatory approach. The
current policy has led to infected persons going 'under-
ground'. The negative response of medical professionals to
such persons and the unrealistic attitudes of public health
planners are all examples of counter-productive behaviour.

From the issues and situations discussed above some
recommendations can be made for AIDS control work at
the present stage. These are:

1. Give comprehensive, scientifically validated information
to the public.

2. Relate the AIDS situation and all planning for it to the
larger health situation and the available health services.

3. Make efforts to change the medical professionals'
attitudes towards informed consent, counselling, confi-
dentiality, precautions to be routinely taken in clinical
practice (in prescribing, undertaking invasive procedures
and sterilizing equipment) and provide conditions in
public institutions conducive to correct practice.

4. Work towards developing a clinical definition of AIDS
as it occurs in India and make AIDS care a part of the
routine medical services using management methods for
AIDS cases which involve families and communities.

5. Support research into the AIDS-related perceptions and
behaviour of lay persons and medical professionals. This
will help AIDS education efforts and should prompt
research into appropriate technologies needed to facilitate
positive behaviour.

Some lessons to be learnt from this experience for similar
situations in the future are:

1. We must anticipate social responses and while promoting
those positive for disease control pre-empt the negative
ones.

2. Make only scientifically substantiated public pronounce-
ments about the disease epidemic and not let any social
bias colour the scientific evidence.

3. Educate medical personnel early.
4. Develop health care services for the diseased as the first

control measure.
5. Develop quick and comprehensive surveillance systems.

ACKNOWLEDGEMENTS
I owe the development of many ideas to discussions with doctors and
administrators working in the AIDS Control Programme and with
members of the ABVA (AIDS Bhedbhav Virodhi Andolan). I am also
grateful to Drs D. Banerji, I. Qadeer, K. R. Nayar, Mohan Rao,
Shiv Visvanathan, Susan Visvanathan, Pun am Zutshi, R. Dasgupta
and A. Sagar for their comments on an early version of this article.

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 7, NO.6, 1994

REFERENCES
Mann JM. Global AID~Critical issues for prevention in the I990s. Int J
Health Serv 1991;21:553-9.

2 Higgins DL, Galavotti C, O'Rielly KR, Schnell OJ, Moore M, Rugg DL,
et al. Evidence for the effects of HIV antibody testing and counselling on
risk behaviours. JAMA 1991;266:2419-29.

3 Hughes H. What have we all been doing-and have we been doing it right?
AIDS Action 1992;16:1-8.

4 Mann J. Global AIDS: Epidemiology, impact, projections, global strategy.
In: World Health Organization. AIDS prevention and control. Papers from
World Summit of Ministers of Health on Programmes for AIDS Prevention.
Volume 10. Geneva:Pergamon Press, 1988:3-13.

5 Gordon G. Klouda T. Preventing a crisis-AIDS and family planning work.
London:Macmillan, 1989.

6 Husen T. The learning society. London:Methuen, 1974.
7 Directorate General of Health Services. National AIDS Control Programme.

India: Country scenario-An update. New Delhi:Directorate General of
Health Services, Government of India, 1991.

8 John TJ. The epidemiology of AIDS in Vellore. In: Proceedings of the Second
International Conference on AIDS in Asia and the Pacific, New Delhi,
November 1992. p. 75 (Abstract).

9 Press Trust of India. Bombay warned of AIDS. National Herald 1990Sep 9:5.
10 Kang Bhavdeep. India may face Africa-like AIDS situation. The Pioneer

1992 Oct 13:4.
II Global Programme on AIDS. Current and future dimensions of the HIVIAIDS

pandemic-A capsule summary. Geneva:World Health Organization, 1992.
12 Le Fanu. Health wise. London:Macmillan. 1992.
13 Ampel NM. Plagues-What's past is present: Thoughts on the origin and

history of new infectious diseases. Rev Infect Dis 1991;i3:65!Hi5.
14 Jewell NP. Some statistical issues in studies of the epidemiology of AIDS.

Stat Med 1990;9:1387-416.
15 Schall R. On the maximum size of the AIDS epidemic among the heterosexual

black population in South Africa. S Afr Med J 1990;78:507-10.
16 Blower S. Behaviour change and stabilisation of seroprevalence levels in

communities of intra-venous drug users: Correlation or causation? J AIDS
1991;4:920-4.

17 Chin J. Public health surveillance of AIDS and HIV infections. Bull WHO
1990;68:529-36.

18 Chin J. Understanding the figures. World Health 1989 Oct, pp: 8-9.
19 Chin J, Mann J. Global surveillance and forecasting of AIDS. Bull WHO

1989;67:1-7.
20 Ramachandran P. Women's vulnerability. Seminar 1992;96:21-5.
21 Anonymous. A time bomb with oral compulsions. National Herald 1989Mar 19.
22 Bhargava S, Devadas D. AIDS: Approaching danger. India Today 1988

JuI31:113-19.
23 Hook EW. Behavioral relapse among homosexually active men: Implications

for STD control. Sex Transm Dis 1990;17:161-2.
24 Elo O. 10 years of AIDS epidemic: Lessons learnt. The Times of India 1992

Nov 8:10.
25 Gordon G, Klouda T. Preventing a crisis: AIDS and family planning work.

