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Empowered opinion leaders in India and the HIV/AIDS programme

DEVIKA SALUNKE, RATIKA SAPAL YA, SUBHASH HIRA

INTRODUCTION
India has an estimated 3.5 million people with HIV/AIDS. The
highest number of cases of HIV/AIDS are from Maharashtra and
Tamil Nadu.' In these states, the epidemic is seen predominantly
in heterosexuals with an equal distribution among both sexes. A
majority of infected individuals are in the age group of 15-49
years. Trends monitored since 1993 also indicate that HIV infec-
tion is spreading in two ways: from the urban to the rural areas and
also from individuals with high-risk behaviour to the general
population.' '

Maharashtra is the third largest state of India and has a
population of 90 million people. According to official reports, the
estimated number of HIV-infected people in this state is 0.75
million.' The majority of infected persons are in Mumbai and
western Maharashtra. The western Maharashtra belt is economi-
cally prosperous and a socio-culturally dynamic region. These
factors make the region more vulnerable to the epidemic of HIV/
AIDS and sexually transmitted diseases (STDs). In 1992, the
Government of Maharashtra initiated anti-AIDS activities. De-
spite this, trends and estimates of HIV infection have increased
exponentially.'

METHODS
We designed a study to explore the level of commitment among
opinion leaders to fight AIDS. The opinion leaders were from the
following categories: youth, women, non-governmental organiza-
tions (NGOs), elected leaders such as Municipal Corporators and
elected leaders from the rural regions (panchayat samiti members),
government officials, the organized industry, professionals and
trade unions. Two opinion leaders were selected from each category.
A questionnaire based on qualitative knowledge, attitude and
practice (KAP) was designed using focused group discussions by a
multi-disciplinary team of ten researchers. The questionnaire was
administered to each key informant to determine the following:
perceived seriousness of the HIV/AIDS epidemic, their perception
of the impact of HIV/AIDS on sexuality, culture, economy and
health. Also, details of any prevention programmes catalysed or
influenced by respondents, and preventive programmes which
should be implemented to control the HIV/AIDS epidemic in
western Maharashtra were elicited. The study was conducted in six
districts between April and August 2000: Mumbai and Aurangabad
(urban), Satara and Sangli (peri-urban) and Nasik-Dhindori taluka
and Pune-Khed taluka (rural-tribal zone).

The sample comprised 95 opinion leaders. The mean age of
men and women respondents was 41 and 45.3 years, respectively.
The data were analysed on the basis of points scored by each
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respondent for 15 questions regarding basic knowledge about
HIV/AIDS. The scores were categorized as A: very knowledge-
able (score >85 %); B: fairly know ledgeable (score 60%-85 %); C:
least knowledgeable (score <60%).

RESULTS
Based on the above mentioned scores, 91 (95.7%) of the respon-
dents were categorized as very knowledgeable or fairly knowl-
edgeable about the basic facts ofHIV/AIDS/STD.

Among the 91 respondents categorized as knowledgeable, 67
(73.6%) expressed serious concern about the AIDS epidemic in
India and 60% even felt highly empowered to undertake anti-
AIDS activities. Despite these findings in all six study districts,
<50% of opinion leaders had contributed in the last year to anti-
AIDS activities, 34.7% thought their own peers were vulnerable
to HIV/AIDS, and 30.5% had a discriminatory attitude towards
HIV-seropositive persons. In comparison to past years, their own
level of anti-AIDS activity had fallen considerably during the year
2000 in all six districts, including Mumbai (Fig. 1). However,
district-wise comparison of anti-AIDS activities showed that
opinion leaders of the peri-urban district of Sangli had made the
maximum contribution. This could be attributed to the political
and administrative initiative taken by the Collector and the district
Municipal Corporators of Sangli. Along with them, local NGOs
and the media played a significant role. Mumbai had a signifi-
cantly lower level of activity, possibly due to the lack of political,
administrative and community responses (p=O.Ol)

Multivariate analysis showed that an overwhelming majority
(91.6%) of opinion leaders preferred to continue with soft option
activities such as creating awareness rather than moving on to
hard, concrete options such as providing care and support (55.8%);
empowering NGOs (52.6%) and condom promotion (57.9%).

Figure 2 shows that there were missed opportunities in effec-
tive implementation among the various categories of respondents.
For example, the present level of anti-AIDS activity ofNGOs was
significantly lower than their level of empowerment (p=0.04).
Surprisingly, opinion leaders representing the youth and unions
showed a low support for condom promotion. These discrepancies
are possibly multifactorial. Youth, for example, are charged with
awareness and concern but lack 'hand-holding'. The political
leadership is enlightened and empowered but they find HIV/
AIDS/STD a 'lack-lustre' area of social development. The orga-
nized industry has so far remained aloof from any HIV/AIDS
activity for unexplained reasons.

CONCLUSION
The HIV/AIDS epidemic is now an accepted reality in India. The
emerging vision in today's world is to establish an HIV/AIDS-
competent society, in which communities can deal effectively with
the epidemic. It becomes imperative, therefore, for opinion leaders
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FIG 1. Knowledge, attitude and practices of opinion leaders in different regions of Maharashtra, India
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in India to change their attitude towards the HlV /AIDS epidemic
and adopt a more constructive approach.

It is time to use the 'creative tension' between bureaucratic
decision-makers and AIDS-competent communities led by opin-
ion leaders to constructively develop linkages and see them as
complementary to rather than as opposing each other.

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 14, NO. 2,2001

REFERENCES
I National AIDS Control Organization. Country scenario. New Delhi:Ministry of Health,

GovemmentofIndia, 1999.
2 Salunke SR, ShaukatM, Hira SK, Jagtap MR. HlV IAIDS in India: A country responds

to a challenge. AIDS 1998;12:S27-S31.
3 Project Implementation Plan. Department of Health Services, Government of

Maharashtra, 1999.

Palliative care education and training during residency: A survey among
residents at a tertiary care hospital

B. K. MOHANTI, M. BANSAL, M. GAIROLA, D. SHARMA

ABSTRACT
Ihckground Palliative care isthe active total care of patients

in advanced and incurable stages of cancer. More than 70% of
all cancer patients in India require palliative care for relief of pain,
other symptoms and psychosocial distress. The need for educa-
tion and training in palliative care has been emphasized by the
World Health Organization (WHO) during the past 15 years.
This survey aimed to assess the awareness, clinical knowledge,
and education and training aspects of palliative care among the
clinical residents of a tertiary care hospital.

Methods. During January and February 1999, a total of
100 residents were asked to respond to a questionnaire on
palliative care education and training during residency. The
questionnaire consisted of 10 questions (each question with 3
different responses). Awareness regarding palliative care was
assessed by 3 questions; clinical knowledge by 4 questions; and
education and training obtained during residency by 3 questions.
Comparisons were made using the Chi-square test between the
oncology and non-oncology resident groups.

Results. Forty-nine residents (23 oncology and 26 non-
oncology) responded to the survey. Awareness that palliative
care involves active total care was lacking in 8 (16%) residents.
The cost of palliative care in India was considered high by 17
(65%) non-oncology residents and 21 (43%) of the whole
group. Hospice, as the right place for palliative care, was chosen
by 14 (6 1%) oncology and 3 (1 1.5 %) non-oncology residents
(p=0.OOO3). In the whole group, 21 (43%) believed that
palliative care could be provided on an outpatient basis. Pain,
depression and cachexia were identified as the most distressing
symptoms of patients with incurable cancer. Seventeen (83%)
oncology and 4 (15%) non-oncology residents (p=O.OOO)
knew how to use the WHO step-ladder for cancer pain relief. All
oncology residents and 10 (38%) non-oncology residents

All India Institute of Medical Sciences, Ansari Nagar, New Delhi 110029,
India

B. K. MOHANTI, M. BANSAL, M. GAIROLA, D. SHARMA
Department of Radiation Oncology

Correspondence to B. K. MOHANTI; drbkmohanti@rediffmail.com

(C) The National Medical Journal of India 2001

preferred the oral route for providing medications for pain relief
(p=O.OOOl). The didactic education and training imparted
during residency was considered as 'not enough' by 39% of
oncology and 62% of non-oncology residents (51 % overall).
The confidence to deliver quality palliative care was lacking in
43% and 58% of oncology and non-oncology residents,
respectively.

Conclusion. Clinicians in India need to be provided focused
skillsand training for them to be able deliver quality palliative care
to the large number of patients with incurable cancer. The cost
of palliative care and the optimum place to deliver it, the
symptoms of advanced cancer, pain relief and symptom control
methods and quality of life in end-stage cancer patients are some
aspects that should be an integral part of clinical residency
programmes.
Natl Med J India 200 1; 14: 102-4

INTRODUCTION
The existing material on palliative care (PC) is 'cocooned' within
publications that may not interest or be accessible to the majority
of physicians and health professionals.'

Traditionally, the study and practice of cancer care has focused
on the development and implementation of primary anticancer
treatment. The goal of such treatment has been to achieve disease
control and increase survival. Substantial improvements in long-
and short term survival have been achieved for various cancers.
However, the overall cure rate remains less than 50%. Cancer
continues to account for more than 25% of all adult deaths in the
USA.2 In India, the situation remains grim with a limited number
of cancer care institutions and more than 70% of all cancer patients
presenting at an incurable stage.' For such patients, regardless of
their duration of survival, control of distressing symptoms and
improving the quality of their remaining life are critical.

Palliative care, as defined by the World Health Organization
(WHO) in 1990, is the active total care of patients whose disease
is not responsive to curative treatment. Control of pain, of other
symptoms, and of psychological, social and spiritual problems, is
paramount."

There have been important changes in PC since the establish-
ment of St Christopher's Hospice, London, by Dame Cicely