London:Macmillan, 1989.
26 Anonymous. A positive need. The Times of India 1992 Nov 10:8.
27 Mann JM. How AIDS has changed epidemiology. New Scientist 1991;129:10.
28 Anonymous. Tests: Discrimination or discovery? AIDS Action 1988;3:1.
29 Anonymous. On the frontline. AIDS Action 1992;17:1.
30 Anonymous. HIV infection- Ongoing studies and future research plans.

Indian Council Med Res Bull 1989;19:115-29.
31 Centres for Disease Control. CDC Statistics. AIDS 1991;5:1401.
32 Savara M. Sexuality. Seminar 1992;396:126-30.
33 Bhandari A, Jain JP, Bhardwaje J, Lalitha SA, Sahni PS, Shalini SCN,

et al. Less than Gay: A citizen's report on the status of homosexuality in India.
New Delhi:ABVA, 1991.

34 Sahni PS. Police harasses and hounds Delhi gays. The Pioneer 1992JuI15:10.
35 Damodar P, Jayanthi A, Ray S, Raj IS, Kudva I, Srinivasa H. Implementation

of blood safety initiative strategy with special reference to HIV-l infection
at SJMC Hospital, Bangalore. In: Proceedings of the Second International
Congress on AIDS in Asia and the Pacific, New Delhi, 1992 November p. 18
(Abstract).

36 Pulimood RB, Padankatti T. Strict donor selection influences seropositivity
rate of blood donors in a medical college hospital in India. Results of screening
blood donors in Madras. In: Proceedings of the Second International Congress
on AIDS in Asia and the Pacific, New Delhi, 1992 Novemberp. 18(Abstract).

37 Malaviya AN. Some Facts. Seminar 1992;396:16-20.
38 Hari R. Unkempt blood centre. The Hindustan Times 1992 Oct 31:13.
39 Mathew M. AIDS cases shooting up in Bihar. The Hindustan Times 1993

Mar 15:12. .
40 Williams GA, Bjerregaard 0 (eds). Community responses 10 HIV andAIDS-

Experiences from India and Thailand. New Delhi and New York:United
Nations Development Programme, 1992.



MEDICINE AND SOCIElY

41 Gould R. Blood trade elimination. In: Proceedings of the Second International
Congress on AIDS in Asia and the Pacific, New Delhi, 1992 November p. 21
(Abstract).

42 Sethi S. Rational use of blood to reduce the risk of HIV infection. In:
Proceedings of the Second International Congress on AIDS in Asia and the
Pacific, New Delhi, 1992 November p. 20 (Abstract).

43 Jacob J, Dass M. Blood transfusion and AIDS. In: Proceedings of the Second
International Congress on AIDS in Asia and the Pacific, New Delhi, 1992
November p. 16 (Abstract).

44 Natraj S. Ashok's story. AIDS Action 1991;14:5.
45 Bhardwaje J. Blood of the professionals-A report on the exploitation of

professional blood donors by the blood banking system in India. New Delhi:
ABVA,1991.

46 Anonymous. AIDS travels fastest on the highway. The Pioneer 1992Sep 21:3.
47 Freudenberg N. AIDS prevention in the US: Lessons from the first decade.

lnt J Health Serv 1990;20:589-99.
48 Nataraj S. Education, not discrimination: A court case in India. In: Radlett

M, Mariasy J, Thomas L, Bennett 0 (eds). Triple jeopardy-Women and
AIDS. London:The Panos Institute, 1990:85.

49 Bhandari A, Dalip D. Jain JP. Kohli JS. Lalitha SA. Manoj. Women and
AIDS. A citizen's report. New Delhi:ABVA, 1990.

50 Gupta A, Bhandari A, Ailawadi A, Bhardwaje J, Lalitha SA, Pande M. This
sugar is biller: A citizen's report on the status of chemical dependents and HIV

291

infection in India. New Delhi:ABVA, 1992.
51 Karkaria BJ. HIV: The new medical pariah. The Times of India 1992Mar7: I.
52 Inderjit S. Probe on AIDS case fails to meet. The Times of India 1992Mar 3:1.
53 Press Trust of India. Plight of AIDS patients-Hospitals shut their doors.

Indian Express 1990 Jul 8:3.
54 Anonymous. Adjusting for better health. The Economic Times 1993Apr 5:9.
55 Anonymous. HIV infection-ongoing studies and future Research Plans.

Indian Council Med Res Bull 1990;20:120--9.
56 World Health Organization. Guidelines for Counselling About HIV Infection

and Disease. WHO-AIDS series, Geneva, 1990. pp: 18--19.
57 Rao VK. Study of leprosy control programme in rural population in Chingleput

districts. Centre of Social Medicine and Community Health, Jawaharlal Nehru
University, New Delhi [Ph D thesis].

58 Press Trust of India. Profits grow faster than AIDS. The Pioneer 1992
JuI25:12.

59 Neiburger E. How real is the AIDS threat? NY State Dent J 1991;57:9-11.
60 Anonymous. Man held for repackaging vein sets. The Pioneer 1993 Aug 5.
61 Government of India. Report of the Committee on the Drugs and

Pharmaceutical Industry (The Hathi Committee). New Delhi:Ministry of
Petroleum and Chemicals, Government of India, 1975.

62 Banerji D. Health and family planning services in India-An epidemiological,
socio-cultural and political analysis and a perspective. New Delhi:Lok Paksh,
1985:240--7.


